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CHLOROMYCETIN 

chloramphenicol,  Parke-Davis 
Resistance  to  chloramphenicol  was  surprisingly  infre- 
quent (0-5%)”  among  strains  of  staphylococci  isolated 
from  outpatients  over  a 5-year  period.  It  was  impressive 
to  note  that  less  than  6%  of  310  strains  isolated  from 
patients  treated  in  the  emergency  room  were  resistant  to 
CHLOROMYCETIN.  Moreover,  it  would  appear  “...that 
chloramphenicol-resistant  staphylococci  disappear 
more  readily  after  leaving  the  hospital  environment.”^ 

Goslings  and  Biichli-  report  that  “. . . resistance  was  lost 
entirely  after  3 months . . .”  in  the  small  percentage  of 
patients  who  carried  staphylococcal  strains  resistant  to 
CHLOROMYCETIN.  Numerous  other  investigators  con- 
cur in  the  observation  that  staphylococcal  resistance  to 
CHLOROMYCETIN  is  of  a low  order.^-S 

CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  avail- 
able in  various  forms,  including  Kapseals®  of  250  mg.,  in 
bottles  of  16  and  100. 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  be- 
cause certain  blood  dyscrasias  have  been  associated  with  its 
administration,  it  should  not  be  used  indiscriminately  or  for 
minor  infections.  Furthermore,  as  with  certain  other  drugs, 
adequate  blood  studies  should  be  made  when  the  patient 
requires  prolonged  or  intermittent  therapy. 

References:  (1)  Bauer,  A.  W.;  Perry,  D.  M.,  & Kirby,  W.  M.  M.;  J.A.M.A. 
173:475,  1960.  (2)  Goslings,  W.  R.  O.,  & Biichli,  K.:  Arch.  7iif.  Med. 
102:691,  1958.  (3)  Goodier,  T.  E.  W„  & Parry,  W.  R.;  Lancet  1:356,  1959. 
(4)  Fisher,  M.  W.:  Arch.  Int.  Med.  105:413,  1960.  (5)  Petersdorf,  R.  G„ 
et  at.:  Arch.  Int.  Med.  105:398,  1960.  (6)  Glas,  W.  W.,  in  Symposium  on 
Antibacterial  Therapy,  Michigan  & Wayne  County  Acad.  Gen.  Pract., 
Detroit,  September  12,  1959,  p.  7.  (7)  Modarress,  Y.;  Ryan,  R.  J.,  & 
Francis,  Sr.  C.  E;  /.  M.  Soc.  New  Jersey  57:168,  1960.  (8)  Rebhan,  A.  W., 
& Edwards,  H.  E.:  Canad.  M.  A.  J.  82:513,  1960. 


IN  VITRO  SENSITIVITY  OF  COAGULASE-POSITIVE 
STAPHYLOCOCCI  TO  CHLOROMYCETIN 
FROM  1955  TO  1959* 


These  sensitivity  tests  were  done  by  the  disc  method  on  310  strains  of 
coagulase-positive  staphylococci.  Strains  were  isolated  from  patients  seen 
in  the  emergency  room.  It  should  be  noted  that  among  inpatients,  resistant 
strains  were  considerably  more  prevalent. 

♦Adapted  from  Bauer,  Perry,  & Kirby^  io2eo 
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Current  Comment 

BOOKS 

During  the  past  month  (October)  three  interest- 
ing books  have  arrived  at  the  desk  of  your  review 
editor.  The  first  of  these,  “Adventure  to  Mother- 
hood” by  J.  Allan  Offen,  M.D.,  was  conceived  to 
tell  a story  w'hich  is  nearly  as  old  as  time  itself  — 
the  intimate  and  awe-inspiring  stoiy  of  pregnancy 
and  childbirth. 

To  relate  graphically  this  exciting  tale  Dr.  Offen, 
a practicing  obstetrician  and  gynecologist  as  well 
as  an  assistant  professor  of  OB/GYN  at  the  Uni- 
versity of  Miami  School  of  Medicine,  takes  the 
reader  on  a day-by-day  journey  with  Betsy  and 
Jim,  a young  couple  who  actually  traveled  the  road 
to  parenthood  and  who  pennit  the  reader  to  travel 
with  them  by  way  of  color  photographs  with  ap- 
propriate captions. 

In  the  early  sections  of  the  book  Dr.  Offen  gives 
his  advice  and  reasssurance  concerning  such  mat- 
ters as  diet,  exercise,  posture,  supports,  cori’ect 
clothing  and  shoes,  weight,  physical  examinations, 
laboratory  tests,  and  the  expectant  mother’s  morale. 
Most  of  the  do’s  and  don’ts  are  clearly  explained. 
In  a series  of  18  colored  illustrations  Dr.  Offen 
show’s  exactly  what  is  taking  place  inside  of  the 
expectant  mother  from  the  moment  of  conception 
to  the  moment  when  the  infant  emerges  into  the 
world.  The  last  section,  dramatically  photographed 
in  color  in  the  delivei-y  room,  should  allay  many 
fears  and  answ’er  many  ever-present  questions  pre- 
sented by  the  mothers  and  fathers  of  tomorrow. 

This  book  will  be  especially  valuable  for  the 


woman  w’ho  is  having  her  first  baby.  Any  doctor 
who  practices  obsteti-ics  will  find  that  this  book 
will  save  him  a great  amount  of  time  — because 
it  explains  so  many  of  the  questions  that  the  pa- 
tients expects  the  doctor  to  answ’er.  While  the 
book  itself  is  on  sale  at  neighborhood  bookstores, 
there  is  a set  of  supplements  to  this  volume  which 
w’ill  not  be  found  in  bookstores.  These  are  avail- 
able only  to  physicians  for  use  in  their  practices 
and  for  distribution  to  their  patients  as  indicated. 
The  picture  story  in  the  book  itself  w’as  written 
to  be  the  cornerstone  of  a total  program.  The  book 
avoids  controversial  areas  leaving  these  to  be  ex- 
plained by  the  individual  physician.  Furthermore, 
“Adventure  to  Motherhood”  is  non-encyclopedic  and 
does  not  deal  w’ith  abnormalities  of  childbearing 
but  rather  shows  a happy,  healthy  pregnancy  suc- 
cessfully concluded  with  the  aid  of  the  physician. 
The  supplementary  kit  consists  of  a self-taking  ob- 
stetrical history,  hospital  information,  and  leaflets 
discussing  such  topics  as  post-partum  instnictions, 
diabetes  in  pregnancy,  the  Rh  factor.  Caesarean 
section,  constipation,  hemorrhoids,  etc.  These  ad- 
denda are  intended  to  allow  the  doctor  to  individu- 
alize in  the  case  of  each  patient. 

“ADVENTURE  TO  MOTHERHOOD:  The 

Picture  Story  of  Pregnancy  and  Childbirth,” 
written  by  J.  Allan  Offen,  M.D.  Published  by 
the  Audio  Visual  Education  Company  of  Ameri- 
ca, Inc.  on  30  September  1960.  Distributed  ex- 
clusively in  the  U.S.A.  by  the  Taplinger  Pub- 
lishing Company,  Inc.,  119  West  57th  Sti’eet, 
New  York  City  19,  New  York.  70  pages. 
$2.95. 
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Bone  section;  erosion 
and  purulent  exudate 


a broad  spectrum 
non-narcotic  analgesic 

Trancoprin,  a new  analgesic,  not  only  raises  the  pain  perception  threshold 
but,  through  its  chlormezanone  component,  also  relaxes  skeletal  muscle  spasm^'® 
and  quiets  the  psyche.^-^'®  '^ 

The  effectiveness  of  Trancoprin  has  been  demonstrated  clinically®  in  a 
number  of  patients  with  a wide  variety  of  painful  disorders  ranging  from 
headache,  dysmenorrhea  and  lumbago  to  arthritis  and  sciatica.  In  a series  of 
862  patients,®  Trancoprin  brought  excellent  or  good  relief  of  pain  to  88  per  cent 
of  the  group.  In  another  series,®  Trancoprin  was  administered  in  an  industrial 
dispensary  to  61  patients  with  headache,  bursitis,  neuritis  or  arthritis.  The 
excellent  results  obtained  prompted  the  prediction  that  Trancoprin  “. . . will 
prove  a valuable  and  safe  drug  for  the  industrial  physician.”® 

Exceptionally  Safe 

No  serious  side  effects  have  been  encountered  with  Trancoprin.  Of  923 
patients  treated  with  Trancoprin,  only  22  (2.4  per  cent)  experienced  any  side 
effects.®’®  In  every  instance,  these  reactions,  which  included  temporary  gastric 
distress,  weakness  or  sedation,  were  mild  and  easily  reversed. 

Indications 

Trancoprin  is  recommended  for  more  comprehensive  control  of  the  pain 
complex  (pain tension —►spasm)  in  those  disorders  in  which  tension  and 
spasm  are  complicating  factors,  such  as:  headaches,  including  tension  head- 
aches / premenstrual  tension  and  dysmenorrhea  / low  back  pain,  sciatica, 
lumbago  / musculoskeletal  pain  associated  with  strains  or  sprains,  myositis, 
fibrositis,  bursitis,  trauma,  disc  syndrome  and  myalgia  / arthritis  (rheumatoid 
or  hypertrophic)  / torticollis  / neuralgia. 


Dosage 

The  usual  adult  dosage  is  2 Trancoprin  tablets  three  or  four  times  daily. 
The  dosage  for  children  from  5 to  12  years  of  age  is  1 tablet  three  or  four  times 
daily.  Trancoprin  is  so  well  tolerated  that  it  may  be  taken  on  an  empty  stomach 
for  quickest  effect.  The  relief  of  symptoms  is  apparent  in  from  fifteen  to  thirty 
minutes  after  administration  and  may  last  up  to  six  hours  or  longer. 

How  Supplied 

Each  Trancoprin  tablet  contains  300  mg.  (5  grains)  of  acetylsalicylic  acid 
and  50  mg.  of  chlormezanone  [TrancopaP  brand].  Bottles  of  100  and  1000, 


Trancoprin  Tablets  / non-narcotic  analgesic 


References:  l.  DeNyse,  D.  L.:  M.  Times  87:1512,  Nov.,  1959.  2.  Ganz.S.  E.:  J.  Indiana  M.  A.  52:1134,  July,  1959. 
3,  Gruenberg,  Friedrich:  Current  Therap.  Res.  2:1,  Jan.,  1960.  4.  Kearney,  R.  D.:  Current  Therap.  Res.  2:127,  April, 
1960.  5.  Lichtman,  A.  L.:  Kentucky  Acad.  Gen.  Pract.  J.  4:28,  Oct.,  1958.  6.  Mullin,  W.  G.,  and  Kpifano,  Leonard:  Am. 
Pract.  & Digest  Treat.  10:1743,  Oct.,  1959.  7.  Shanaphy,  J.  F.:  Current  Therap.  Res.  1:59,  Oct.,  1959.  8.  Collective 
Study,  Department  of  Medical  Research,  Winthrop  Laboratories.  9.  Hergesheimer,  L.  H.:  An  evaluation  of  a muscle 
relaxant  (Trancopal)  alone  and  with  aspirin  (Trancoprin)  in  an  industrial  medical  practice,  to  be  submitted. 
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Trancoprin  and  Trancopal  (brand  of  chlormezanone)  trademarks  reg.  U.S.  Pat.  Off. 


Annual  Clinical  Conference 

CHICAGO  MEDICAL  SOCIETY 


February  28,  March  1,  2 and  3,  1961 
Palmer  House,  Chicago 

Daily  Half-Hour  Lectures  by  Outstanding  Teachers  and  Speakers  on  subjects  of  in- 
terest to  both  general  practitioner  and  specialist. 

Panels  on  Timely  Topics  Teaching  Demonstrations 

Medical  Color  Telecasts  Instructional  Courses 

Scientific  Ebchibits  worthy  of  real  study  and  helpful  and  time-saving  Technical  Ex- 
hibits. 

The  Chicago  Medical  Society  Annual  Clinical  Conference  should  be  a 
MUST  on  the  calendar  of  every  physician.  Plan  now  to  attend  and  make 
your  reservations  at  the  Palmer  House. 


Current  Comment 

BOOKS 

The  Ciba  Foundation  has  fumished  us  with  the 
other  two  books  received.  The  Ciba  Foundation 
is  an  international  center  where  scientists  are  en- 
couraged to  meet  informally  to  exchange  facts  and 
ideas,  mainly  at  international  symposia,  each  last- 
ing two  to  four  days  , and  of  which  there  are  five 
or  six  each  year.  The  proceedings  of  these  con- 
ferences are  published  jointly  by  J.  and  A.  Churchill 
Ltd.,  London,  and  Little,  Brown  and  Company,  Bos- 
ton. Each  of  these  volumes  has  been  the  epitome 
of  excellence  within  the  field  covered,  and  the  pres- 
ent two  books  are  no  exceptions. 

The  first  of  the  Ciba  Foundation  books  received 
this  past  month  is  Volume  13  of  the  Ciba  Colloquia 
on  Endocrinology,  and  this  book  is  entitled  “Human 
Pituitary  Hormones.”  This  symposium  on  pituitary 
hormones  was  arranged  in  honor  of  Professor  B. 
A.  Houssay  of  .Argentina,  and  took  place  in  Buenos 
Aires  on  6 to  8 August  1959.  In  the  early  nineteen- 
twenties  the  metabolic  impoilance  of  the  pituitary 
gland  as  a whole  was  ascribed  to  the  posterior  por- 
tion, and  the  anterior  lobe  was  considered  by  many 
as  of  much  less  significance.  It  was  about  this 
time  that  Professor  Houssay  and  his  colleagues  re- 
vealed the  important  metabolic  effects  of  removal 
of  the  pars  glandularis  of  the  anterior  pituitai-y 
gland  in  the  toad,  especially  on  carbohydrate  metab- 
olism and  experimental  diabetes. 

Subjects  included  in  the  1959  Houssay  Memorial 
Symposium  are  as  follows: 


a.  The  radiological  anatomy  of  the  human 
pituitary. 

b.  Systematic  fractionation  of  human  pitui- 
taries. 

c.  Studies  on  human  pituitary  growth  and 
gonadotropic  hormones. 

d.  Immunological  studies  of  human  growth 
hoi-mone. 

e.  Growth  hormone  and  the  mobilization  of 
fatty  acids. 

f.  Aspects  of  the  metabolic  action  of  human 
growth  hormone. 

g.  The  effect  of  growth  hormone  on  urinary 
calcium  excretion. 

h.  The  variability  in  physiological  response  to 
growth  hoiTnone. 

i.  Growth  hormone  and  aldosterone  secretion. 

j.  Human  pituitary  follicle-stimulating  hor- 
mone. 

k.  Obseiwations  on  the  clinical  value  of  pitui- 
tary gonadotropin  assays  in  human  urine. 

l.  Determination  of  interstitial-cell  stimulat- 
ing hormone  in  urine. 

m.  Adrenocorticotropic  hormone  and  melano- 
cyte-stimulating honnone  from  human  pitui- 
tary glands. 

n.  Blood  concentration  of  thyrotropic  hormone 
in  normal  subjects  and  in  patients  with 
thyroid  disease. 

The  above  papers,  and  the  discussions  that  they 
aroused,  are  contributions  from  workers  in  eleven 
Continued  on  page  17-A) 
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V^^oca-Cola,  too,  has  its  place 
in  a well  balanced  diet.  As  a 
pure,  wholesome  drink,  it 
provides  a bit  of  quick  energy., 
brings  you  back  refreshed  after 
work  or  play.  It  contributes  to 
good  health  by  providing  a 
pleasurable  moment’s  pause 
from  the  pace  of  a busy  day. 


BOOKS 

(Continued  from  pag'e  14- A) 

different  countries,  assembled  in  the  Argentine  by 
a British  Trust  of  Swiss  origin.  They  should  pro- 
voke interest  and  stimulate  further  research  in 
many  parts  of  the  world. 

“HUMAN  PITUITARY  HORMONES,”  Vol- 
ume 13  of  the  Ciba  Foundation’s  Colloquia  on 
Endocrinology,  edited  by  G.  E.  Wolstenholme 
and  Cecilia  M.  O’Connor.  Published  in  the 
U.S.A.  by  Little,  Brown  and  Company  of  34 
Beacon  Street,  Boston,  Massachusetts,  in  Octo- 
ber, 1960.  336  pages.  $9.50. 

The  second  book  of  the  Ciba  Foundation  series 
received  this  past  month  (October)  was  entitled 
“Congenital  Malformations.”  The  symposium  that 
dealt  with  this  subject  was  held  19  to  21  January 
1960,  and  the  book  is  a collection  of  the  papers 
presented  at  this  meeting  and  the  discussions  that 
follow'ed  the  presentation  of  each  paper. 

Subjects  discussed  included  the  following: 

a.  Malformations  in  a population  observed  for 
five  years  after  birth. 

b.  Genetical  causes  of  malformation  and  the 
search  for  their  origin. 

c.  Chromosomal  abnormality  and  congenital 
malformation. 

d.  Environmental  factors  in  causation  of  con- 
genital anomalies. 

e.  Teratogenic  effects  of  tumour-inhibiting 
chemicals  in  the  foetal  rat. 


f.  The  teratogenic  action  of  the  antibiotic  Ac- 
tinomycin  D. 

g.  Teratogenic  effects  of  pteroylglytamic  acid 
deficiency  in  the  rat. 

h.  The  modification  of  the  activity  of  certain 
agents  exerting  deleterious  effects  on  the 
development  of  the  mammalian  embryo. 

i.  Congenital  runts. 

j.  Causes  and  morphogenesis  of  anencephaly. 

k.  Causes  of  congenital  malformations:  pre- 

diabetes and  hypothyroidism. 

l.  The  association  of  hydramnios  with  con- 
genital malformations. 

“CONGENITAL  MALFORMATIONS,”  a Ciba 
Foundation  Symposium,  edited  by  G.  W.  Wol- 
stenholme and  Cecilia  M.  O’Connor.  Published 
in  the  U.S.A.  by  Little,  Brown  and  Company 
of  34  Beacon  Street,  Boston,  Massachusetts,  in 
October,  1960.  308  pages.  $9.00. 

The  Month  in  Washington — 

Physicians  are  being  urged  to  cooperate 
fully  to  get  their  states  to  participate  as 
soon  as  possible  in  the  new  federal-state 
program  for  medical  care  of  needy  and  the 
near-needy  older  persons. 

The  medical  profession  also  has  been 
alerted  to  the  dangers  of  relaxing  its  oppo- 
( Continued  on  page  24-A) 
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In  oyer  five  years 


Proven 

in  more  than  750  published  clinical  studies 

Effective 

for  relief  of  anxiety  and  tension 

Outstandingly  Safe 

^ simple  dosage  schedule  produces  rapid,  reliable 


tranquilization  without  unpredictable  excitation 

no  cumulative  effects,  thus  no  need  for  difficult 
dosage  readjustments 


2 


^ does  not  produce  ataxia,  change  in  appetite  or  libido 

4 does  not  produce  depression,  Parkinson-like  symptoms, 
jaundice  or  agranulocytosis 

^ does  not  impair  mental  efficiency  or  normal  behavior 


Miltowir 

meprobamate  (WaHacel 

Usual  dosage:  One  or  two  -400  mg.  tablets  t.i.d. 

Supplied:  400  mg.  scored  tablets.  200  mg.  sugar-coated  tablets. 

Also  as  MEi'RorABS*  — 400  mg.  unmarked,  coated  tablets;  and 
as  MKFROSI’AN*— 400  mg.  and  200  mg.  continuous  release  capsules. 

\^/  WALL.VCE  LABOR.VTORIES  / Cranbury,  N.  J. 


•TftAOC-MARK 


When  it’s  penicillin-susceptible 
and  the  patient  is  not  allergic 

Use  an  orally  maximal  penicillin 


Consistent  dependable  therapeutic  response  through 
maximal  absorption,  maximal  serum  concentration  and 
longer  duration  of  inhibitory  antibiotic  levels  for  less 
susceptible  organisms. 

Available  as  Maxipen  Tablets,  125  mg.  and  250  mg.; 
Maxipen  for  Oral  Solution,  125  mg.  per  5 cc.  of  recon- 
stituted liquid.  T ^ 

Literature  on  request 


or 

Wh e n you  hesitate  to  use  penicillin 

(eg.  possible  bacterial  resistance  or  allergic  patient) 

You  can  count  on 


Extends  the  Gram-positive  spectrum  of  usefulness  to 
include  many  staphylococci  resistant  to  one  or  more  of 
the  commonly  used  antibiotics— nan’ozcs  the  spectrum 
of  side  effects  by  avoiding  many  allergic  reactions  and 
changes  in  intestinal  bacterial  balance. 

Available  as  Tao  Capsules,  250  and  125  mg. ; Tao  Oral 
Suspension,  125  mg.  per  5 cc. ; Tao  Pediatric  Drops, 
100  mg.  per  cc.  of  reconstituted  liquid;  Intramuscular 
or  Intravenous  as  oleandomycin  phosphate.  Other  Tao 
formulations  also  available:  Tao®-AC  (Tao,  analgesic, 
antihistaminic  compound)  Tablets;  Taomid®  (Tao  with 
Triple  Sulfas)  Tablets,  Oral  Suspension. 

Literature  on  request 


and  for  nutritional  support  VITERRA®  vitamins  and  minerals 
Formulated  from  Pfizer’s  line  of  fine  pharmaceutical  products 
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ULMER  REAGENTS  AND  STAINS 
HELP  ACHIEVE  ACCURACY 


It  is  our  objective  to  produce  the  finest 
reagents  obtainable  for  clinical  laboratory  use. 
Their  consistent  accuracy  saves  hours  of 
the  technician’s  time. 

Our  scientific  laboratory  control  is  your 
assurance  that  Ulmer  reagents  are  always 
fresh  and  meet  the  most  exacting  standards  for 
each  procedure.  Every  step  of  the 
manufacturing  process  is  checked  from  the 
raw  materials  to  the  finished  product. 
Moreover,  our  chemists  are  available  to 
assist  with  any  procedures  with  which  you 
may  be  experiencing  difficulties.  Do  not 
hesitate  to  call  on  them  for 
assistance  or  advice. 

For  prompt  and  efficient  service  as  well  as 
guaranteed  satisfaction,  insist  on  Ulmer 
Reagents  and  order  them  direct  from  P & H. 


The  iNIonth  in  Washington — 

(Continued  from  page  17A) 
sition  to  tying  in  medical  care  of  the  aged 
with  Social  Security.  It  is  probable  that 
the  Kennedy  Administration  will  try  in 
1961  to  get  Congressional  approval  of  such 
legislation. 

E.  Vincent  Askey,  M.D.,  President  of  the 
American  Medical  Association,  pointed  out 
to  the  recent  Washington  meeting  of  the 
A.M.A.  House  of  Delegates  that  proponents 
of  the  Social  Security  approach  had  a 
pledge  of  support  from  the  successful  Demo- 
cratic candidate  for  President. 

“While  our  profession  clearly  may  face 
a hard  struggle  in  the  87th  Congress  on  the 
issue  of  medical  aid  for  the  aged  under  So- 
cial Security,  there  is  no  ground  for  de- 
featism!” Dr.  Askey  said. 

“Our  cause  is  far  from  lost.  We  know 
that  our  policy  position  is  in  the  best  inter- 
ests of  all  Americans,  the  aged  included, 
and  our  willingness  to  defend  this  policy 
must  be  strengthened  and  maintained.” 

Dr.  Askey  reminded  the  House  of  Dele- 
gates that  “medicine  has  many  friends  in 
both  parties  in  Congress  today.” 

A few  days  later.  Sen.  Harry  F.  Byrd  (D., 
Va.),  Chairman  of  the  Senate  Finance  Com- 
mittee which  handles  Social  Security  legis- 
lation, reiterated  his  opposition  to  a com- 
pulsory medical  care  plan  under  Social  Se- 
curity. He  said : 

“I  am  opposed  to  the  (Democratic  party) 
platform  recommendation  for  compulsory 
medical  service  and  hospitalization  under 
the  Social  Security  system.  I am  con- 
vinced this  would  lead  to  socialized  medi- 
cine with  the  possibility  that  it  would  bank- 
rupt the  Social  Security  trust  fund.  This 
matter  came  before  the  Finance  Committee 
and  was  fought  out  in  the  post-convention 
session  of  Congress  last  August.  The  Sen- 
ate voted  51  to  44  in  opposition  to  the  Dem- 
ocratic platform  proposal,  and  instead  adopt- 
ed a fair  plan  for  medical  service  and  hos- 
pitalization for  those  in  need  of  it.” 

Dr.  Askey  urged  that  all  county  and  state 
medical  associations  provide  “the  medical 
leadership  necessary  to  implement  the  Mills- 
(the  new  federal-state  program) 
as  rapidly  as  possible.”  And  the  House  of 
Delegates  adopted  such  a resolution. 

(Continued  on  page  27- A) 
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The  Month  in  Washington — 

(Continued  from  page  24- A) 

“We  must  put  forth  a sincere  and  con- 
centrated effort  during  the  coming  year  to 
make  the  Mills-Kerr  law  effective,  to  show 
that  it  can,  practically  as  well  as  potentially, 
solve  the  problem  of  medical  care  for  the 
aged,”  Dr.  Askey  said. 

President-elect  John  F.  Kennedy’s  first 
Cabinet  appointment  was  Gov.  Abraham 
Ribicoff  of  Connecticut  as  Secretary  of 
Health,  Education  and  Welfare  — the  of- 
ficial with  primary  responsibility  for  carry- 
ing out  the  federal  part  of  the  Mills-Kerr 
program. 

Ribicoff,  50,  was  an  early  supporter  of 
Kennedy  for  the  Presidential  nomination. 
He  was  twice  elected  governor  of  Connecti- 
cut. Before  that,  he  served  as  a Hartford, 
Conn.,  police  judge,  a member  of  the  state 
legislature  and  a member  of  the  national 
House  of  Representatives.  As  governor,  he 
inaugurated  a comprehensive  traffic  safety 
program  with  strong  penalties. 

The  Sabin  oral  polio  vaccine  will  not  be 
available  in  suficient  quantity  in  1961  for 
large  scale  use. 

Leroy  E.  Burney,  M.D.,  Surgeon  General 
of  the  U.S.  Public  Health  Service,  told  the 
recent  Clinical  Meeting  of  the  A.M.A.  that 
many  problems  involved  in  taking  the  oral 
vaccine  out  of  the  laboratory  and  into  mass 
production  had  not  been  solved. 

In  light  of  this  fact,  both  the  A.M.A. 
House  of  Delegates  and  Dr.  Burney  urged 
that  the  widest  possible  use  of  the  Salk  vac- 
cine be  encouraged.  Dr.  Burney  said  that 
large  numbers  of  the  U.S.  population,  in- 
cluding almost  half  of  the  children  under 
five,  had  not  been  fully  vaccinated  with  the 
effective  Salk  vaccine. 

Dr.  Burney  said  the  problems  of  integrat- 
ing the  oral  vacine  into  the  present  program 
of  immunization  against  polio  “are  many  and 
complex.” 

“Only  the  future  can  tell  whether  control 
of  poliomyelitis  will  be  accomplished  through 
a live,  orally  administered  vaccine,  the  killed 
vaccine,  or  a combination  of  both,”  Dr.  Bur- 
ney said. 

The  Food  and  Drug  Administration  is- 
sued stricter  rules,  some  effective  January 
(Continued  on  page  39-A) 
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sustains 
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extra 

antibiotic 

activity 


• • 


attains  activity 
levels  promptly 


sustains  activity 
levels  evenly 


DECLOMYCIN  Demethylchlortetracycline  attains  — 
usually  within  two  hours— blood  levels  more  than  ade- 
quate to  suppress  susceptible  pathogens  — on  daily 
dosages  substantially  lower  than  those  required  to 
elicit  antibiotic  activity  of  comparable  intensity  with 
other  tetracyclines.  The  average,  effective,  adult 
daily  dose  of  other  tetracyclines  is  1 Gm.  With 
DECLOMYCIN,  it  is  only  600  mg. 


DECLOMYCIN  Demethylchlortetracycline  sustains, 
through  the  entire  therapeutic  course,  the  high  activ- 
ity levels  needed  to  control  the  primary  infection  and 
to  check  secondary  infection  at  the  original -or  at 
another— site.  This  combined  action  is  usually  sus- 
tained without  the  pronounced  hour-to-hour,  dose-to- 
dose,  peak-and-valley  fluctuations  which  charac- 
terize other  tetracyclines. 


DECLOMYCIN-SUSTAINED  ACTIVITY  LEVELS  ‘ 


i 


OTHER  TETRACYCLINES-PEAKS  AND  VALLEYS 


POSITIVE  ANTIBACTERIAL  ACTION 


PROTECTION  AGAINST  PROBLEM  PATHOGENS 


The  Month  in  Washington — 

(Continued  from  page  27-A) 

8 and  others  effective  March  9,  governing 
promotion  and  marketing  of  prescription 
drugs.  The  new  regulations  are  designed 
to  insure  safe  use  of  the  drugs. 

Under  the  new  regulations,  manufactur- 
ers must  disclose  hazards,  as  well  as  ad- 
vantages, of  the  drugs  in  promotional  ma- 
terial sent  to  physicians.  Manufacturers 
can  be  denied  permission  to  market  drugs 
they  refuse  to  permit  F.D.A.  inspection  of 
manufacturing  methods,  facilities,  controls 
or  records. 

The  F.D.A.  deferred  until  later  action  on 
its  proposal  to  require  every  package  of 
drugs  sold  to  pharmacies  to  contain  an  of- 
ficial brochure  on  their  use  and  hazards. 
The  A.M.A.  proposed  instead  that  it  be  giv- 
en the  responsibility  of  getting  such  infor- 
mation directly  to  physicians. 

Foreign  interns  who  failed  medical  ex- 
aminations last  September  may  remain  in 
this  country  until  at  least  next  July  1. 

In  cooperation  with  the  State  Department, 
the  A.M.A.  agreed  to  extend  for  six  months 


a January  1 deadline  for  dismissal  of  foreign 
interns  unless  they  pass  the  examinations 
through  the  Educational  Council  for  For- 
eign Medical  Graduates. 

The  flunking  interns  will  be  given  another 
opportunity  to  take  the  examinations  in 
April.  Meantime,  they  must  be  taken  off 
patient  care  and  their  hospitals  must  set  up 
training  programs  for  them. 

The  A.M.A.  Council  on  Medical  Educa- 
tion and  Hospitals,  said  that  this  policy 
would  be  carried  out  judiciously  and  that  oc- 
casional exceptions  would  be  granted  where 
circumstances  warranted.  (From  Washing- 
ton Office,  A.M.A.). 


Narcotics  — The  Traditional  View — 

Some  persons  are  of  the  opinion  that  the 
imposition  of  severe  penalties  for  those  who 
distribute  narcotic  drugs  has  had  no  bene- 
ficial effect  on  the  control  of  narcotic  addic- 
tion. Their  argument  continues  that  since 
the  cure  of  drug  addiction  is  so  difficult 
and  the  profit  in  the  illegal  distribution  of 
narcotics  is  so  great,  the  best  way  of  deal- 
( Continued  on  page  42- A) 
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PHYSICIANS'  EXCHANGE 

Advertisements  in  this  column  are  at  a rate  of  six  centa 
per  word  with  a minimum  of  $2.00  per  insertion.  Copy 
must  be  received  by  the  fifth  of  the  month  preceding:  date 
of  publication  and  should  not  exceed  40  words.  Advertise- 
ments from  members  of  the  Nebraska  State  Medical  Asso- 
ciation will  be  accepted  without  charge  for  two  issues. 
Each  advertisement  will  be  taken  out  following  its  second 
appearance  unless  otherwise  instructed.  Where  numbers 
follow  advertisements,  replies  should  be  addressed  in  care 
of  The  Nebraska  State  Medical  Journal,  1315  Sharp  Build- 
ing, Lincoln  8. 

DESIRE  LOCUM  TEXEXS  — March  15-31,  1961, 
prefer  small  town.  1960  graduate  of  Xebraska,  Xe- 
braska  license,  25  years  old,  white,  single,  Xebraska 
native,  presently  interning  in  Omaha.  Contact  Box 
1,  Xebraska  State  Medical  Jouimal,  1315  Sharp 
Building,  Lincoln,  Xebraska. 

AXESTHESIOLOGY  — - Opening  for  resident  in 
Anesthesiology  in  an  active,  approved  program. 
Department  of  5 full-time  anesthesiologists.  Eligi- 
bility for  Illinois  licensure  required;  beginning  stip- 
end $400  monthly.  Contact  Dr.  Win.  DeWitt,  De- 
partment of  Anesthesiology,  St.  Joseph’s  Hospital, 
Joliet,  Illinois. 


WAXTED  — Young  general  practitioner,  Xe- 
braska graduate.  Salaiy,  $1,200  to  $1,400  per 
month.  Xorthern  Xebraska.  State  qualifications  in 
first  letter.  Write  Box  2,  X'ebraska  State  Medical 
Journal,  1315  Sharp  Building,  Lincoln,  Xebraska. 


The  trouble  is  I work  for  my  doctor,  and  he 
said  I was  well  enough  to  work  tomoiTow. 
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iS'  CARTRAX  REDUCES  “LENGTH,  SEVERITY  AND 
AMOUNT  OF  ANGINA  PECTORIS"  IN  ANXIOUS  CARDIACS* 


Clark  treated  31  anginal  patients  who  showed  signs  of  anxiety,  fear,  excitement  and  other  forms  of  emotional 
stress.  On  CARTRAX,  all  31  fared  better  than  they  had  on  previous  therapy ...  as  judged  both  by  subjective 
reports  and  by  reduced  nitroglycerin  requirements.* 

CARTRAX  combines  PETN  (for  prolonged  vasodilation)  with  ATARAX  (the  tranquilizer  preferred  for  angina  patients 
because  of  its  safety  and  mild  antiarrhythmic  properties).  Thus,  CARTRAX  helps  you  to  cope  with  both  com- 
ponents of  angina  pectoris— circulatory  and  emotional. 

For  a better  way  to  help  your  angina  patients  relax,  prescribe  CARTRAX.  ‘Ciark,  t.  e.,  m press. 


CARTRAX 


nrTUti  ATADAV®tt  Dosage:  Begin  with  1 to  2 yellow  CARTRAX  "lO" 
rt  I M Tn  I nnnA  tablets  (lO  mg.  PETN  plus  10  mg.  ATARAX)  3 to  4 

times  daily.  For  dosage  flexibility,  CARTRAX  “20" 
(pink)  tablets  (20  mg.  PETN  plus  10  mg.  ATARAX)  may  be  utilized  at  a level  of  one  tablet 
three  to  four  times  a day.  The  tablets  should  be  administered  before  meals  for  optimal 
response.  For  convenience,  write  “CARTRAX  10”  or  “CARTRAX  20."  As  with  all  nitrates, 
use  with  caution  in  glaucoma.  Supplied:  In  bottles  of  100.  Prescription  only. 
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in  OMAHA,  NEBRASKA 
stay  at  Hotel 


14th  and  Farnam 

In  the  heart  of  downtown  Omaha,  Hotel 
Paxton  typifies  the  spirit  of  this  pro- 
gressive city  . . . continually  improving 
service  for  discriminating  guests,  accen- 
tuating charm,  individuality  and  livabil- 
ity in  all  guest  rooms,  extending  tradi- 
tionally famous  courtesy  to  travelers 
since  1882,  Hotel  Paxton  at  14th  and 
Farnam  is  your  choice  for  good  living. 

Visit  the  . . . 


AN  AFFILIATED  NATIONAL  HOTEL 


Narcotics — The  Traditional  View — 

(Continued  from  page  39- A) 

ing  with  the  problem  may  be  to  furnish  nar- 
cotic drugs  free  of  charge  or  at  cost  to  drug 
addicts  who  cannot  be  cured. 

This  newer  view  is  cast  aside  by  a repre- 
sentative of  the  Bureau  of  Narcotics  whose 
plea  for  the  additional  enforcement  of  the 
laws  controlling  narcotics  has  been  endorsed 
by  the  executive  board  of  the  Texas  Medical 
Association.  The  fallacy  of  this  newer  view 
is  attacked  in  the  Texas  State  Joui-nal  of 
Medicine  on  the  grounds  that  it  ignores  two 
indispensable  factors  in  the  development  of 
the  drug  habit.  One  of  these  is  the  existence 
of  an  addiction-prone  personality  and  a tol- 
erant social  environment.  Another  neces- 
sary factor  is  the  availability  of  narcotics. 
It  is  alleged  that  if  these  two  conditions  ex- 
ist, there  will  always  be  the  problem  of  drug 
addiction  regardless  of  the  cost  of  the  drug 
to  the  addict. 

It  is  pointed  out  that  for  nearly  half  a 
century  the  responsibility  for  the  curtail- 
ment of  illegal  traffic  in  narcotic  drugs  as 
well  as  the  responsibility  for  the  cure  and 
rehabilitation  of  drug  addicts  and  the  pre- 


vention of  drug  addiction  has  been  the  re- 
sponsibility of  the  United  States  Govern- 
ment, represented  by  the  Federal  Bureau  of 
Narcotics  in  the  Treasury  Department. 

Effective  law  enforcement  on  a National 
and  local  scale,  as  well  as  on  an  international 
scale,  is  claimed  as  a method  which  could 
practically  eradicate  the  drug  traffic.  If  a 
choice  must  be  made,  it  is  the  belief  of  the 
editorial  that  thinking  people  would  rather 
fight  an  illegal  market  catering  to  40,000 
addicts  rather  than  endorse  a legal  market 
supplying  400,000  addicts. 

Also,  the  ready  availability  of  narcotics 
would  leave  the  addict  little  immediate  incen- 
tive to  seek  cure.  Also,  those  who  may  use 
narcotics  and  are  not  yet  addicted  would 
perceive  fewer  hazards  of  addiction.  The 
belief  that  addicts  whose  drug  demands  are 
satisfied  can  lead  othenvise  normal  and  pro- 
ductive lives  is  claimed  as  a myth.  It  is 
hoped  that  the  medical  profession  will  as- 
sist in  revealing  the  fallacy  of  the  present 
clamor  for  the  so  called  ambulatory  treat- 
ment and  free  provision  of  legal  drugs  to 
addicts. 
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rapid  action  • non-narcutic  • economical 

“We  have  found  caffeine,  used  in  combination  with  acetylsalicylic  acid,  acetophenetidin, 

and  isobutylallylbarbituric  acid,  [Fiorinal]  to  be  one  of  the  most 

effective  medicaments  for  the  symptomatic  treatment  of  headache  due  to  tension.” 

Friedman,  A.  P.,  and  Merritt,  H H. : J.A.M.A.  i63:llll  (Mar.  30)  1957. 

Each  contains:  Sandoptal  ( Allylbarbituric  Acid  N.F.  X) 

50  mg.  (3/4  gr.),  caffeine  40  mg.  (2/3  gr.),  acetylsalicylic  acid 
200  mg.  (3  gr.) , acetophenetidin  130  mg.  (2gr.). 

Dosage:  1 or  2 every  four  hours,  according  to  need,  up  to  6 per  day 
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Current  Comment 

A Service  for  Newcomers — 

Although  newcomers  moving  into  a 
strange  place  remember  to  accomplish  many 
things  in  order  that  a new  house  may  be- 
come a home,  they  usually  don’t  count  on  or 
provide  for  illnesses. 

An  editorial  in  the  Texas  State  Journal  of 
Medicine  points  out  that  newcomers  often 
put  off  the  daj'  that  they  may  have  to  pick 
a doctor,  perhaps  asking  their  previous  doc- 
tor to  recommend  one  in  their  new  location 
or  forgetting  the  entire  matter. 

One  county  medical  society  in  Texas  does 
not  wait  for  the  newcomer  to  search  out  lo- 
cal facilities  or  out  of  town  facilities  in  a 
haphazard  manner.  Instead  a welcoming 
letter  is  sent  to  each  newcomer  by  a local 
newcomer  service.  The  letter  is  signed  by 
the  secretary  of  the  County  IMedical  Society. 

The  letter  is  to  the  point  and  indicates  its 
purpose  to  acquaint  the  recipient  with  the 
medical  care  and  hospital  facilities  avail- 
able in  the  community.  Local  hospital  fa- 
cilities are  described  and  the  local  physicians 
are  portrayed  as  men  who  meet  regularly 


and  keep  up  with  modern  medical  advances. 
The  physicians  in  the  county  are  listed  and 
information  is  given  as  to  how  to  reach 
them  in  emergency. 
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Use  of  SARDO  in  1 18  dermatological  patients  to  relieve 
dry,  itchy,  scaly,  fissured  skin  achieved  these  excellent 
results: 
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32 

13 
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11 

1 

20  Atopic  dermatitis 

8 

10 

2 
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4 

— 

10  Ichthyosis 

3 

4 
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Skin  Conditions 
20  Nummular  dermatitis 
10  Neurodermatitis 

Benefited 

19 

10 

No  Benefit 
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emollient  oil,  (C)  prevent  excessive  evaporation  of  essential  moisture. 

SARDO  releases  millions  of  microfine  water-miscible  globules  to  pro- 
vide a soothing  suspension  which  enhances  the  efficacy  of  your  other 
therapy. 

SARDO  is  pleasant,  convenient,  easy  to  use;  non-sticky,  non-sensitiz- 
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V^_><oca-Cola,  too,  has  its  place 
in  a well  balanced  diet.  As  a 
pure,  wholesome  drink,  it 
provides  a bit  of  quick  energy., 
brings  you  back  refreshed  after 
work  or  pla}'.  It  contributes  to 
good  health  by  providing  a 
pleasurable  moment’s  pause 
from  the  pace  of  a busy  day. 


Current  Comment 

The  Month  in  Washington— 

Spokesmen  for  the  medical  profession  at 
the  White  House  Conference  on  Aging  sup- 
ported the  Kerr-!Mills  voluntary  program  for 
health  care  of  elderly  persons  as  an  efficient, 
economical  way  to  furnish  assistance  to 
those  who  need  help. 

Leading  physician  delegates  to  the  Con- 
ference also  continued  vigorous  opposition  to 
the  Social  Security  approach  espoused  by  or- 
ganized labor. 

Continuing  their  all-out  campaign  for  the 
Social  Security  approach,  labor  union  lead- 
ers used  the  Conference  as  a forum  for  fur- 
ther attacks  on  the  medical  profession. 

Dr.  .J.  Lafe  Ludwig  of  Los  Angeles,  Chair- 
man of  the  American  IMedical  Association 
Council  on  Medical  Service  told  a pre-Con- 
ference  meeting  of  the  physician  delegates 
that  it  would  be  a “national  tragedy  — un- 
fair to  old  and  young  alike  — if  the  Kerr- 
Mills  law  should  be  shelved  for  a Social  Se- 
curity plan  for  medical  care  of  the  aged. 

“Federal  medicine  would  mean  red  tape. 


bureaucratic  control,  and  high  costs,”  Dr. 
Ludwig  said.  “Most  important  of  all,  it 
would  mean  inferior  medical  care  for  the 
people  whom  we  are  trying  to  help.” 

Describing  the  Kerr-Mills  law  as  a “his- 
toric milestone,”  Dr.  Ludwig  said  the  “over- 
whelming majority”  of  the  nation’s  physi- 
cians believe  it  is  “an  excellent  law  which 
can  and  will  work  and  deserves  every  op- 
portunity to  do  so.” 

Dr.  Leonard  W.  Larson  of  Bismarck,  X.D., 
president-elect  of  the  A.M.A.,  told  the  Con- 
ference’s Health  and  IMedical  Care  Section 
that  more  attention  must  be  given  to  keep- 
ing older  persons  healthy.  He  was  chair- 
man of  the  section. 

“We  spend  millions  of  dollars  and  hours 
developing  sound,  well-based  programs  for 
care  of  the  sick,  but  at  the  same  time  we 
virtually  ignore  the  vast  opportunities  for 
preservation  and  promotion  of  health,”  Dr. 
Larson  said. 

“We  must  do  more  than  react  to  the  min- 
ority of  older  persons  who  are  ill  — we  must 
act  for  the  great  majority  who  are  well.” 

(Continued  on  page  17-A) 
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The  Month  in  Washington — 

(Continued  from  page  12-A) 

In  a statement  issued  in  Chicago,  Dr.  E. 
Vincent  Askey  of  Los  Angeles,  President  of 
A.M.A.,  branded  as  false  an  allegation  that 
the  White  House  Conference  had  been  “cap- 
tured” by  organized  medicine,  private  insur- 
ance and  business  interests.  Dr.  Askey  spe- 
cifically referred  to  such  a charge  made  by 
Prof.  Wilbur  J.  Cohen  of  the  University  of 
Michigan  but  the  A.M.A.  president’s  state- 
ment applied  to  similar  charges  made  by 
representatives  of  organized  labor. 

Dr.  Askey  implied  that,  “if  anyone  has  a 
legitimate  complaint  regarding  the  choice 
of  personnel  directing  the  activities”  of  the 
key  section  on  income  maintenance,  it  was 
opponents  of  the  Social  Security  approach. 

Dr.  Ludwig  also  answered  organized  la- 
bor’s attack  on  the  A.M.A.  at  the  Confer- 
ence. Dr.  Ludwig  accused  George  Meany, 
president  of  the  A.F.L.-C.I.O.,  of  “attempt- 
ing to  undermine”  the  Conference  to  “fur- 
ther his  own  partisan  interests.” 

“Meany  obviously  is  prepared  to  go  to  any 
extreme  to  impugn  the  motives  of  those  who 
disagree  with  him,”  Dr.  Ludwig  said. 


NOW — 

IT'S 

CUSACK-HARMON 

COMPANY 

Formerly  Seiler  Surgical  Co. 

MEDICAL  ARTS  BUILDING 
in  SOUTH  17TH  STREET 
OMAHA,  NEBRASKA 

for 

Physician's  - Hospital  Surgical  Supplies 
Wheel  Chairs  — Walkers 
Hospital  Beds  for  Home  Patients 
Surgical  Supports 


“Delegates  to  this  conference  representing 
medicine  and  many  other  groups  came  here 
in  a spirit  of  cooperation  determined  to  take 
realistic  action  to  help  the  elder  citizens  of 
this  country. 

“Meany,  through  his  campaign  of  smear 
and  hostility,  is  making  this  difficult,  if  not 
impossible.” 

Dr.  Ludwig  said  that  some  labor  leaders 
“obviously  are  more  interested  in  saddling 
the  people  of  this  country  with  a system  of 
socialized  medicine”  than  he  is  in  “helping 
those  older  people  who  really  need  help.” 

“Meany  and  such  of  his  cohorts  as  Sen. 
Pat  McNamara  (D.,  Mich.),  appear  to  be  do- 
ing their  utmost  to  create  so  much  confu- 
sion that  recommendations  of  the  State 
Conference  on  Aging  will  be  forgotten,”  Dr. 
Ludwig  said. 

“Of  the  30  states  making  specific  recom- 
mendations regarding  financing  of  medical 
care  for  the  aged,  only  10  favored  the  Social 
Security  tax.” 

President  Eisenhower  urged  the  2,700 
delegates  to  the  Conference  to  reconcile 
(Continued  on  page  26- A) 
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The  Month  in  Washington — 

(Continued  from  page  17-A) 
their  differing  views  and  agree  on  a sound 
program.  He  told  the  delegates  it  was  their 
responsibility  to  provide  “some  kind  of  guid- 
ance for  Congress  to  use  in  its  future  delib- 
erations.” 

President  John  F.  Kennedy  declined  an  in- 
vitation to  address  the  Conference  as  Presi- 
dent-elect. He  and  Congressional  Demo- 
cratic leaders  decided  weeks  before  the  Con- 
ference to  make  medical  care  for  the  aged 
under  Social  Security  an  Administration  pri- 
ority bill  for  early  submission  to  Congress. 

But  some  key  Democratis  in  Congress  an- 
nounced they  would  not  go  along  with  Presi- 
dent Kennedy  on  the  issue.  Sen.  Robert  S. 
Kerr  (D.,  Okla.),  co-author  of  the  medical- 
care-for-the-aged  program  approved  by 
Congi*ess  last  year,  said  it  should  be  fi- 
nanced by  a general  tax  — “not  a limited 
tax  like  Social  Security.” 

Similar  opposition  to  the  Social  Security 
approach  was  expressed  by  Sen.  John  J. 
Sparkman  (D.,  Ala.).  Chairman  Harry  F. 
Byrd  (D.,  Va.),  of  the  Senate  Finance  Com- 
mittee earlier  had  said  he  was  convinced 


that  providing  medical  care  for  the  aged  un- 
der Social  Security  would  lead  to  socialized 
medicine  and  possibly  bankrupt  the  Social 
Security  trust  fund. 

Despite  the  Kennedy  Administration’s 
espousal  of  the  Social  Security  plan,  the 
A.M.A.  pledged  its  continued  cooperation  to 
the  Department  of  Health,  Education  and 
Welfare  on  other  health  programs. 

A group  of  A.M.A.  officials  headed  by  Dr. 
Askey  told  the  new  H.E.W.  secretary,  for- 
mer Gov.  Abraham  Ribicoff  of  Connecticut, 
at  a pre-inaugural  conference  that  the  As- 
sociation “pledges  its  continued  cooperation 
to  H.E.W.  to  work  for  the  best  medical  care 
for  the  nation.”  The  A.M.A.  “has  always 
had  a deep  sense  of  responsibility  for  the 
health  needs  of  the  people,”  Dr.  Askey  said. 

The  A.M.A.  officials  also  advised  Ribicoff 
that  they  would  help  implement  the  Kerr- 
Mills  law  in  any  way  possible.  (From 
A.M.A.  Washington  Office). 

Review  of  Tuberculosis — 

Tuberculosis  control  in  the  United  States 
as  a whole  has  progressed  to  the  point  where 
virtual  elimination  of  the  disease  as  a public 
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health  problem  appears  to  be  within  reach. 
The  progress  made  against  tuberculosis  since 
the  use  of  chemotherapy  has  been  accompa- 
nied by  some  complacency  and  loss  of  inter- 
est in  finishing  a task  that  once  was  urgent. 

The  early  attainment  of  the  goal  of  eradi- 
cation must  depend  upon  the  vigorous  use  of 
present  knowledge,  according  to  a report  of 
the  Arden  House  Conference  on  tuberculosis 
sponsored  by  the  National  Tuberculosis  As- 
sociation and  the  Public  Health  Service. 

The  conference  recommendations  indicat- 
ed the  feasibility  of  sterilizing  that  impor- 
tant part  of  the  reservoir  of  tubercle  bacilli 
that  presently  exists  in  persons  currently 
suffering  from  active  disease.  This  can  be 
accomplished  by  the  widespread  application 
of  medically  accepted  procedures  of  adequate 
chemothei-apy. 

To  strengthen  present  efforts,  it  was  rec- 
ommended that  state  and  local  Public  Health 
authorities  assume  responsibility  for  insur- 
ing adequate  treatment  and  rehabilitation  of 
all  patients  with  tuberculosis.  It  was  rec- 
ommended that  extra  effort  be  concentrated 
on  those  segments  of  the  population  with 
the  greatest  tuberculosis  problem. 

Tuberculosis-detection-programs  should  be 
given  a periodic  evaluation  on  a statewide 
basis  with  any  necessary  adjustment  of  the 
program  so  as  to  obtain  the  maximum  re- 
sults from  the  funds  available.  Also  urged 
was  review  by  the  Public  Health  Service  of 
reporting  practices  within  the  various  states 
in  order  to  promote  greater  uniformity  and 
thereby  to  permit  interpretation  of  compar- 
able case  report  data. 

The  conference  also  recommended  intensi- 
fication of  research  with  regard  to  the  so- 
cial, psychological,  and  cultural  factors  that 
effect  the  acceptance  of  case  detection  and 
treatment  and  to  find  reasons  for  the  differ- 
ential susceptibility  of  individuals  to  tuber- 
culosis. 

The  need  for  a simple  and  accurate  tuber- 
culin test  that  can  be  applied  and  read  by 
non-medical  personnel  was  described  in  the 
conference  report. 

Longer  Life  With  More  Illness — 

The  increase  in  average  expectation  of  life 
at  birth  during  the  current  century  has  had 
profund  social  consequences  for  this  situa- 
tion. Along  with  longer  family  life  and  an 
(Continued  on  page  36-A) 
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love.  That  next  baby  needs  attention  too;  nutri- 
tion which  meets  all  of  his  demands  so  that  he  will 
arrive  healthy  and  happy. 

An  active  mother  provided  with  maximum  iron, 
calcium  and  vitamins  during  her  prenatal  waiting 
will  be  healthy  and  happy  too.  Ulvical  provides 
her  with  a maximum  amount  of  iron,  absorbable 
calcium  and  vitamins  in  one  small  sugar  coated 
tablet.  Recommend  Ulvical . . . you’ll  know  they’re 
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does  the  bowel  take  kindly  to  no-bulk  diets? 


The  bowel,  designed  to  operate  best  under  the  stimulus  of  a bolus  of  waste,  is 
seldom  at  rest  under  normal  conditions.  But  the  new  bulkless  liquid  diets 
which  have  taken  the  country  by  storm,  although  they  may  be  a useful 
road  to  weight  loss,  may  also  lead  to  constipation  or  bowel  irregularities. 

Metamucil  adds  a soft,  bland  bulk  to  the  bowel  contents  to  stimulate  normal 
peristalsis  and  also  retain  water  within  the  stools  to  keep  them  soft  and 
easy  to  pass.  Thus  Metamucil,  with  an  adequate  water  intake,  will  avert 
or  correct  constipation  in  the  dieting  patient.  Metamucil  also  promotes 
regularity  through  “smoothage”  in  all  types  of  constipation. 
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MetamucM' 

brand  of  'psyllium  hydrophilic  mucilloid 


Available  as  Metamucil  powder  in  4,  8 and  16  oz.  cans, 
or  as  the  new  lemon-flavored  Instant  Mix  Metamucil  in 
cartons  of  16  or  30  measured-dose  packets. 
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Longer  Life  With  More  Illness — 

(Continued  from  page  27-A) 
increased  length  of  working  life,  has  come 
a ]-ecord  growth  in  the  number  of  older  in- 
dividuals with  special  problems  of  income, 
health,  and  adjustment. 

Average  life  expectancy,  calculated  at 
birth,  still  falls  by  three-tenths  of  a year 
short  of  the  “three  score  and  ten.”  Female 
life  expectancy  at  birth  is  currently  6.3  years 
higher  than  that  for  males  and  this  differ- 
ence has  widened  considerably  during  the 
century. 

There  is  also  a differential  of  7.3  years  in 
life  expectancy,  in  favor  of  whites  as  com- 
pared to  nonwhites  in  the  population.  Life 
expectancy  is  not  only  higher  than  in  former 
years,  calculated  on  expectancy  at  birth,  but 
in  the  average  number  of  j^ears  of  life  re- 
maining at  each  age.  The  largest  gains  have 
been  made  at  the  younger  ages. 

The  staggering  increase  in  the  number  of 
persons  aged  65  and  over,  according  to  the 
Health  Information  Foundation,  may  ex- 
plain a considerable  part,  if  not  all  of  what 
may  seem  a paradoxical  situation.  Despite 
the  generally  improving  health  levels  of  the 
population  evidenced  by  decreasing  mortal- 
ity rates  and  a decline  of  the  communicable 
diseases  as  leading  causes  of  death,  there  has 
been  an  increased  prevalence  of  ill  health 
manifest  as  chronic  illness.  Similarly,  an 
increase  in  the  aged  population  may  explain 
a considerable  part  of  the  increase  and  the 
need  for,  and  the  increasing  use  of,  person- 
nel health  services.  These  services  include 
the  facilities  of  the  hospital  and  nursing 
home,  the  services  of  physicians  and  den- 
tists, and  a need  for  drugs  and  medication. 


Conference  for  Labor  Leaders  and  Physicians — 

Fifty  representatives  of  labor  unions  in 
the  State  of  Pennsylvania  joined  with  a like 
number  of  physicians  for  a two-day  confer- 
ence sponsored  by  a Pennsylvania  Medical 
Society.  Described  in  the  Pennsylvania 
Medical  Journal,  as  a pioneering  confer- 
ence, results  included  a proposal  for  a joint 
labor-medical  liaison  committee  in  Pennsyl- 
vania. It  was  proposed  that  the  committee 
meet  at  regular  intervals  to  work  at  the 
state  level  in  the  study  and  attempted  mu- 
tual solution  of  problems  concerning  medical 
and  hospital  care. 

The  conference  was  organized  with  five 
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workshops.  These  included  community  serv- 
ices and  health  education  of  interest  to  la- 
bor and  medicine  as  one  group.  Another 
group  discussed  permanent  health  centers 
and  hospitals.  Health  insurance  coverage 
was  the  subject  for  one  workshop.  Liaison 
mechanisms  between  medicine  and  labor  and 
health  care  of  the  aged  were  also  subjects 
for  group  discussion. 

Reports  of  the  discussion  indicate  some 
basic  differences  regarding  the  problems  of 
health  care.  There  was  agreement  as  re- 
gards dedication  to  high  quality  medical 
care,  the  need  to  establish  liaison  between 
the  two  groups  on  a peiTnanent  basis  and  as 
regards  the  interpretation  of  the  principle 
of  “freedom  of  choice.” 

One  group  urged  that  liaison  be  con- 
tinued not  only  on  matters  of  agreement  but 
with  greater  urgency  on  matters  of  dis- 
agreement in  the  hope  that  good  will,  time, 
and  changing  economics  will  move  any  such 
matters  into  the  field  of  agreement. 

F.D.A.  Closes  Cancer  Clinic — 

The  Taylor  Clinic,  dispenser  of  the  Hox- 
sey  treatment,  alleged  by  the  Food  and  Drug 


Administration  to  be  a worthless  cancer 
remedy,  has  completed  the  final  step  re- 
quired by  a Federal  Court  injunction  to  di.s- 
continue  the  so-called  treatment.  The  in- 
junction required  that  the  clinic  send  letters 
to  its  10,270  patients  notifying  them  that 
the  treatment  is  no  longer  available. 

The  issuance  of  the  injunction  by  a Fed- 
eral Court  in  Dallas,  Texas,  terminated  ten 
years  of  almost  continuous  effort  by  the 
Food  and  Drug  Administration  to  stop  the 
clinic  from  dispensing  medicine  which  the 
clinic  claimed  would  cure  cancer  without 
surgery  or  irradiation.  The  Food  and  Drug 
Administration  had  convinced  the  court  by 
scientific  tests  and  research  that  the  medi- 
cine was  worthless  for  the  treatment  of  can- 
cer. 

Prior  to  1957,  the  clinic  was  owned  and 
operated  by  Harry  M.  Hoxsey,  originator  of 
the  treatment,  which  attracted  thousands  of 
cancer  patients  fi-om  all  parts  of  the  United 
States  and  from  other  countries.  It  is  esti- 
mated that  cancer  patients  have  spent  over 
50  million  dollars  for  the  treatment  since  its 
inception. 
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More  direct  control  of 
specific  rheumatic  types 


Effective,  fast  anti-rheumatic  activity  without 
experimentation — that’s  the  simple  truth  about  P-B- 
SAL-C  (Ulmer)  combinations  which  have  been  dem- 
onstrated in  a wide  range  of  rheumatic  diseases. 

Relief  is  not  only  fast,  but  is  sustained  on  small 
daily  dosage.  Specially  fabricated  combinations  of 
P-B-SAL-C  provide  a choice  in  specific  rheumatic 
disorders.  In  severe  joint  pain  (particularly  in  persons 
over  40,  say  leading  medical  authorities),  P-B-SAL-C 
with  COLCHICINE  can  be  used  diagnostically  to 
ascertain  or  disprove  a gouty  condition.  Colchicine 
is  specific  for  the  diagnosis  and  control  of  gout. 

And  for  muscular  spasm  associated  with  severe 
joint  pain,  P-B-SAL-C  WITH  ESOPRINE  provides 
a two-way  action  to  help  control  both  pain  and  spasm. 

Where  arthritis  is  complicated  by  cardiovascular 
conditions,  P-B-SAL-C  SODIUM  FREE  brings  relief 
without  disturbing  electrolyte  balance.  Neither  so- 
dium nor  potassium  are  contained  in  this  combination. 

In  routine  therapy,  high  plasma  salicylate  levels 
are  quickly  reached  with  the  basic  combination, 
P-B-SAL-C. 

Whichever  P-B-SAL-C  combination  is  prescribed, 
you’re  assured  that  thousands  of  patients  have  ex- 
perienced rapid  relief  and  sustained  it  at  a very  moder- 
ate cost.  Let  us  forward  your  name  to  our  nearest 
detail  man  for  complete  information. 

P-B-SAL-C 

(ULMER) 


THE  ULMER  PHARMACAL  COMPANY 

AAINNEAPOLIS  3,  MINNESOTA 


Current  Comment 

Epidemiology  in  Cancer  Control — 

Of  the  many  challenging  aspects  of  can- 
cer research,  one  is  epidemiology,  the  yard- 
stick with  which  scientists  measure  the  ex- 
tent of  cancer  in  the  population.  Writing  on 
this  subject  in  the  Texas  State  Jorn-nal  of 
Medicine,  Dr.  John  R.  Heller  describes  the 
tools  of  the  epidemiologist  as  statistical  data 
on  the  incidence,  prevalence  and  mortality 
rate  of  cancer  in  the  population. 

Incidence  is  described  as  the  number  of 
cases  diagnosed  during  the  year  that  a study 
is  being  made.  Prevalence  refers  to  the 
number  of  persons  known  to  have  had  can- 
cer at  any  time  during  the  period  of  study, 
and  mortality  rate  describes  the  number  of 
deaths  caused  by  malignant  neoplasm  for 
that  year. 

A study  of  the  data  resulting  from  such 
studies  may  provide  clues  as  to  the  cause  of 
cancer  or  suggest  developing  preventive 
measures. 

The  results  of  the  epidemiological  study  of 


PSYCHIATRIST 


He’s  giving  you  the  couch  treatment  to- 
day. 


38-A 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 


ESTABLISHED  1884  . . . BOOKLET  ON  REQUEST 
D Fully  Accredited 


VI 


1220  DEWEY  AVENUE 


WAUWATOSA  13,  WISCONSIN 


A DYNAMICALLY  ORIENTED  HOSPITAL  FOR  THE 
TREATMENT  OF  MENTAL  AND  EMOTIONAL  ILLNESSES 


For  information  write  to  Department  of  Admissions 
Tei.  No.:  Biuemound  8-2600 


cancer  indicates  that  the  total  incidence  of 
human  cancer  is  steadily  rising.  An  im- 
portant factor  in  the  higher  incidence  of 
cancer  among  men  is  the  rapid  increase  in 
cancer  of  the  respiratory  system  among 
males  more  than  45  years  of  age. 

The  increase  in  the  incidence  of  cancer 
cannot  be  attributed  alone  to  the  increasing 
numbers  of  individuals  surviving  with  a 
longer  life  span.  Cancer  deaths  for  those 
more  than  65  years  of  age  have  increased 
year  by  year  at  a more  rapid  rate  than  has 
the  absolute  or  relative  number  of  individu- 
als more  than  65  years  of  age  in  the  general 
population.  Epidemiological  technics  have 
also  indicated  the  value  of  certain  diagnostic 
and  treatment  methods.  There  is  evidence 
of  the  great  value  of  exfoliative  cytology  in 
the  detection  of  cancer  of  the  uterus  as  an 
aid  to  cancer  control. 

Treatment  has  indicated  a much  better 
chance  for  women  with  cancer  of  the  uterus 
to  survive  today  than  was  the  case  25  years 
ago.  Part  of  this  improvement  in  survival 
may  be  associated  with  the  increased  use  of 
the  cytologic  test  method. 

Survival  among  patients  with  breast  can- 


cer however  has  not  changed  significantly  in 
the  last  quarter  century  nor  have  the  inci- 
dence and  mortality  rates  for  this  disease. 
The  suggestion  results  that  any  future  im- 
provement in  survival  rates  is  more  likely 
to  come  from  the  development  of  new  tech- 
niques than  from  the  refinement  of  meth- 
ods. 

The  problem  is  a large  one  because  an  esti- 
mated 500,000  new  cases  of  cancer  are  diag- 
nosed each  year  and  about  half  this  number 
die  annually  of  malignant  tumors.  Three 
quarters  of  a million  people  are  estimated 
to  be  under  treatment  for  cancer  at  any  one 
time.  The  cost  per  year  of  hospital  care  for 
these  patients  is  estimated  as  approximately 
300  million  dollars. 

Physician  Ratios — 

The  ratio  of  physicians  to  the  population 
for  various  areas  of  the  country  was  recently 
calculated  and  reported  by  the  Public  Health 
Service. 

Physicians  were  most  frequent  in  the 
four  counties  that  comprise  the  Boston 
metropolitan  area,  where  there  were  207  ac- 
tive nonfederal  physicians  per  100,000  peo- 
(Continued  on  page  41-A) 
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WANTED  — Young  general  practitioner,  Ne- 
braska graduate.  Salary,  $1,200  to  $1,400  per 
month.  Northern  Nebraska.  State  qualifications  in 
first  letter.  Write  Box  2,  Nebraska  State  Medical 
Journal,  1315  Sharp  Building,  Lincoln,  Nebraska. 

EXCELLENT  OPENING  — For  physician  in 
Benkelman,  Nebraska,  population  1400.  Due  to  a 
recent  death,  the  community  now  has  only  one 
doctor.  The  town  has  a completely  modern  14-bed 
hospital  which  belongs  to  the  Methodist  Church  of 
Benkelman  and  is  leased  to  the  Morehouse  Hospital, 
Inc.,  for  operation.  This  is  an  excellent  opportunity 
for  a doctor  to  step  into  a thriving  practice.  If 
interested  contact  Mr.  Otis  Clasby,  Jr.,  Administra- 
tor, Morehouse  Hospital,  Inc.,  Benkelman,  Nebr. 
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Physician  Ratios — years  of  age.  As  many  as  62  per  cent  of  the 

(Continued  from  page  39-A)  physicians  in  the  Dallas  and  Houston  areas, 

pie.  The  San  Francisco  - Oakland  area  however,  were  less  than  45  years  of  age. 
ranked  second  with  a physician-population  “ " 

ratio  of  199.  V ~ 


In  the  157  standard  metropolitan  statis- 
tical areas,  each  with  fewer  than  a million 
people,  the  ratio  of  physicians  to  population 
ranged  from  459  to  39  per  100,000  people. 
Areas  with  the  highest  ratios  included  Ann 
Arbor,  Michigan,  Durham,  North  Carolina, 
and  Galveston,  Texas. 

The  distribution  of  dentists  to  population 
was  also  calculated  and  found  highest  in  the 
Seattle  and  Minneapolis  metropolitan  areas. 
Veterinarians  were  most  numerous  per  unit 
of  population  in  the  Seattle  and  Kansas  City 
areas. 

The  New  York  - New  Jersey  consolidated 
area  had  the  highest  proportion,  77  per  cent 
of  physicians  in  private  practice  and  Balti- 
more had  the  highest  proportion,  38  per  cent 
in  other  than  private  practice  positions. 

A difference  in  age  distribution  among 
physicians  in  different  parts  of  this  country 
was  discovered  in  the  New  York-New  Jersey 
area  where  only  40  per  cent  were  under  45 


But  if  I give  that  up.  Doctor,  what  would 
I do  for  a living? 
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BENADRYL  Hydrochloride  (diphen- 
hydramine hydrochloride,  Parke-Davis), 
Kapseals®  pf  50  mg.;  Ciapsules  of  23  mg.; 
Emplels®  (enteric-coated  tablets)  of  50 
mg.; in  aqueous  solutions:  1-cc.  Ampoules, 
50  mg.  per  cc.;  10- and  30-cc.  Steri-Vials,® 
10  mg.  per  cc.  with  1:10,000  benzetho- 
nium  chloride  as  a germicidal  agent; 
Elixir,  10  mg.  per  4 cc.;  2%  Ointment 
(water-miscible  base);  Kapseals  of  50  mg. 
BENADRYL  HCl  with  23  mg.  ephedrine 
sulfate.  INDICATIONS:  Allergic  diseases 
such  as  hay  fever,  allergic  rhinitis,  urti- 
c;iria,  angioedem;i.  bronchial  asthma, 
serum  sickness,  ;»toj>ic  derni:ititis. 


ical  allergies,  and  allergic  transfusion  re- 
actions, also  postoperative  nausea  and  vom- 
iting, motion  sickness,  parkinsonism,  and 
quieting  emotionally  disturbed  children. 
Parenteral  administration  is  indicated 
where,  in  the  judgment  of  the  physician, 
prompt  action  is  necessary  and  oral  ther- 
apy would  be  inadequate.  DOSAGE:  Oral 
—adults,  25  to  50  mg.  three  or  four  times 
daily.  Children,  1 or  2 teaspoonfuls  of 
Elixir  three  or  four  times  daily.  Paren- 
teral—10  to  50  mg.  intravenously  or 
deeply  intramuscularly,  not  to  exceed 
400  mg.  daily.  High  doses 
may  he  required  in  acute,  gen- 


asthma,  and  status  asthmaticus. 
PRECAITION:  Avoid  subcutaneous  or 
perivascular  injection.  Single  parenteral 
dosage  greater  tban  100  mg.  should  be 
avoided,  particularly  in  hypertension  and 
cardiac  disease.  Products  containing 
BENADRYL  should  be  used  cautiously 
with  hypnotics  or  other  sedatives;  if  atro- 
pine-like effects  are  undesirable;  or  if  the 
patient  engages  in  activities  requiring 
alertness  or  rapid,  accurate  response  (such 
as  driving).  Ointment  or  Cream  should 
not  be  applied  to  extensively  denuded  or 
weeping  skin  areas.  Preparations  con- 
taining ephedrine  are  subject  to  the 
same  contraindications  applicable  to 
ephedrine  alone. 
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when  .illergy  looms  larj^c  in  (he  life  of  your  padeiit... 

r<?lio\OS  tiu*  SVlliploillS  of  food  allorjfy  When  the  allergic  patient 
can’t  resist  eating  an  oftemling  food,  the  ensuing  punishnient  is  often  out 
of  all  proportion  to  the  nature  of  the  “crime.”  In  such  cases,  IJENADIIYL 
provides  a twofold  therapeutic  approach  to  the  inanagement  of  distressing 
symptoms. 

tnttihlsiiuuinlc  notion  A potent  histamine  antagonist,  BENADRYL 
breaks  the  cycle  of  allergic  response,  thereby  relieving  gastrointestinal 
upset,  urticaria,  edema,  pruritus,  and  coryza. 

untispustnoilic  notion  Because  of  its  inherent  atropine-like  proper- 
ties, BENADRYL  affords  concurrent  relief 
of  gastrointestinal  spasm,  abdominal  pain, 
nausea,  and  vomiting. 
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Current  Comment 

The  Month  in  Washington — 

President  Kennedy  asked  Congress  to  in- 
crease social  security  taxes  to  finance  lim- 
ited medical  care  for  elderly  persons  on  the 
social  security  rolls,  a plan  opposed  by  the 
medical  profession. 

The  proposal  was  part  of  a sweeping 
health  program  outlined  by  Kennedy  in  a 
special  message  to  Congress  during  his  first 
month  in  the  White  House. 

The  Kennedy  program  also  included  fed- 
eral aid  for  construction  and  operation  of 
medical  schools,  scholarships  for  medical 
and  dental  students,  grants  for  community 
nursing  and  hospital  services,  stepped-up 
medical  research  and  expanded  federal  ac- 
tivity in  the  field  of  child  and  youth  health. 

Under  Kennedy’s  proposal,  social  security 
beneficiaries  65  years  and  older  could  get 
up  to  90  days  of  hospitalization  for  each  sin- 
gle illness.  However,  the  patient  would  have 
to  pay  $10  daily  for  the  first  nine  days  of 
hospitalization  with  a minimum  payment  of 
$20. 

After  release  from  a hospital,  the  elderly 
person  could  get  up  to  180  days  in  a nurs- 
ing home.  The  social  security  program  also 
would  provide  for  payment  by  the  goveim- 
ment  of  all  out-patient  diagnostic  costs  in 
excess  of  $20  and  community  visiting  nurse 
services. 

The  program  would  be  financed  by  in- 
creased social  security  taxes  by  one-fourth 
of  one  per  cent  on  both  employers  and  work- 
ers and  by  three-eighths  of  one  per  cent  on 
self-employed  persons  covered  by  social  se- 
curity. The  social  security  tax  base  also 
would  be  increased  from  the  present  $4,800 
a year  to  $5,000. 

Enactment  of  this  proposal,  coupled  with 
another  Kennedy  recommendation  and  in- 
creases in  the  social  security  tax  already 
scheduled  in  the  law,  would  mean  that  work- 
ers and  employers  would  be  paying  $250 
each  in  social  security  taxes  in  1969. 

Nationwide  television  audiences  were  told 
by  an  American  Medical  Association  spokes- 
man why  the  medical  profession  supports  the 
Kerr-Mills  program  of  medical  care  for  the 
aged  and  opposes  tieing  it  in  with  social  se- 
curity. 

In  television  debates  with  Sen.  Hubert 
(Continued  on  page  38- A) 
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would  you  expect? 
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the  dosage  that  our  clinical  research  has  shown 
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attains  activity 
levels  promptly 

DECLOMYCIN  Demethylchlortetracycline  attains  — 
usually  within  two  hours— blood  levels  more  than  ade- 
quate to  suppress  susceptible  pathogens  — on  daily 
dosages  substantially  lower  than  those  required  to 
elicit  antibiotic  activity  of  comparable  intensity  with 
other  tetracyclines.  The  average,  effective,  adult 
daily  dose  of  other  tetracyclines  is  1 Gm.  With 
DECLOMYCIN,  it  is  only  600  mg. 


sustains  activity 
levels  evenly 

DECLOMYCIN  Demethylchlortetracycline  sustains, 
through  the  entire  therapeutic  course,  the  high  activ- 
ity levels  needed  to  control  the  primary  infection  and 
to  check  secondary  infection  at  the  original -or  at 
another— site.  This  combined  action  is  usually  sus- 
tained without  the  pronounced  hour-to-hour,  dose-to- 
dose,  peak-and-valley  fluctuations  which  charac- 
terize other  tetracyclines. 
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OTHER  TETRACYCLINES-PEAKS  AND  VALLEYS 


POSITIVE  ANTIBACTERIAL  ACTION 


PROTECTION  AGAINST  PROBLEM  PATHOGENS 


Each  of  the  babies  pictured  on  this  page 
was  borne  by  a mother  with  a documented 
previous  history  of  true  habitual  abor- 
tion, who  was  treated  with  delalutin 
during  the  pregnancy  leading  to  this  birth 

LIVING  PROOF  OF  FETAL  SALVAGE  WITH 

DELALUTIN 

SQUIBB  HYDROXYPROGESTERONE  CAPROATE  Improved  Progestational  Therapy 
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DELALUTIN  offcrs  these  advantages  over  other  progestational  agents 


• long-acting  sustained  therapy  • more  effective  in  producing  and  maintaining  a 
completely  matured  secretory  endometrium  • no  androgenic  effect  • more  concen- 
trated solution  requiring  injection  of  less  vehicle  • unusually  well-tolerated,  even  in 
large  doses  • fewer  injections  required  • low  viscosity  makes  administration  easy 


Complete  information  on  administration  and  dosage  is  supplied  in  the  package  insert 

Supply : 

Vials  of  2 and  10  cc.,  each  containing  125  mg.  of  hydroxyprogestcrone  caproate  in  benzyl  benzoate  and  sesame  oil. 
Also  available:  DELALUTIN  2X  in  5 cc.  multiple-do.se  vials.  Each  cc.  contains  250  mg.  hydroxyprogesterone  caproate 
in  castor  oil,  preserved  with  benzyl  alcohol. 
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The  Month  in  Washington — 

(Continued  from  page  27-A) 

Humphrey  (D.,  Minn.)  on  NBC-TV  and 
W'alter  Reuther,  organized  labor  spokesman, 
on  CBS-TV,  Dr.  Edward  R.  Annis  of  Miami, 
Fla.,  described  the  Kerr-lMills  program  as 
“sound  and  effective.”  He  said  it  “must  be 
given  the  chance  it  deserves.” 

“Congress  passed  it  because  it  believed 
that  the  important  thing  was  to  help  the 
people  who  need  help ; to  help  them  quickly ; 
and  to  help  them  through  the  machineiy  of 
local  government,”  Dr.  Annis  said. 

The  A.M.A.  Board  of  Trustees  charged  the 
CBS  network  with  “misrepresentations, 
bias,  and  distortions”  on  another  program: 
“The  Business  of  Health — Medicine,  Money 
and  Politics.” 

The  network  edited  out  of  the  taped  pro- 
gram the  A.M.A.’s  true  position  on  health 
care  for  the  aged : 

“The  A.M.A.  believes  that  any  medical 
care  plan  is  both  unsound  and  unfair  which 
would  compel  working  people  to  shoulder 
increased  social  security  taxes  to  finance 
health  costs  of  all  those  over  65  (under  so- 
cial security),  rich  and  poor  alike,  regardless 


of  whether  they  want  or  need  such  help  and 
which,  at  the  same  time,  ignores  millions  of 
indigent  elderly  who  do  not  need  help.” 

Kennedy’s  health  program  faced  strong 
opposition  in  Congress.  The  consensus  of 
Capital  Hill  observers  was  that  it  stood  a 
50-50  chance  of  getting  Congressional  ap- 
proval but  not  before  it  had  been  cut  down. 
There  were  some  who  doubted  that  the  Ad- 
ministration’s program  for  medical  care  of 
the  aged  would  be  acted  upon,  at  least  by 
both  houses  of  Congress  before  next  year. 

Even  some  Democratic  Congressmen  with 
the  liberal  label  were  taken  back  by  the 
scope  of  Kennedy’s  health  program. 

Arthur  H.  Motley,  President  of  the  Cham- 
ber of  Commerce  of  the  United  States, 
warned  that  social  security  taxes  are  being 
increased  to  a point  “where  people  might 
rebel  against  the  whole  Social  Security  sys- 
tem.” 

He  contended  that  this  nation’s  present 
personal  medical  care  system  is  the  best  of 
any  large  nation. 

“It’s  worth  crusading  for  and  that  is 
what  the  Chamber  is  doing,”  Motley  said. 
(From  A.M.A.  Washington  Office.) 
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Current  Comment 

Practice  and  Malpractice — 

The  increase  in  malpractice  suits  against 
physicians  has  received  considerable  publi- 
city, the  most  traumatic  of  which  is  the 
bringing  of  a suit  against  the  doctor  who 
renders  first  aid  in  an  accident  case.  The 
effect  on  his  practice  of  this  present  threat 
to  the  physician  has  been  studied  in  Massa- 
chusetts by  the  Boston  University  Law-Med- 
icine Research  Institute.  Editorial  comment 
upon  this  study,  in  the  New  England  Jour- 
nal of  Medicine,  indicates  that  the  real  risk 
of  malpractice  suits  has  affected  the  physi- 
cian’s method  of  practice. 

The  more  insurance  that  is  carried,  the 
greater  the  incentive  to  sue  and  the  gi'eater 
the  need  for  still  more  insurance.  Physi- 
cians are  found  to  be  reluctant  to  accept  pa- 
tients who  are  known  to  have  a greater  than 
usual  tendency  to  initiate  malpractice  suits. 
Those  suspected  by  physicians  are  those  who 
have  instigated  suits  previously,  those  who 
“shop”  for  their  medical  care,  alcoholics, 
bad  credit  risks,  and  those  who  appear  to  be 
conscious  of  the  possible  gain  from  law 
suits. 


Some  physicians  have  tended  to  limit  the 
scope  of  their  activities  and  have  increased 
their  positive  safety  checks.  There  is  less 
manor  surgery,  a reluctance  to  try  new  X-ray 
procedures,  and  new  drugs  are  less  frequent- 
ly used.  X rays,  laboratory  examinations,  and 
consultations  may  exceed  the  ordinary  re- 
quirements of  good  practice. 

A wholesome  effect  of  the  fear  may  be  a 
tendency  to  keep  better  records.  Caution 
and  care  in  medical  practice  have  probably 
added  to  the  cost  of  medical  care.  The  edi- 
torial states,  “It  is  unfortunate  that  any 
benefits  derived  should  have  had  to  come 
from  a medium  so  sordid.” 

Frequency  of  Suicide — 

Suicde  is  an  important  cause  of  death  in 
the  United  States.  The  annual  toll  of  more 
than  18,000  people  is  at  least  twice  the  toll 
taken  by  homicide.  Suicide  ranks  11th 
among  the  causes  of  death  and  among  white 
males,  who  account  for  about  three  fourths 
of  all  self-inflicted  deaths  in  the  country, 
suicide  ranks  8th. 

According  to  the  Statstical  Bidletin,  the 
(Continued  on  page  42-A) 
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When  it’s  penicillin-susceptible 
and  the  patient  is  not  allergic 

Use  an  orally  maximal  penicillin 


Consistent  dependable  therapeutic  response  through 
maximal  absorption,  maximal  serum  concentration  and 
longer  duration  of  inhibitory  antibiotic  levels  for  less 
susceptible  organisms. 

Available  as  Maxipen  Tablets,  125  mg.  and  250  mg.; 
Maxipen  for  Oral  Solution,  125  mg.  per  5 cc.  of  recon- 
stituted liquid.  r a 

Literature  on  request 


or 


When  you  hesitate  to  use  penicillin 

(eg.  possible  bacterial  resistance  or  allergic  patient) 


You  can  count  on 


Extends  the  Gram-positive  spectrum  of  usefulness  to 
include  many  staphylococci  resistant  to  one  or  more  of 
the  commonly  used  antibiotics— narrotcs  the  spectrum 
of  side  effects  by  avoiding  many  allergic  reactions  and 
changes  in  intestinal  bacterial  balance. 

Available  as  Tao  Capsules,  250  and  125  mg.;  Tao  Oral 
Suspension,  125  mg.  per  5 cc. ; Tao  Pediatric  Drops, 
100  mg.  per  cc.  of  reconstituted  liquid;  Intramuscular 
or  Intravenous  as  oleandomycin  phosphate.  Other  Tao 
formulations  also  available:  Tao®-AC  (Tao,  analgesic, 
antihistaminic  compound)  Tablets;  Taomid®  (Tao  with 
Triple  Sulfas)  Tablets,  Oral  Suspension. 

Literature  on  request 


and  for  nutritional  support  VITERRA®  vitamins  and  minerals 

Formulated  from  Pfizer’s  line  of  fine  pharmaceutical  products 


New  York  17,  N.  Y.,  Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being"^^^ 
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Frequency  of  Suicide — 

(Continued  from  page  39-A) 

suicide  rate  in  the  United  States,  even  tvhen 
adjusted  for  age  differences  and  the  higher 
incidence  among  older  persons,  is  higher 
than  in  Canada. 

Although  our  relative  frequency  of  suicide 
is  higher  than  that  in  Ireland,  Greece,  and 
a number  of  Latin  American  countries,  it  is 
no  more  than  half  that  recorded  in  Austria, 
Hungaiy,  West  Germany  or  Japan. 

The  incidence  in  the  U n it  e d States  is 
greater  in  the  spring  and  least  frequent  in 
December. 


Outlook  in  Cancer — 

The  outlook  for  cancer  patients  varies 
with  a number  of  factors,  but  gains  are  be- 
ing made  in  the  control  of  this  disease.  Be- 
cause of  the  heavy  death  toll  taken  by  this 
group  of  diseases,  there  is  a tendency  to 
overlook  the  gains  accomplished. 

New  facts  about  cancer  patients  resulting 
from  a study  sponsored  by  the  National 
Cancer  Institute  are  reported  in  the  Sta- 
tistical Bulletin.  Females  generally  showed 


Mind  if  I get  my  camera  before  you  inhale 
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J.  DROLICK,  Mgr. 

AN  AFFILIATED  NATIONAL  HOTEL 


in  OMAHA,  NEBRASKA 
stay  at  Hotel 

Paxton 

14th  and  Famam 

In  the  heart  of  downtown  Omaha,  Hotel 
Paxton  typifies  the  spirit  of  this  pro- 
gressive city  . . . continually  improving 
service  for  discriminating  guests,  accen- 
tuating charm,  individuality  and  livabil- 
ity in  all  guest  rooms,  extending  tradi- 
tionally famous  courtesy  to  travelers 
since  1882,  Hotel  Paxton  at  14th  and 
Farnam  is  your  choice  for  good  living. 

Visit  the  . . . 

• PAX  ROOM 
• TAVERN  GRILL 
• COFFEE  SHOP 
• MURAL  LOUNGE 


higher  survivorship  rates  than  males.  The 
rates  vary  considerably  from  site  to  site, 
even  within  the  same  organ-system  of  the 
body. 

The  record  for  cancers  of  the  lung  and 
bronchus  is  the  least  favorable  of  the  ma- 
jor sites  of  cancer,  and  patients  with  skin 
cancer  have  the  best  probability  of  survival. 

In  males,  the  most  frequent  site  of  fatal 
cancer  is  the  lung  and  bronchus,  and  in  ten 
years,  the  incidence  has  increased  from  13 
to  21  per  cent.  There  has  been  an  impres- 
sive decrease  for  cancer  of  the  stomach,  per- 
haps reflecting  a better  differentiation  of 
primary  site  in  the  digestive  tract  or  other 
as  yet  unknown  factors.  There  has  been  a 
sharp  increase  in  the  proportion  among 
males  due  to  leukemia  and  lymphosarcoma, 
which  together  now  account  for  more  than 
10  per  cent  of  the  total. 

Among  females,  the  breast  is  the  most 
common  site  of  fatal  cancer  and  there  has 
been  a slight  increase  in  its  relative  propor- 
tion. The  relative  importance  of  cancer  of 
the  uterus  as  a cause  of  death  has  dimin- 
ished during  the  past  ten  years. 


Infectious  Hepatitis — 

According  to  Medical  World  News,  Janu- 
ary 20th  issue.  Epidemiologist  Alexander  D. 
Langmuir  of  the  Public  Health  Service’s 
Communicable  Disease  Center,  the  number 
of  cases  of  infectious  hepatitis  may  reach  a 
new  high  in  1961.  In  1954,  50,000  cases 
were  reported,  and  in  1960,  41,000  cases. 
January,  February,  and  March  may  be  the 
months  giving  the  heaviest  case-loads. 

The  News  presents  the  results  of  an  in- 
terview with  Doctor  Cecil  Watson  about 
“What  to  do  in  Case  of  Viral  Hepatitis.” 
The  following  “Highlights  of  Dr.  Watson’s 
Guides”  is  copied  from  the  Neivs: 

“Diagnosis  — It  is  most  important  to  dif- 
ferentiate hepatitis  from  obstructive  jaun- 
dice. Recommended  tests;  urine  bilirubin, 
urobilinogen,  cephalin  flocculation  and  serum 
transaminase 

“Family  Contacts  — Give  gamma  globu- 
lin to  all  members  who  have  been  directly 
exposed. 

“Care  — Simple  bed  rest,  considerable 
protein,  plenty  of  carbohydrates  and  lemon- 
ade every  hour  for  average  case. 

(Continued  on  page  45-A) 
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I‘. extraordinarily  effective  diuretic..”' 

Efficacy  and  expanding  clinical  use  are  making  Nafuretin  the 
diuretic  of  choice  in  edema  ond  hypertension.  It  maintains  a 
favorable  urinary  sodium-potassium  excretion  ratio,  retains  a 
balanced  electrolyte  pattern,  and  causes  a relatively  small  in- 
crease in  the  urinary  pH.^  More  potent  than  other  diuretics, 

Noturetin  usually  provides  18-hour  diuretic  action  with  just  a 
single  5 mg.  tablet  per  day  — economical,  once-a-day  dosage 
for  the  patient.  Noturetin  c K — for  added  protection  in  those 
special  conditions  predisposing  to  hypokalemia  and  for  patients 
on  long-term  therapy. 

Naturetin  Naturetin'K  S. 

Squibb  6?nzydroflum»thia2id«  Squibb  6er.2>-droflumethiazide  with  Potassium  Chloride 


Supplied:  Naturetin  Tablets,  5 mg.,  scored,  and  2.5  mg.  Naturetin 
c K (5  c 500)  Tablets,  capsule-shaped,  containing  5 mg.  ben- 
zydroflumethiazide  and  500  mg.  potassium  chloride.  Naturetin 
c K (2.5  c 500)  Tablets,  capsule-shaped,  containing  2.5  mg. 
benzydroflumethiazide  and  500  mg.  potassium  chloride.  For  com- 
plete information  consult  package  circular  or  write  Professional 
Service  Dept.,  Squibb,  745  Fifth  Avenue,  New  York  22,  N.  Y. 
References:  1.  David,  N.  A.;  Porter,  G.  A.,  and  Gray,  R.  H.: 
Monographs  on  Therapy  5:60  (Feb.)  1960.  Z Ford,  R.  V.:  Current 
Therop.  Res.  2:92  (Mar.)  1960. 


44-A 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 


3 -dimensional 
support  for  oider 

patients 

BOLSTERS...  A tissue  metabolism 
A interest/  vitality 
A failing  nutrition 


Geriatric  Vitamins-Minerals-Hormones-d-Amphetamine  Lederle 


Each  capsule  contains:  Ethinyl  Estradiol  0.01  mg.  • Methyl  50  mg.  • 1-Lysine  Monohydrochloride  25  mg.  • Vitamin  E 

Testosterone  2.5  mg.  • d-Amphetamine  Sulfate  2.5  mg.  • Vitamin  (Tocopherol  Acid  Succinate)  10  Int.  Units  • Rutin  12.5  mg.  * 

A (Acetate)  5,000  U.S.P.  Units  • Vitamin  D 500  U.S.P.  Units  • Ferrous  Fumarate  (Elemental  Iron,  10  mg.)  30.4  mg.  • Iodine 

Vitamin  B,j  with  AUTRINIC®  Intrinsic  Factor  Concentrate  1/15  (as  Kl)  0.1  mg.  • Calcium  (as  CaHPOi)  35  mg.  • Phosphorus  (as 

U.S.P.  Unit  (Oral)  • Thiamine  Mononitrate  (B,)  5 mg.  • Ribo-  CaHPOj)  27  mg.  • Fluorine  (as  CaFj)  0.1  mg.  • Copper  (as  CuO) 

flavin  (Bi)  5 mg.  • Niacinamide  15  mg.  • Pyridoxine  HCI  (B«)  1 mg.  • Potassium  (as  K2SO4)  5 mg.  • Manganese  (as  MnOj 

0.5  mg.  • Calcium  Pantothenate  5 mg.  • Choline  Bitartrate  1 mg.  • Zinc  (as  ZnO)  0.5  mg.  • Magnesium  (MgO)  1 mg.  • Boron 

25  mg.  • Inositol  25  mg.  • Ascorbic  Acid  (C)  as  Calcium  Ascorbate  (as  NajBjOj.lOHjO)  0.1  mg.  Bottles  of  100,  1000. 

LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


Infectious  Hepatitis — 

(Continued  from  page  43- A) 

“Bed  Rest  — During  acute  stage,  com- 
plete bed  rest.  No  regular  work  or  strenu- 
ous mental  activity  for  about  a month. 

“Overtreatment  — This  is  a serious  ten- 
dency. \Ttamins  are  usually  unnecessary. 
Antibiotics  are  useful  only  in  case  of  im- 
pending coma.  Steroids  are  superfluous  in 
average  cases.” 

^lore  Grants — 

Now  the  Scientific  Advisory  Committee 
to  Licensed  Beverage  Industries,  Inc.,  is 
handing  out  grants  for  scientific  investiga- 
tion of  alcoholism.  The  organization  has 
just  recently  awarded  grants  totalling  about 
half  a million  dollars  in  this  manner. 

We  have  seen  the  generous  granting  of 
financial  support  by  the  tobacco  interests 
toward  research  in  pulmonary  cancer.  Such 
support  of  scientific  investigation  is  com- 
mendable and  much  more  to  be  desired  than 
the  unlimited  federal  grants,  providing  such 
research  can  be  kept  impartial.  It  will  be 
interesting  to  note  whether  the  findings  of 
these  researchers  is  subsequently  influenced 


by  the  donors,  and  whether  the  donors  will 
continue  their  enthusiasm  if  the  findings  of 
research  prove  deleterious  to  the  business  in- 
terests supplying  the  money. 


Pulse  7-)  . . . temperature  104  . . . bust  36  . . . 
waist  24  . . . hips  35  . . .! 
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Current  Comment 


^^'atch  for  “Hi^h  Road  to  Health”  Radio 
Series  by  Lederle  Laboratories — 

The  role  of  the  family  doctor  in  handling 
common  medical  problems  arising  in  a fam- 
ily setting  is  the  subject  of  the  public  service 
radio  series  now  being  offered  to  radio  sta- 
tions throughout  the  country. 

Called  Highroad  to  Health  the  series  con- 
sists of  thirteen  fifteen-minute  programs.  It 
was  produced  and  is  being  offered  by  Led- 
erle Laboratories,  with  the  cooperation  of 
the  American  Medical  Association. 

Each  program  opens  with  a ten  minute 
dramatization  of  a health  problem  and  its 
handling  by  a physician.  This  is  followed 
by  a five  minute  interview-discussion  with 
a guest  physician. 

County  or  state  medical  societies  in  areas 
where  stations  are  broadcasting  the  series 
are  being  formed  in  advance  by  Lederle. 
The  stations  are  also  being  urged  to  contact 
their  medical  societies  to  work  out  whatever 
cooperative  efforts  on  the  local  level  which 
they  may  determine  to  be  in  their  mutual 
interest. 


IDEAL  LOCATION 


. . . for  1 or  2 Physicians 

IN  OMAHA 

Space  Available  Immediately 
• PROFESSIONAL  BUILDING 
• NEW  SUBURBAN  AREA 

Pharmacy  and  Dentist  Located 
Close  to 

Keystone  Maple  Village 

Maenner  Hillside  Wear's  Addition 

Benson  West  Benson 

and  Hargleroad's  Military 
Addition  and  Trend 
Homes 


Present  Drawing  Area  Over 
6,000  Families  and  Increasing  Rapidly 


7310  Maple  Streets 
OMAHA,  NEBRASKA 


Call;  558-2034  or 

391-4885  Omaha 


PHYSICIANS'  EXCHANGE 

Advertisements  in  this  column  are  at  a rate  of  six  cents 
per  word  with  a minimum  of  $2,00  per  insertion.  Copy 
must  be  received  by  the  fifth  of  the  month  preceding  date 
of  publication  and  should  not  exceed  40  words.  Advertise- 
ments from  members  of  the  Nebraska  State  Medical  Asso- 
ciation will  be  accepted  without  charge  for  two  issues. 
Each  advertisement  will  be  taken  out  following  its  second 
appearance  unless  otherwise  instructed.  Where  numbers 
follow  advertisements,  replies  should  be  addressed  in  care 
of  The  Nebraska  State  Medical  Journal.  1315  Sharp  Build- 
ing. Lincoln  8. 

EXCELLENT  OPENING  — For  physician  in 
Benkelman,  Nebraska,  population  1400.^  Due  to  a 
recent  death,  the  community  now  ha’s  only  one 
doctor.  The  town  has  a completely  modern  14-bed 
hospital  which  belongs  to  the  Methodist  Church  of 
Benkelman  and  is  leased  to  the  Morehouse  Hospital, 
Inc.,  for  operation.  This  is  an  excellent  opportunity 
for  a doctor  to  step  into  a thriving  practice.  If 
interested  contact  Mr.  Otis  Clasby,  Jr.,  Administra- 
tor, Morehouse  Hospital,  Inc.,  Benkelman,  Nebr. 

CLINIC  AVAILABLE  — General  practice  in  fur- 
nished clinic.  County  seat  town.  Southwest  Ne- 
braska, 3 nursing  homes  in  town,  good  territory. 
Write  Box  8,  Beaver  City,  Nebraska. 


WANTED  — General  Practitioner  interested  in 
taking  over  the  practice  of  the  late  Joseph  P.  Swo- 
boda,  M.D.,  South  Omaha,  Nebraska.  This  includes 
recently  remodeled  office  space,  office  equipment, 
and  medical  instruments.  Contact  David  A.  Svobda, 
1502  City  National  Bank  Building,  Omaha,  Nebr. 

PHYSICIANS  — One  general  and  one  with  sur- 
gical training  to  join  established  Western  Nebraska 
Clinic  in  rapidly  growing  city  of  5,000.  Clinic 
has  X ray  and  lab  and  employs  a medical  technolo- 
gist. Three  present  physicians  gross  $200,000,  one 
leaving  to  specialize.  Write  Box  3,  Nebraska  State 
Medical  Journal,  1315  Shai-p  Building,  Lincoln,  Nebr. 
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It  is  generally  agreed  that  after  surgery,  or  at  other  times  of 
physiologic  stress,  vitamin  reserves  may  be  depleted,  myaoec 
helps  to  correct  such  dehciencies.  Just  one  capside  daily 
supplies  therapeutic  jxjtencies  of  9 vitamins,  plus  various 
minerals  normally  found  in  body  tissues,  myadec  is  also  valuable 
for  the  preveyitioyi  of  vitamin  dehciencies  in  those  patients 
^vhose  customary  diets  are  lacking  in  important  food  factors. 
Each  MYADEC  capsule  contains: 

Vitamins:  \htamin  Bj,  crystalline  — 5 meg.;  \htamin  B„  (G) 
(riboflavin)— 10  mg.;  Vitamin  B^  (pyridoxine  hydrochloride)  — 

2 mg.;  \htamin  B^  mononitrate— 10  mg.;  Nicotinamide 
(niacinamide)— 100  mg.;  Vitamin  C (ascorbic  acid)— 150  mg.; 
\htamin  A— (7.5  mg.)  25,000  units;  Vitamin  D — (25  meg.) 

1,000  units;  \htamin  E (d-alpha-tocopheryl  acetate  concentrate) 

— 5 l.U.  Minerals  (as  inorganic  salts):  Iodine  — 0.15  mg.; 
Manganese— 1 mg.;  Cobalt  — 0.1  mg.;  Potassium  — 5 mg.; 
Molybdenum  — 0.2  mg.;  Iron— 15  mg.;  Copper— 1 mg.;  Zinc 

— 1.5  mg.;  Magnesium  — 6 mg.;  Calcium— 105  mg.;  Phosphorus 

— 80  mg.  Bottles  of  30,  100,  and  250.  55261 
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COMPREHENSIVE 
OLD  AOE  BENEFITS 


▲ brightens  the  outlook 
A lightens  the  load  of 
poor  nutrition 
A heightens  tissue/ 
hone  metabolism 


Geriatric  Vitamins-Minerals-Hormones-d-Amphetamine  Lederle 


Each  capsule  contains:  Ethinyl  Estradiol  0,01  mg.  • Methyl  50  mg.  • 1-Lysine  Monohydrochloride  25  mg.  • Vitamin  E 

Testosterone  2.5  mg.  • d-Amphetamine  Sulfate  2.5  mg.  • Vitamin  (Tocopherol  Acid  Succinate)  10  Int.  Units  • Rutin  12.5  mg.  • 

A (Acetate)  5,000  U.S.P.  Units  • Vitamin  D 500  U.S.P.  Units  • Ferrous  Fumarate  (Elemental  iron,  10  mg.)  30.4  mg.  • Iodine 

Vitamin  B,2  with  AUTRINIC®  Intrinsic  Factor  Concentrate  1/15  (as  Kl)  0.1  mg.  • Calcium  (as  CaHPOa)  35  mg.  • Phosphorus  (as 

U.S.P.  Unit  (Oral)  • Thiamine  Mononitrate  (B,)  5 mg.  • Ribo-  CaHP04)  27  mg.  • Fluorine  (as  CaFJ  0.1  mg.  ♦ Copper  (as  CuO) 

flavin  (Bj)  5 mg,  • Niacinamide  15  mg.  • Pyridoxine  HCI  (Bj)  1 mg.  • Potassium  (as  K2SO4)  5 mg.  • Manganese  (as  Mn02) 

0.5  mg.  • Calcium  Pantothenate  5 mg.  • Choline  Bitartrate  1 mg.  • Zinc  (as  ZnO)  0.5  mg.  • Magnesium  (MgO)  1 mg.  • Boron 

25  mg.  • Inositol  25  mg.  • Ascorbic  Acid  (C)  as  Calcium  Ascorbate  (as  Na2B407.10H20)  0.1  mg.  Bottles  of  100,  1000. 

LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


Current  Comment 

The  Month  in  Washington — 

The  medical  profession,  the  U.S.  Public 
Health  Service  and  the  National  Foundation 
are  working  together  in  an  all-out  drive  to 
get  as  many  persons  as  possible  to  take 
Salk  vaccine  shots  before  the  summer  polio 
season  starts. 

The  Sabin  live  polio  vaccine  will  not  be 
available  in  quantity  this  year. 

The  Salk  vaccine  campaign  drive  is  di- 
rected particularly  at  children  and  younger 
adults  in  the  lower  economic  groups. 

Dr.  Julian  P.  Price,  Florence,  S.  C.,  chair- 
man of  the  American  Medical  Association’s 
Board  of  Trustees,  pointed  out  that  many 
children  and  younger  adults  in  the  lower  in- 
come groups  have  not  been  inoculated 
against  polio. 

“As  long  as  ‘islands  of  unvaccinated  per- 
sons’ exist  even  within  well-vaccinated  com- 
munities, polio  epidemics  remain  a serious 
threat,’’  Dr.  Price  said. 

Dr.  Luther  L.  Terry,  Surgeon  General  of 
the  Public  Health  Seiwice,  emphasized  the 


need  for  immunizing  infants.  He  also  said 
that  the  P.H.S.  will  encourage  behavioral 
studies  to  determine  reasons  why  some  peo- 
ple refuse  to  take  polio  shots.  It  is  hoped 
that  then  methods  may  be  devised  to  over- 
come such  refusal. 

Dr.  Terry  called  particular  attention  to 
the  findings  of  the  P.H.S.’s  Advisory  Com- 
mittee on  Poliomyelitis  Control  that  the 
recommended  dosage  schedules  may  be  modi- 
fied to  permit  the  administration  of  three 
shots  of  Salk  vaccine  before  summer  to  per- 
sons who  have  not  had  any  vaccine  before. 

Dr.  Price  stressed  that  success  of  the 
“babies  and  breadwinners’’  polio  vaccine 
campaign  depends  on  joint  activity  at  the 
local  level  by  medical  societies,  boards  of 
health  and  voluntaiy  health  agencies.  He 
expressed  confidence  that  the  more  than 
2,000  state  and  country  medical  societies 
throughout  the  country  would  cooperate 
wholeheartedly. 

“Contrary  to  recent  reports  (in  Scripps- 
Howard  Newspapers),’’  Dr.  Price  said,  “the 
A.M.A.  is  strongly  behind  every  effort  to  en- 

( Continued  on  page  10- A) 
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DORNWAL®  HAS  BEEN  CALLED 
“THE  GENERAL  TRANQUILIZER 
FOR  GENERAL  PRACTICE.” 


Suppose  the  physician  visiting  this  patient  finds 
that  he  has  to  be  hospitalized.  Certainly  he  wants 
an  alert  but  not  excited  fellow  who  can  respond 
to  the  history  and  physical  on  admission.  De- 
pending on  the  condition,  of  course,  the  thing  to 
do  is  to  give  the  patient  one  or  two  tablets  of 
Dornwal  before  he  ever  leaves  his  home. 

Dornwal  will  calm  the  patient  but  won’t  make 
him  drowsy  or  give  him  feelings  of  depersonali- 
zation. And  what's  more,  while  Dornwal  most 
assuredly  tranquilizes,  it  won't  interfere  with  most 
other  medications  that  your  subsequent  examin- 
ation or  laboratory  studies  may  indicate. 

Since  every  man  in  general  practice  encounters 
such  situations  almost  daily,  it  makes  good  sense 
to  keep  some  tablets  in  one's  bag,  doesn’t  it? 
We  will  be  glad  to  send  you  a supply. 

Dosage:  One  or  two  200  mg.  tablets  three  times 
a day.  Children,  age  6 to  16,  one  or  two  100  mg. 
tablets  two  times  a day.  Administration  limited 
to  three  months'  duration. 

Supplied:  200  mg.  yellow  scored  tablets,  and  100 
mg.  pink  tablets,  each  in  bottles  of  100  and  500. 
P.S.  For  the  “Genericist”,  Dornwal  is  amphenidone 

No  absolute  contraindications  to  the  use  of  Dornwal  are  known.  There 
have  been  no  reports  or  evidence  of  habituation,  addiction  or  drug  toler. 
ance  in  animal  or  clinical  studies.  Dornwal  is  relatively  free  from  untoward 
effects  when  administered  at  recommended  dosages. 

Maltbie  Laboratories  Division, 

Wallace  & Tiernan  Inc.,  Belleville  9,  N.  J. 
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The  Month  in  Washington — 

(Continued  from  page  9-A) 
courage  the  public  to  take  advantage  of  the 
Salk  vaccine  without  delay.” 

The  Advisory  Committee  urged  that  “im- 
mediate steps  ...  be  taken  by  all  interested 
groups  to  intensify  drives  for  vaccination 
with  the  formalin-inactivated  (Salk)  vac- 
cine.” The  Committee  also  endorsed  the 
plan  to  direct  the  campaign  particularly  at 
the  lower  socioeconomic  and  younger  age 
groups. 

The  Committee  recommended  that  t he 
first  available  supplies  of  the  Sabin  live, 
oral  vaccine  be  utilized  in  the  following  pri- 
ority order: 

1.  Epidemic  control,  investigations  and 
community  studies. 

2.  Immunization  of  infants  and  pre- 
school children. 

3.  Selected  area  immunization  of  those 
segments  of  the  population  that  are 
least  well  immunized. 

Congress  now  has  before  it  legislation  to 
carry  out  all  of  President  Kennedy’s  broad 
health  program,  but  it  is  doubtful  that  the 
lavTnakers  will  act  upon  some  of  it  this 
year. 

Kennedy  health  legislation  sent  to  Con- 
gress recently  included  bills  on  medical  edu- 
cation and  federal  grants  for  nursing  homes 
and  other  community  facilities. 

The  Chief  Executive  also  recommended  an 
expanded  program  to  combat  water  pollu- 
tion. He  requested  Congress  to  authorize 
federal  grants  of  $125  million  a year  for 
10  years  to  help  states  forming  interstate 
water  pollution  control  agencies.  He  also 
recommended  increased  federal  aid  to  com- 
munities building  sewage  treatment  plants. 

The  President  proposed  creation  of  a spe- 
cial unit  in  the  Public  Health  Service  to 
handle  both  air  and  water  pollution  mat- 
ters. 

In  accompanying  letters  to  the  presiding 
officers  of  the  House  and  the  Senate,  Ken- 
nedy said  he  regarded  his  medical  education 
proposals  as  the  keystone  of  the  overall 
health  program  because  “we  are  not  pres- 
ently training  enough  (physicians)  to  keep 
up  with  our  growing  population.” 

(Continued  on  page  22- A) 
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in  peritonitis 


Therapeutic 

confidence 


Panalba  is  effective  against 
more  than  30  commonly 
encountered  pathogens 
including  ubiquitous 
staphylococci.  Right  from 
the  start,  prescribing  it  gives 
you  a high  degree  of 
assurance  of  obtaining  the 
desired  anti-infective  action 


in  this  as  in  a wide  variety 
of  bacterial  diseases. 

Supplied:  Capsules,  each  containing 
Panmycin*  Phosphate  (tetracycline 
phosphate  complex),  equivalent  to 
250  mg.  tetracycline  hydrochloride,  and 
126  mg.  Albamycin,*  as  novobiocin 
sodium,  in  bottles  of  16  and  100. 

Adult  dosage:  2 capsules  four  times  a day. 
Side  effects:  Panmycin  Phosphate  has  a 
very  low  order  of  toxicity  comparable 
to  that  of  the  other  tetracyclines  and  is 
well  tolerated  clinically.  Side  reactions  to 
therapeutic  use  in  patients  are 
infrequent  and  consist  principally  of 
mild  nausea  and  abdominal  cramps. 
Albamycin  also  has  a relatively  low 
order  of  toxicity.  In  a certain  few 
patients,  a yellow  pigment  has  been 
found  in  the  plasma.  This  pigment, 
apparently  a metabolic  by-product  of 
the  drug,  is  not  necessarily  associated 
with  abnormal  liver  function  tests. 
Urticaria  and  maculopapular  dermatitis, 
a few  cases  of  leukopenia,  and 
agranulocytosis  have  been  reported  in 
patients  treated  with  Albamycin.  All 
of  these  side  effects  rapidly  disappeared 
upon  discontinuance  of  the  drug. 

Caution:  Since  the  use  of  any  antibiotic 
may  result  in  overgrowth  of 
nonsusceptible  organisms,  constant 
observation  of  the  patient  is  essential. 

If  new  infections  appear  during  therapy, 
appropriate  measures  should  be  taken. 
As  with  any  serious  infection,  therapy 
of  peritonitis  with  Panalba  or  other 
antibacterial  agents  is  adjunctive 
to  surgical  procedures  and  supportive 
therapy. 
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process 
of  the 
peritoneum 
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in  very  special  cases 
a very  superior  brandy... 
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The  Month  in  Washington — 

(Continued  from  page  10-A) 

The  other  bill  would  “make  possible  a 
substantial  addition  to  the  number  of  nurs- 
ing home  facilities  to  care  for  long-term  pa- 
tients, and  . . . help  relieve  the  shortages  of 
home  health  care  programs,”  Kennedy  said. 

The  medical  education  measure  would  au- 
thorize federal  grants  for  scholarships  for 
medical  and  dental  students.  Each  medical 
and  dental  school  would  be  eligible  for  a to- 
tal of  scholarship  grants  equal  to  $1500 
times  one-fourth  of  the  enrollment  after  the 
program  had  been  in  effect  for  four  years. 
The  maximum  individual  scholarship  would 
be  $2,000  a year.  Participating  schools  also 
would  be  eligible  for  federal  grants  of  $1,000 
per  scholarship  to  help  pay  a school’s  oper- 
ating expenses. 

The  community  health  facilities  bill  would 
increase  the  annual  authorization  for  federal 
grants  for  construction  of  nonprofit  nurs- 
ing homes  from  $10  million  to  $20  million 
and  raise  the  minimum  state  allotment  from 
$50,000  to  $100,000  per  year.  It  also  would 
broaden  the  P.H.S.  Surgeon  General’s  au- 
thority to  conduct  research,  experiments  and 
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demonstrations  on  development  and  utiliza- 
tion of  hospital  services,  facilities  and  re- 
sources to  include  other  medical  facilities. 

Federal  grants  also  would  be  authorized 
to  help  finance  studies,  experiments  and 
demonstrations  by  states  and  other  nonfed- 
eral  agencies  for  development  of  new  or  im- 
proved methods  of  providing  health  seiwices 
outside  hospitals,  particularly  for  chronical- 
ly ill  or  aged  persons. 

The  A.M.A.  found  “much  to  applaud”  in 
Kennedy’s  overall  health  program,  but  stood 
fast  in  opposing  the  proposal  to  provide  eld- 
erly persons  with  health  care  through  the 
social  security  system.  Dr.  F.  J.  L.  Blas- 
ingame,  executive  vice  president  of  the 
A.IM.A.,  said : 

“We  support  the  broad  principles  and  the 
general  goals  of  the  President’s  program, 
but  we  cannot  support  his  proposal  for  hos- 
pitalization and  nursing  home  care  for  per- 
sons over  65  under  social  security. 

“In  fact,  after  studying  this  section  of  the 
President’s  plan,  the  A.M.A.  more  strongly 
than  ever  reaffirms  its  support  of  the  KexT- 
Mills  law.” 
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You  see  an  improve- 
ment within  a few  days 

Thanks  to  your  prompt 
treatment  and  the 
smooth  action  of  Deprol, 
her  depression  is 
relieved  and  her  anxiety 
and  tension  calmed  — 
often  in  a few  days.  She 
eats  well,  sleeps  well 
and  soon  returns  to  her 
normal  activities. 


Lifts  depression. ..as  it  calms  anxiety! 


Smooth,  balanced  action  lifts  depression  as 
it  calms  anxiety. . . rapidly  and  safely 


Balances  the  mood  — no  “seesaw”  effect 
of  amphetamine -barbiturates  and  ener- 
gizers. While  amphetamines  and  energizers  may 
stimulate  the  patient  — t/iey  often  aggravate 
anxiety  and  tension. 

And  although  amphetamine-barbiturate  combina- 
tions may  counteract  excessive  stimulation  — they 
often  deepen  depression. 

In  contrast  to  such  “seesaw”  effects,  Deprol’s 
smooth,  balanced  action  lifts  depression  as  it  calms 
anxiety  — both  at  the  same  time. 


Dosage:  Usual  starting  dose  is  1 tablet 
q.i.d.  When  necessary,  this  dose  may  be  grad- 
ually increased  up  to  3 tablets  q.i.d. 

Composition:  1 mg.  2-diethylaniinoethyl  benzi- 
late  hydrochloride  (benactyzine  HCl)  and  400  mg. 
meprobamate.  Supplied:  Bottles  of  50  light-pink, 
scored  tablets.  Write  for  literature  and  samples. 


Acts  swiftly— the  patient  often  feels 
better,  sleeps  better,  within  a few  days. 

Unlike  the  delayed  action  of  most  other  antide- 
pressant drugs,  which  may  take  two  to  six  weeks 
to  bring  results,  Deprol  relieves  the  patient  quickly 
—often  within  a few  days.  Thus,  the  expense  to  the 
patient  of  long-term  drug  therapy  can  be  avoided. 

Acts  safely  — no  danger  of  liver  damage. 

Deprol  does  not  produce  liver  damage,  hypoten- 
sion, psychotic  reactions  or  changes  in  sexual 
function— frequently  reported  with  other  anti- 
depressant drugs. 

Deprol*' 

W WALLACE  LABORATORIES/ Cranftury,  N.  J. 
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TECHNICAL  EXHIBITORS 
FOR  THE  1961  ANNUAL  SESSION 

ABBOTT  LABORATORIES,  North  Chicago,  Illi- 
nois — Booth  No.  1.  Abbott  Laboratories  invites 
you  to  visit  our  exhibit.  Our  representatives  will 
be  happy  to  answer  any  questions  you  maj'  have 
concerning  our  leading  products  and  new  develop- 
ments. 

BLUE  CROSS -BLUE  SHIELD,  518  Kilpatrick 
Building,  Omaha,  Nebraska  — Booth  No.  7.  Blue 
Cross-Blue  Shield,  518  Kilpatrick  Building,  Omaha, 
Nebraska,  Booth  No.  7,  will  portray  the  Nebraska 
Prepayment  Health  Team.  Nebraska  Physicians, 
Nebraska  Hospitals  and  Nebraska  Blue  Cross-Blue 
Shield. 


CIBA  PHARMACEUTICAL  PRODUCTS,  INC., 
556  Moi’ris  Avenue,  Summit,  New  Jersey  — Booth 
No.  12.  “Forhistal  (R)  is  a new,  low-dosage  anti- 
allergic and  antipimritic  agent.  Clinically,  FOR- 
HISTAL has  proved  highly  effective  in  a wide  range 
of  allergic  and  pruritic  disorders.  It  is  well  toler- 
ated by  patients  of  all  ages.  FORHISTAL  is  avail- 
able in  4 fonns  of  issue:  Lontabs  (R),  Tablets, 
Syrup  and  Pediatric  Drops.” 


THE  COCA-COLA  COMPANY,  P.O.  Drawer  1784, 
Atlanta,  Georgia  — Booth  No.  14.  “Ice-cold  Coca- 
Cola  serv'ed  through  the  courtesy  and  cooperation 
of  the  Omaha  Coca-Cola  Bottling  Company  and  the 
Coca-Cola  Company.” 

DOHO  CHEMICAL  CORPORATION,  100  Varick 
Street,  New  York,  New  York  — Booth  No.  16. 
Doho  Chemical  Coi^poration  is  pleased  to  exhibit: 
AUR.A.LGAN — Ear  medication  for  relief  of  pain  in 
Otitis  Media;  also  removal  of  Cerumen — RHINAL- 
GAN — Nasal  decongestant  free  from  systemic  of 
circulatory'  effect.  Safe  for  infants  — aged  — 
OTOSMOSAN  - Non  - Toxic  fungicide  - bactericide 
(gram  negative-gram  positive)  for  suppurative  and 
aural  dermatomy'cotic  ears — LARYLGAN — Soothing 
throat  spray  and  gargle  for  infectious  and  non- 
infectious  sore  throat  involvements  — BIOTOS- 
MOSAN  HC  — The  Solution  to  the  “Problem  Ear.” 
Antimicrobial,  Anti-inflammatory',  De-inflammatory, 
Anti-allergic,  Antipi-uritic. 

DORSEY  LABORATORIES,  233  So.  10th  Street, 
Lincoln,  Nebraska  — Booth  No.  13.  Dorsey  wel- 
comes you:  We  will  demonstrate  something  new 

in  the  anti-allergy  field  and  a new  product  highly 
effective  in  control  of  one  of  America’s  gi’eatest 
health  problems. 

GENERAL  ELECTRIC  COMPANY,  2211  Grand 
Avenue,  Des  Moines,  Iowa  — Booth  No.  24.  You 
are  cordially  inrited  to  visit  our  booth. 

ELI  LILLY  AND  COMPANY,  Indianapolis,  Indi- 
ana — Booth  No.  40.  You  are  cordially'  invited  to 
visit  the  Lilly  exhibit  located  in  space  No.  40.  The 
Lilly  sales  people  in  attendance  welcome  your  ques- 


tions about  Lilly  products  and  recent  therapeutic 
developments. 


MARION  LABORATORIES,  INC.,  4500  East  75th 
Terrace,  Kansas  City,  Missouri  — Booth  No.  33. 
CAPRE  PRENATAL-— “A  trial  in  practice”  study 
conducted  over  a nine-month  period  demonstrated 
Capre  to  be  overwhelmingly  well  received  by  pa- 
tients and  phy'sicians.  Hemoglobin  responses  were 
excellent.  Supplemental  iron  needs  negligible.  Side 
effects  minimal.  Care  was  given  to  the  develop- 
ment of  a therapeutically'  effective  formula  in  a 
one-tablet-daily'  dosage  level.  Copies  of  study  are 
available  for  y'our  reference. 

MEAD  JOHNSON  AND  COMPANY,  Evansville, 
Indiana  — Booth  No.  8.  The  Mead  Johnson  Lab- 
oratoi'ies’  exhibit  has  been  aiTanged  to  give  y'ou  the 
optimum  in  quick  sei'\’ice  and  product  information. 
To  make  your  visit  productive,  specially'  trained 
representatives  will  be  on  duty'  to  tell  you  about 
their  products. 


MUTUAL  BENEFIT  LIFE  INSURANCE  COM- 
PANY, 520  Broad  Street,  Newark,  New  Jersey'  — 
Booth  No.  27.  The  Mutual  Benefit  Life  Insurance 
Company  of  Newark,  N.J.  “Financial  Planning  for 
the  Phy’sician.”  Trained  representatives  associated 
with  General  Agent  Charles  L.  Doane,  C.L.U.,  of 
the  Omaha  office  give  information  at  the  booth  on 
estate  planning,  N.S.L.I.  disability  protection  and 
other  aspects  of  life  insurance.  Visitors  can  secure 
Tax  Calculator  Slide  Rule  at  booth  without  obliga- 
tion, can  register  for  “Estate  Planning  for  Physi- 
cians” and  other  booklets.  Mutual  Benefit  Life  in 
business  since  1845. 

THE  PAUL  REVERE  LIFE  INSURANCE  COM- 
PANY, 120  North  69th  Street,  Omaha,  Nebraska  — 
Booth  No.  34.  The  Paul  Revere  Life  Insurance  Com- 
pany' will  again  be  with  y'ou  to  display'  brochur'es 
and  other  literature  descr-ibing  the  Company’s  Non- 
Cancellable  and  Guaranteed  Continuable  accident 
and  sickness  contracts.  The  Paul  Revere  is  a na- 
tional organization  specializing  in  the  under'writing 
of  Non-Cancellable  disability  income  protection  and 
Life  Insurance  for  a select  clientele.  A trained 
representative  will  be  in  attendance  to  answer  y'our 
inquiries  and  to  renew  acquaintances  with  the  many 
of  y'ou  who  already  have  our  coverage. 

PFIZER  LABORATORIES,  630  Flushing  Avenue, 
Brooklyn,  New  York  — Booth  No.  21.  Professional 
Service  Repi'esentatives  from  Pfizer  Laboratories 
will  be  pleased  to  have  you  in  attendance  at  their 
booth  to  discuss  the  latest  products  of  Pfizer  re- 
search. 

PHYSICIANS  AND  HOSPITALS  SUPPLY  COM- 
PANY, 1400  Harmon  Place,  Minneapolis,  Minnesota 
— Booth  No.  10.  This  year  we  are  featuring  a large 
selection  of  surgical  instiniments,  a hydraulic  ex- 
amining table  and  the  new  Achilles  Reflex  instru- 
ment. Won’t  y'ou  please  drop  by  and  visit  our  rep- 
resentatives. 

(Continued  on  page  40) 
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^rnutrltion... present  as  a modifying  or  complicat- 
ing factor  in  nearly  every  illness  or  disease  state^5‘ 

1.  Youmans,  J.  B.;  Am.  J.  Med.  25:659  (Nov.)  1958 


cardiac  diseases  “Who  can  say,  for  example,  whether  the  patient  chronically 
ill  with  myocardial  failure  may  not  have  a poorer  myocardium  because  of  a moderate 
deficiency  in  the  vitamin  B-complex?  Something  is  known  of  the  relationship  of  vitamin 
C to  the  intercellular  ground  substance  and  repair  of  tissues.  One  may  speculate  upon 
the  effects  of  a deficiency  of  this  vitamin,  short  of  scurvy,  upon  the  tissues  in  chronic 

disease.  ^ 2.  Kampmeier.P.H.:  Am.  J.  Med.  25:662  (Nov.)  1958. 

arthritis'  ‘It  is  our  practice  to  prescribe  a multiple  vitamin  preparation  to  patients 
with  rheumatoid  arthritis  simply  to  insure  nutritional  adequacy  . . 


3.  Fernandez-Herlihy.  L;  Lahey  Clinic  BulM1:12  (July-Sept)  1958. 


digestive  diseases  Symptoms  attributable  to  B-vitamin  deficiency  are  com- 
monly observed  in  patients  on  peptic  ulcer  diets. ^ Daily  administration  of  therapeutic 
vitamins  to  patients  with  hepatitis  and  cirrhosis  is  recommended  by  the  National 

"D  pcpQTrl'l  ril  ^ Sebrell.  W.  H.:  Am.  J.  Med.  25:673  (Nov.)  1958.  5.  Pollack.  H..  and  Halpern,  S.  L.;  Therapeutic  Nutrition, 

National  Academy  of  Sciences  and  National  Research  Council,  Washington,  D.  C.,  1952,  p.  57, 

degenerative  diseases  “Studies  by  Wexberg,  Jolliffe  and  others  have  indi- 
cated that  many  of  the  symptoms  attributed  in  the  past  to  senility  or  to  cerebral  arterio- 
sclerosis seem  to  respond  with  remarkable  speed  to  the  administration  of  vitamins, 
particularly  niacin  and  ascorbic  acid.  These  facts  indicate  that  the  vitamin  reserve  of 
aging  persons  is  lowered,  even  to  the  danger  point,  more  than  is  the  case  in  the  a\  erage 

American  adult.”*  6.  Overholser,  W..  and  Fong,  T.C.C.  in  Stieglitz,  E.  J.:  Geriatric  Medicine,  3rd  edition,  J.  B.  Lippincott,  Philadelphia,  1954,  p.  264. 

infectious  diseases  Infections  cause  a lowering  of  ascorbic  acid  levels  in  the 
plasma;  and  the  absorption  of  this  vitamin  is  reduced  in  diarrheal  states.’  7.  Goldsmith,  g a.: 

Conference  on  Vitamin  C.  The  New  York  Academy  of  Sciences,  New  York  City,  Oct.  7 and  8, 1960.  Reported  in;  Medical  Science  8:772  (Dec.10)  1960. 

diabetes  Diabetics,  like  all  patients  on  restricted  diets,  require  an  extra  source 
of  vitamins.®  “Rigidly  limiting  the  bread  intake  of  the  diabetic  patient  automatically 
eliminates  a large  amount  of  thiamin  from  the  diet.  . . .There  is  some  evidence  of 
interference  with  normal  riboflavin  utilization  during  catabolic  episodes.”® 

8.  Duncan  G.  G.:  Diseases  of  Metabolism  4th  edition  W.  B.  Saunders,  Philadelphia,  1959,  p.  812.  9.  Pollack,  H.:  Am.  J.  Med.  25:708  (Nov.)  1958. 
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V^__>(oca-Cola,  too,  has  its  place 
in  a well  balanced  diet.  As  a 
pure,  wholesome  drink,  it 
provides  a bit  of  quick  energy., 
brings  you  back  refreshed  after 
work  or  play.  It  contributes  to 
good  health  by  providing  a 
pleasurable  moment’s  pause 
from  the  pace  of  a busy  day. 


Current  Comment 

Doctors  and  Politics — 

Want  better  government?  This  is  the  lead 
sentence  in  an  editorial  in  the  Pennsylvania 
Medical  Journal  which  describes  what  some 
Pennsylvania  physicians  are  doing  to  pro- 
mote better  government. 

Believing  that  better  government  can  re- 
sult only  from  the  election  of  competent  per- 
sons to  every  public  office,  greater  interest 
is  developing  practical  politics. 

As  a means  to  this  end,  a new  “Pennsyl- 
vania Medical  Committee  for  Better  Govern- 
ment” is  being  organized  outside  the  frame- 
work of  organized  medicine.  It  is  the  re- 
sult of  a group  of  politically-minded  physi- 
cians who  met  in  Philadelphia  several 
months  ago  and  organized  a voluntai’y,  non- 
profit, unincorporated  committee.  It  is  de- 
scribed as  politically  bipartisan  and  will 
function  outside  the  legal  framework  of 
medical  societies  and  medical  specialty 
groups  which  lack  the  legal  ability  to  engage 

in  the  political  and  legislative  activities 
needed  to  achieve  the  desired  success. 

The  committee  intends  to  stimulate  and 


encourage  physicians  to  take  a more  active 
part  in  civic  and  political  affairs.  An  at- 
tempt will  be  made  to  inform  members  of  the 
profession  on  current  political  issues  and 
candidates,  and  to  support  the  candidates 
who  have  demonstrated  a friendship  toward 
medicine. 

Conference  for  County  Society  Officials — 

The  first  session  held  by  the  Texas  Medi- 
cal Association  on  county  medical  society  ad- 
ministration was  judged  a success.  The 
meeting  was  held  to  present  the  basic  duties 
of  the  president  and  of  the  secretary-treas- 
urer of  county  medical  societies  and  attract- 
ed 347  persons. 

The  program  described  in  the  Texas  State 
Journal  of  Medicine  included  a description 
of  the  president’s  job,  and  the  duties  of  the 
secretary-treasurer.  This  is  followed  by  a 
panel  discussion  on  county  society  admin- 
istration which  prompted  more  questions 
than  could  be  answered  in  the  time  available. 

Dr.  F.  J.  L.  Blasingame,  Executive  Vice 
President  of  the  American  Medical  Associa- 
tion, described  the  anticipated  activities  of 
(Continued  on  pag-e  38- A) 
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• More  satisfactory  than  “the  usual  analgesic  compounds”  for  relieving  pain  and  anxietyd 

• More  effective  than  a standard  A.P.C.  preparation  for  relief  of  moderate  to  severe  pain.- 


Each  Phenaphen  capsule  contains: 

Acetylsalicylic  acid  ( 2 gr. ) 162  mg. 

Phenacetin  (3  gr.)  194  mg. 

Phenobarbital  (i/4  gr.) 16.2  mg. 

Hyoscyamine  sulfate  0.031  mg. 


1.  Meyers.  G.  B.:  Ind.  Med.  & Surg.  26:3,  1957.  2.  Murray, 
R.  J.:  N.  Y.  St.  J.  Med.  53:1867,  1953. 


Also  available: 

PHENAPHEN  with  CODEINE  PHOSPHATE 

'A  GR.  (16.2  mg.)  Phenaphen  No.  2 

PHENAPHEN  with  CODEINE  PHOSPHATE 

'/2  GR.  (32.4  mg.)  Phenaphen  No.  3 
PHENAPHEN  with  CODEINE  PHOSPHATE 

1 GR.  (64.8  mg.)  Phenaphen  No.  4 
Bottles  of  100  and  500  capsules. 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 
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Conference  for  County  Society  Officials — 
(Continued  from  page  30- A) 

the  A.M.A.  He  told  Texas  physicians  that 
approximately  2,000,000  people  make  up  the 
health  team  in  the  United  States  today,  in- 
cluding 9 persons  working  along  with  each 
physician. 

The  president  of  the  Texas  Medical  Asso- 
ciation, while  admitting  the  possibility  of  a 
shortage  of  technically  trained  people, 
stressed  that  the  shortage  of  people  trained 
to  think  and  to  think  clearly  is  a more  crit- 
ical one.  The  importance  of  the  art  of  medi- 
cine was  stressed,  noting  that  too  many 
physicians  fail  to  realize  the  importance  of 
the  art  of  medicine  until  many  years  of  their 
all  too  short  medical  life  is  gone.  Since  to- 
day’s patient  is  grown  up,  reads  articles  on 
medical  subjects  and  is  constantly  bombard- 
ed by  scientific  reports  in  the  press,  a think- 
ing physician  will  not  ridicule  what  the  pa- 
tient, even  if  mistaken,  may  say. 

The  president  of  the  American  Hospital 
Association  noted  problems  facing  the  volun- 
tary hospital  system  and  remarked  that  it 
is  a characteristic  of  a dynamic  society  that 
the  solution  of  one  problem  creates  others. 


United  States  Congressman  Joe  M.  Kil- 
gore, a representative  from  Texas,  requested 
doctors’  thinking,  advice,  and  counsel  on  all 
m.atters  and  not  just  on  medical  ones.  He 
pointed  to  certain  difficulties  in  the  relation- 
ship between  doctors  and  legislators,  charg- 
ing that  doctors  demand  instead  of  request 
and  sometimes  insult  instead  of  consult, 
thereby  producing  an  adverse  reaction.  He 
urged  that  more  time  be  devoted  to  prepar- 
ing the  physician’s  approach  to  legislators. 
A congressman  finds  that  after  he  had  voted 
for  the  legislation  supported  by  the  A.M.A., 
he  was  attacked  by  some  physicians  who 
charged  him  with  capitulating. 

A symposium  was  held  on  medical  care 
programs  for  the  needy  aged.  The  major 
change  provided  by  Congress  in  public  law 
86-778  (Kerr-Mills  bill)  was  described. 

Organized  Medicine  Is  Not  a Union — 

Noting  that  misconceptions  may  have 
nothing  whatsoever  to  do  with  obstetrics,  an 
editorial  in  the  Pennsylvania  Medical  Jour- 
nal treats  of  erroneous  ideas  concerning  the 
medical  profession  and  especially  what  is 
referred  to  as  organized  medicine. 

(Continued  on  page  41-A) 
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Since  7925 

Nebraska's 

Leading 

Physicians  and 
Surgical 
Supply  House 

Phone  HE  5-2105 


DIVLEY  MEDICAL 

SL'PPLY  CDMPAW 


2415  "O"  St.,  Lincoln  1,  Nebroska 
AUTHOIIZED  CONTRACT  AGENT 


F*i-otection  against  loss  of  income  from  accident 
and  sickness  as  well  as  hospital  expense  bene- 
fits for  you  and  all  your  eligible  dependents. 


PHYSICIANS  CASUALTY  AND 
HEALTH  ASSOCIATIONS 
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Handsome,  Professional  Appointment  Book 
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J.  DROLICK,  Mgr. 
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in  OMAHA.  NEBRASKA 
stay  at  Hotel 

Paxton 

14th  and  Famam 

In  the  heart  of  downtown  Omaha,  Hotel 
Paxton  typifies  the  spirit  of  this  pro- 
gressive city  . . . continually  improving 
service  for  discriminating  guests,  accen- 
tuating charm,  individuality  and  livabil- 
ity in  all  guest  rooms,  extending  tradi- 
tionally famous  courtesy  to  travelers 
since  1882,  Hotel  Paxton  at  14th  and 
Farnam  is  your  choice  for  good  living. 

Visit  the  . . . 

• PAX  ROOM 
• TAVERN  GRILL 
• COFFEE  SHOP 
• MURAL  LOUNGE 
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TECHNICAL  EXHIBITORS 
(Continued  from  page  22) 

PICKER  X-RAY  CORPORATION  OF  NEBRAS- 
KA, 3810  Farnam,  Omaha,  Nebraska  — Booth  No. 
2.  Picker  X-Ray  is  proud  to  exhibit  the  newest 
line  of  Radiation  Protection  Accessories.  May  we 
help  you  with  your  X-ray  problems  ? 


PROFESSIONAL  CREDIT  PROTECTIVE  BU- 
REAU, 621  Terminal  Building,  Lincoln,  Nebraska — 
Booth  No.  4.  “A  tried  and  tested  method  for  col- 
lecting old  and  delinquent  accounts  for  professional 
people  whose  accounts  need  outside  assistance  to 
expedite  prompt  and  effective  recovery.” 


A.  H.  ROBINS  COMPANY,  INC.,  1407  Cumings 
Drive,  Richmond,  Virginia  — Booth  No.  3.  Ask  the 
Robins  representative  about  DIMETANE,  the  anti- 
histamine with  unsurpassed  potency  and  placebo- 
like side  effects,  and  ENTOZYME  and  DON- 
NAXYME,  the  digestants  proved  especially  suitable 
for  your  gallbladder  or  “neiwous  indigestion”  pa- 
tients, respectively.  They  will  also  be  happy  to 
discuss  time  - tested  DONNATAL  (antispasmodic- 
sedative)  and  ALLBEE  WITH  C (high  potency  B 
and  C vitamins)  or  other  Robins  products. 


ROCHE  LABORATORIES,  Nutley,  New  Jersey  — 
Booth  No.  20.  Librium  — a therapeutic  agent  for 
superior,  safer,  faster  control  of  ner\musness,  anx- 
iety, tension  and  other  common  emotional  disturb- 
ances without  the  dulling  effect  or  depressant  action 
of  the  tranquilizers.  Tigan  — a specific  anti- 
emetic agent  effective  both  prophylactically  and 
therapeutically  against  most  clinically  significant 
types  of  nausea  and  vomiting. 


ROSS  LABORATORIES,  625  Cleveland  Avenue, 
Columbus,  Ohio  — Booth  No.  26.  Ross  Labora- 
tories, who  also  manufactures.  Similar,  features 
SIMILAC  WITH  IRON,  a new  prepared  infant  for- 
mula supplying  12mg  of  ferrous  iron  per  quart  of 
formula.  SIMILAC  WITH  IRON  is  designed  for 
use  at  the  time  exogenous  iron  is  indicated  in  in- 
fancy to  support  the  usual  diet  and  to  provide  pro- 
phylaxis against  iron  deficiency  during  the  period 
of  greatest  incidence,  from  6 to  18  months  of  life. 
Some  special  indications  for  use  are  following 
placental  or  traumatic  blood  loss,  for  prematures 
and  twins,  for  the  pallid,  irritable,  anoi’ectic  infant 
with  an  unsatisfactory  blood  picture  and  following 
prolonged  infection  or  dian’hea. 


G.  D.  SEARLE  AND  COMPANY,  P.O.  Box  6110, 
Chicago,  Illinois  — Booth  No.  31.  You  are  cordial- 
ly invited  to  visit  the  Searle  booth  where  our  rep- 
resentatives will  be  happy  to  answer  any  questions 
regarding  Searle  Products  of  Research.  Featured 
will  be  our  new’  products,  Aldactazide,  Lomotil,  and 
Enovid. 


E.  R.  SQUIBB  AND  SONS,  745  5th  Avenue, 
New  York,  New  York  — Booth  No.  19.  E.  R.  Squibb 


& Sons  has  long  been  a leader  in  development  of 
new  therapeutic  agents  for  prevention  and  treat- 
ment of  disease.  The  results  of  our  diligent  re- 
search are  available  to  the  Medical  Profession  in 
new  products  or  improvements  in  products  already 
marketed.  At  booth  No.  19  we  are  pleased  to 
present  up-to-date  information  on  these  advances  for 
your  consideration. 


THE  STUART  COMPANY,  3360  East  Foothill 
Blvd.,  Pasedena,  California  — Booth  No.  37.  A 
cordial  invitation  is  extended  to  all  members  and 
guests  attending  this  meeting  to  visit  the  Stuart 
Company  booth.  Specially  trained  representatives 
will  be  in  attendance  to  answ’er  your  questions  on 
new’  products  developed  in  our  new  and  modern  lab- 
oratories which  have  received  international  acclaim. 


THE  WARREN  TEED  PRODUCTS  COMPANY, 
582  West  Goodale  Street,  Columbus,  Ohio  — Booth 
No.  36.  The  Wan’an-Teed  Products  Company  is 
featuring  four  pharmaceutical  specialties  at  their 
exhibit.  Ilomel  P o w’ d e r — Antiulcerogenic  plus 
classic  antacid  management  of  peptic  ulceration. 
Iloclam  Tablets — Antiulcerogenic  plus  classic  anti- 
cholinergic management  of  peptic  ulceration.  Ilopan 
— An  injectable  d-pantothenyl  alcohol  for  the  treat- 
ment and  presentation  of  flatulent  gastrointestinal 
distention.  Mondance  — A Nutritional  deconstipant 
for  rehabilitation  and  relief  of  the  atonic  bowel. 
Warren-Teed  representatives  cordially  w’elcome  all 
registrants  to  visit  their  display. 


WINTHROP  LABORATORIES,  1450  Broadway, 
New’  York,  New’  York  — Booth  No.  15.  ALVO 
DINE. 


WOODMEN  ACCIDENT  AND  LIFE  COMPANY, 
1526  “K”  Street,  Lincoln,  Nebraska  — Booth  No. 
23.  Woodmen  Accident  and  Life  Company,  Lincoln, 
Nebraska.  Woodmen  underw’rites  the  N.S.M.A. 
Gi’oup  Life  Insurance  Program.  Since  1959,  $40,- 
500  has  been  paid  to  doctors  and  the  dependents  of 
deceased  doctors  in  claims  and  dividends.  Every 
eligible  doctor  in  the  State  of  Nebraska  should  en- 
roll in  this  plan.  Visit  the  Woodmen  booth  No.  23 
and  discuss  it  w’ith  their  representative. 


W.  B.  SAUNDERS  COMPANY,  West  Wash- 
ington Square,  Philadelphia  5,  Pennsylvania  — 
Booth  No.  6.  Mr.  Glenn  Dunn  w’ill  again  be  on 
hand  w’ith  the  complete  Saunders  line.  New’  books 
published  since  last  year’s  meeting  include:  Current 
Therapy  1961;  Nagan:  Medical  Almanac;  Edw’ards: 
An  Atlas  of  the  Heart  and  Great  Vessels;  Mills  & 
Moyer,  Connective  Tissue;  Pillsbui-y,  et  al.:  Cu- 
taneous Medicine;  and  Beckman:  Phai’macology. 


ULMER  PHARMACAL  COMPANY,  1400  Haraion 
Place,  Minneapolis,  Minnesota  — Booth  No.  11. 
Kindly  pick  up  your  copy  of  the  Ulmer  catalogue 
and  discuss  with  our  representatives  the  new  prod- 
ucts that  are  available,  also  inquire  about  our  Con- 
vention Specials. 
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Organized  Medicine  Is  Not  a Union — 

(Continued  from  page  38- A) 

Not  only  representatives  of  labor  but  also 
of  management  are  said  to  almost  uniform- 
ly express  the  belief  that  the  American  Med- 
ical Association,  the  state  and  county  med- 
ical societies  are  unions. 

The  writer  of  the  editorial  describes  his 
own  difficulty  in  convincing  intelligent  peo- 
ple that  medical  societies  are  not  unions  and, 
unlike  unions,  have  no  control  over  the  indi- 
vidual member  comparable  to  the  control 
that  can  be  and  frequently  is  exercised  by 
unions  over  their  members. 

It  was  difficult  to  secure  acceptance  of 
the  statement  that  except  as  restricted  by 
law,  the  individual  doctor  is  autonomous  and 
can  be  suspended  or  expelled  from  his  med- 
ical society  only  for  proved  moral  or  legal 
violations  or  serious  infractions  of  the  prin- 
ciples of  medical  ethics. 

This  knowledge  has  in  some  cases  been 
used  against  the  medical  profession.  Many 
labor  leaders  are  said  to  have  refused  to 
enter  into  agreements  with  medical  societies 
for  medical  care  of  the  union  members  be- 
cause the  societies  are  thought  to  wax  suf- 


ficient control  over  individual  doctors  to  be 
sure  of  the  medical  society’s  keeping  its  part 
of  the  bargain. 

A special  committee  of  the  Pennsylvania 
Medical  Society,  studying  the  matter  of  con- 
trol and  discipline  of  individual  doctors  foi' 
more  than  two  years,  has  found  no  guaran- 
tee of  the  compliance  of  a doctor  with  prop- 
erly established  policies  of  a county  or  state 
medical  society.  It  has  been  found,  howevei', 
by  his  committee  that  highly  effective  ways 
exist  to  secure  compliance  of  nearly  all 
physicians. 

The  use  of  pursuasion  and  the  fearless, 
impartial  application  of  the  long  existing 
disciplinary  and  grievance  procedures  are 
said  to  have  proved  as  effective  as  could  be 
hoped  for  through  any  legal  action  that 
might  be  made  available. 

Many  of  the  problems  of  the  medical  pro- 
fession are  said  to  result  from  the  action  of 
doctors  who  are  not  members  of  a county 
medical  society.  Although  organized  medi- 
cine has  no  actual  control  over  such  physi- 
cians, experience  would  indicate  that  the 
proper  approach  by  selected  members  may 
(Continued  on  page  48-A) 
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Organized  Medicine  Is  Not  a Union — 

(Continued  from  page  41-A) 
result  in  resolution  of  such  problems  and  an 
adjustment  of  a patient’s  complaint. 

Critics  of  organized  medicine  may  be  mis- 
informed and  not  knowing  the  true  facts, 
may  believe  what  they  say.  Others  are  well 
aware  of  the  true  state  of  affairs  but  may 
hope  to  further  their  ill  ulterior  motives  by 
loudly  proclaiming  the  American  Medical 
Association  as  a powerful  and  ruthless 
union,  exercising  its  power  in  opposition  to 
social  advances.  Such  individuals  should  not 
be  underestimated  because  they  are  really 
creating  problems  for  the  medical  profes- 
sion. 

The  problem  of  misconceptions  of  organ- 
ized medicine  cannot  be  completely  solved 
but  can  be  reduced  through  an  intensive 
educational  campaign. 


Hospitals,  Unions  3Iap  New  Strategy — 

Hospitals  and  unions  are  mapping  fresh 
strategy  for  new  organization  drives  in  the 
health  field,  a professional  journal  reports. 

The  Modern  Hospital,  in  a special  nation- 
wide study,  says  both  sides  appear  to  be 
playing  a nerving,  waiting  game  with  nei- 
ther revealing  — or  perhaps  sure  — of  its 
next  move. 

The  uneasy  truce  which  has  existed  for 
months,  however,  has  allowed  time  for 
bruises  to  heal  from  last  year’s  vigorous 
drives  in  which  there  were  few  clear-cut 
victories  for  either  side. 

Reports  from  across  the  country,  the  jour- 
nal for  hospital  administrators  says,  indi- 
cate that  with  few  exceptions  hospital  ad- 
ministrators and  officials  still  feel  that 
unionization  of  hospital  employees  is  not 
necessary,  wise  or  inevitable. 

The  journal  quotes  a typical  hospital  as- 
sociation oficial  as  saying  the  way  to  keep 
unions  out  is  to  improve  personnel  practices 
and  “remove  as  far  as  possible  the  conditions 
that  lead  to  unionization.” 

The  magazine’s  study  notes  that  unions 
claim  their  aggressive  efforts  have  forced 
hospitals  to  sweeten  employee  policies. 

“Whatever  the  incentive,  writes  Aaron 
Cohodes,  the  magazine’s  managing  editor, 
“hospitals  all  over  the  country  are  pulling 
up  their  salary  scales  and  wading  into  en- 
lightened personnel  programs,  that,  in  most 
cases,  are  turning  out  to  be  less  formidable 
than  anticipated. 
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Current  Comment 

Loyalty  in  the  House  of  Delegates — 

Delegates  from  a component  county  medi- 
cal society  to  the  Texas  Medical  Association 
are  officers  of  the  association  rather  than 
of  their  component  society,  according  to  an 
editorial  in  the  Texas  State  Jovrnal  of  Medi- 
cine. Although  the  delegate  may  be  in- 

structed by  his  society  to  support  and  vote 
for  a specific  resolution,  such  instructions 
may  lead  to  several  fine  points  of  decision. 

If  an  instructed  delegate  does  not  vote 
for  the  specific  subject  of  his  instructions, 
he  is  then  responsible  to  his  county  society. 
If  such  a delegate  is  chosen  bj'  the  speaker 
to  serve  on  the  reference  committee  consid- 
ering the  resolution  he  is  instructed  to  sup- 
port, he  should  consider  his  capacity  as 
sei'\ung  the  house  as  a whole  and  not  his  so- 
ciety in  the  narrow  sense. 

If  such  a delegate  should  feel  that  he 
is  bound  in  honor  to  follow  the  instructions 
of  his  society  regardless  of  the  evidence 
presented  to  the  reference  committee,  the 
same  sense  of  duty  should  forbid  him  to  ac- 
cept such  a reference  committee  appoint- 
ment. If  instructions  were  binding  upon 


members  of  a reference  committee,  a speak- 
er aware  of  these  instructions  could  influ- 
ence reference  committee  reports  by  the 
simple  expedient  of  appointing  instructed 
delegates. 

With  reference  to  the  speaker,  he  ideally 
has  no  opinion  on  the  merits  of  any  action 
to  be  considered  by  the  house.  His  func- 
tion is  to  impartially  facilitate  orderly  de- 
liberation and  he  owes  no  allegiance  to  any 
fraction  of  the  state  association. 

The  editorial  raises  a question  of  the  de- 
sirability of  amending  the  by-laws  to  spell 
out  that  a reference  committee  member  must 
accept  his  responsibility  to  the  association 
above  instructions  from  his  society.  This 
would  be  intended  to  clearly  indicate  that  a 
member  of  a reference  committee  renders 
his  decision  upon  the  basis  of  evidence  pre- 
sented irrespective  of  his  own  opinions  or 
instructions.  Theoretically,  a member  of  a 
reference  committee  could  support  a resolu- 
tion in  committee  on  the  preponderance  of 
evidence  and  still  vote  against  it  as  an 
individual  delegate  when  the  matter  is  con- 
sidered on  the  floor  after  he  has  received 
unequivocal  instructions  from  his  local  so- 
ciety. 


lO-A 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 


in  peritonitis 


Therapeutic 

confidence 

Panalba  is  effective  against 
more  than  30  commonly 
encountered  pathogens 
including  ubiquitous 
staphylococci.  Right  from 
the  start,  prescribing  it  gives 
you  a high  degree  of 
assurance  of  obtaining  the 
desired  anti-infective  action 
in  this  as  in  a wide  variety 
of  bacterial  diseases. 


Supplied:  Capsules,  each  containing 
Panmycin*  Phosphate  (tetracycline 
phosphate  complex),  equivalent  to 
250  me.  tetracycline  hydrochloride,  and 
126  mg.  Albamycin,*  as  novobiocin 
sodium,  in  bottles  of  16  and  100. 

Adult  dosage:  2 capsules  four  times  a day. 

Side  effects:  Panmycin  Phosphate  has  a 
very  low  order  of  toxicity  comparable 
to  that  of  the  other  tetracyclines  and  is 
well  tolerated  clinically.  Side  reactions  to 
therapeutic  use  in  patients  are 
infrequent  and  consist  principally  of 
mild  nausea  and  abdominal  cramps. 
Albamycin  also  has  a relatively  low 
order  of  toxicity.  In  a certain  few 
patients,  a yellow  pigment  has  been 
found  in  the  plasma.  This  pigment, 
apparently  a metabolic  by-product  of 
the  drug,  is  not  necessarily  associated 
with  abnormal  liver  function  tests. 
Urticaria  and  maculopapular  dermatitis, 
a few  cases  of  leukopenia,  and 
agranulocytosis  have  been  reported  in 
patients  treated  with  Albamycin.  All 
of  these  side  effects  rapidly  disappeared 
upon  discontinuance  of  the  drug. 

Caution:  Since  the  use  of  any  antibiotic 
may  result  in  overgrowth  of 
nonsusceptible  organisms,  constant 
observation  of  the  patient  is  essential. 

If  new  infections  appear  during  therapy, 
appropriate  measures  should  be  taken. 
As  with  any  serious  infection,  therapy 
of  peritonitis  with  Panalba  or  other 
antibacterial  agents  is  adjunctive 
to  surgical  procedures  and  supportive 
therapy. 


Inflammatory 
process 
of  the 
peritoneum 

•Trademark,  Reg.  U.  S.  Pat.  Off. 


The  Upjohn  Company  I 
Kalamazoo,  Michigan  | 


Upjohn 


75th  y ear  \ 


Panama 

n your  broad-spectrum 
/ antibiotic  of  first  resort 


Gilmour-Danielson 

DRUG  COMPANY 

142  South  13th  Street  800  South  13th  Street 
Phone  HE  2- 1 246  Phone  HE  2-885 1 

Medical  Village,  48th  and  "A"  St. 

Phone  IV  8-2305 

— FREE  DELIVERY  — 

PRESCRIPTIONS  - ETHICAL  SERVICE 

Establisbed  1927 


Current  Comment 

Not  Tax  and  Not  Insurance — 

Proponents  of  plans  to  finance  health  care 
of  the  aging  under  Social  Security  has  said 
that  Social  Security  is  not  a tax.  Thus, 
such  plans  would  remove  these  people  and 
their  medical  care  from  the  tax  load.  Such 
plans  would  put  all  beneficiaries  of  Social 
Security  under  a plan  to  provide  hospital 
and  medical  care  and  to  finance  the  pro- 
gram from  sources  that  are  neither  tax  nor 
insurance. 

An  editorial  in  the  Journal  of  the  Michi- 
gan State  Medical  Society  continues  by 
agreeing  that  Social  Security  has  become 
an  accepted  and  valuable  means  for  caring 
for  the  dependents,  widows  and  orphans  of 
those  who  have  carried  the  Social  Security 
program.  The  benefits  are  specified  and 
result  from  compulsory  deductions  from 
wages.  The  deduction  from  wages  applies 
to  the  first  S4800  eazmed  with  no  deductions 
for  anything.  It  applies  a flat  percentage 
to  each  and  every  one  of  the  dollars  making 
up  the  first  S4800.  It  is  definitely  a very 
unfair  tax  when  it  is  proposed  as  a means 
of  taking  care  of  the  health  of  all  the  re- 


tired and  aged  regardless  of  the  degi-ee  of 
their  financial  need. 

IMedical  and  health  care  of  the  aging  who 
are  also  needy  is  described  as  an  essential 
program  which  has  been  accepted  and  ad- 
ministered in  various  ways.  Those  who 
submit  to  the  deduction  from  the  first  S4800 
of  their  income  constitute  a gi'oup  which 
must  include  by  definition  all  of  the  low  in- 
come portion  of  our  population.  To  have 
this  low  income  group  assume  the  load  for 
all  of  the  needs  relating  to  medical  care  for 
the  needy  is  said  to  be  completely  unfair. 
This  concept  is  further  amplified  by  noting 
that  income  over  S4800  is  not  taxed  or  as- 
sessed or  withheld  for  Social  Security.  The 
higher  income  people  are  those  who  have 
traditionally  assumed  the  responsibility  by 
their  charity  or  by  their  taxes  for  the  cost 
of  medical  care  for  those  who  cannot  provide 
for  themselves.  These  individuals  escape 
the  share  which  has  traditionally  been  as- 
sessed against  them  under  the  proposed  So- 
cial Security  plans. 

The  Kerr-I\Iills  bill,  in  contrast,  provides 
for  those  who  are  elderly  and  who  need  med- 
ical care  from  funds  arising  from  general 
(Continued  on  page  30- A) 
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mutually  potentiating  nonstcroid  antirheumatics 

''superior  to  aspirin” ^ and  with  a ''higher  'therapeutic  index’ 


In  each  yellow  enteric-coated 
PaBALATE  tablet: 

Sodium  salicylate  (5  gr.) 

0.3  Gm. 

Sodium  para-aminobenzoatc 
(5  gr.)  0.3  Gm. 
Ascorbic  acid 50.0  mg. 


When  sodium  should  be  avoided — 

PABALATE- SODIUM  FREE 

When  conservative  steroid  therapy  is  indicated — 

PABALATE-HC 

Pabalate  with  Hydrocortisone 


1.  Barden,  F.W.,  et  al.:  J.  Maine  M.  A.  46:99,  1955. 
2.  Ford,  R.A.,  and  Blanchard,  K.:  Journal-Lancet  78:185,  1958. 


In  each  pink  enteric-coated 

Pabalate-Sodium  Free 

tablet: 

Same  formula  as  PABALATE. 
with  sodium  salts  replaced  by 
potassium  salts. 

In  each  light  blue  enteric-coated 
PabaLATE-HG  tablet: 

Same  formula  as  PaBALATE- 
SODIUM  Free,  plus  hydrocor- 
tisone (alcohol)  . . . 2.5  mg. 


A.  H.  ROBINS  COMPANY,  INC.,  RICHMOND  20,  VIRGINIA 


Making  today*s  medicints  with  j 

integrity . . . seeking  tomorrow*s  | 

with  persistence.  | 


p 

V^^oca-Cola,  too,  has  its  place 
in  a well  balanced  diet.  As  a 
pure,  wholesome  drink,  it 
provides  a bit  of  quick  energy., 
brings  you  back  refreshed  after 
work  or  play.  It  contributes  to 
good  health  by  providing  a 
pleasurable  moment’s  pause 
from  the  pace  of  a busy  day. 


Not  Tax  and  Not  Insurance — 

(Continued  from  page  18- A) 

taxes,  much  of  these  taxes  coming  from  the 
higher  income  portion  of  our  population. 
Social  Security  was  never  intended  to  take 
on  this  extra  load  and  if  it  should  be  forced 
to  do  so,  it  is  to  be  anticipated  that  the 
rates  must  be  multiplied  many  times  with 
the  full  force  of  the  increase  falling  on  that 
part  of  the  population  least  able  to  pay  such 
a tax. 

Gout  Now  a Well-Controlled  Disease — 

Developments  in  the  treatment  of  gout 
during  the  past  decade  have  made  this  se- 
verely painful  and  crippling  form  of  ar- 
thritis one  of  the  most  successfully  con- 
trolled, even  though  no  cause  or  cure  has 
yet  been  found,  according  to  an  article  in 
the  Arthritis  & Rheumatism  Foundation’s 
Bulletin  on  Rheumatic  Diseases. 

Of  the  11,000,000  arthritis  victims  in  the 
nation,  an  estimated  half-million  have  gout, 
reports  the  Foundation.  By  far  the  greatest 
number  are  men. 

Writing  in  the  Foundation’s  monthly 
Bulletin,  which  goes  to  50,000  doctors,  Dr. 


J.  Edwin  Seegmiller  of  the  National  Insti- 
tute of  Arthritis  and  Metabolic  Diseases  ex- 
plains that  one  set  of  drugs  can  now  prevent 
or  end  acute  atacks  and  another  group  can 
remove  uric  acid  salts  from  the  body  before 
or  after  they  are  deposited  in  joints.  It  is 
the  buildup  of  these  deposits  (tophi)  in  and 
around  joints  which  marks  the  chronic 
stage  of  the  disease  and  causes  crippling. 

Depending  on  the  severity  of  a victim’s 
gout  and  how  he  responds,  several  drugs  are 
available  to  lower  his  uric  acid  level  below 
the  point  where  tophi  appear,  or  to  help 
body  fluids  dissolve  any  already  present  by 
carrying  away  excess  uric  acid.  Dr.  Seeg- 
miller reports  that  probenecid,  first  tried  in 
the  early  1950’s,  has  produced  “a  gratify- 
ing response  in  the  majority  of  patients  on 
whom  it  has  been  used.” 

However,  two  drugs  of  greater  potency, 
sulfinpyrazone  and  zoxazolamine,  have  been 
developed  in  the  last  few  years.  Besides  be- 
ing more  powerful  themselves,  they  can  be 
added  to  probenecid  or  to  each  other  for 
greatest  effectiveness.  Used  this  way  they 
bring  down  uric  acid  to  safe  levels  in  all 
(Continued  on  page  32-A) 


30-A 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 


before  they  learn  their  letters... 
you  can  learn  how  well  they  see 


This  chart  devised  by  Sobering  is  part  of  a simple  vision  screening  test  for  children  over 
3 years.  Used  with  the  special  lens  provided,  it  helps  you  detect  impaired  vision,  including 
latent  hyperopia  (farsightedness),  and  thus  facilitates  screening  of  children  in  need  of 
referral  to  an  ophthalmologist.  The  complete  kit— eye  chart,  special  lens  and  instructions  for 
use— is  available  without  charge  from  your  Schering  representative  or  on  written  request. 
Topical  eye  preparations:  Metimyd®  Ophthalmic  Suspension  (prednisolone  acetate  and  sulfacetamide 
sodium)  • Ointment  with  Neomycin;  Metreton®  Ophthalmic  Suspension  (prednisolone  acetate  and  chlor- 
pheniramine gluconate);  Sodium  Sulamyd®  Ophthalmic  Solution  (sulfacetamide  sodium), 30%  and  10% • Oph- 
thalmic Ointment,  10%.  SCHERING  CORPORATION  (Dept.  F)  • BLOOMFIELD,  NEW  JERSEY 


JANUARY.  t96t  S-720 


DORNWAL®  HAS  BEEN  CALLED 
“THE  GENERAL  TRANQUILIZER 
FOR  GENERAL  PRACTICE.” 

Suppose  the  physician  visiting  this  patient  finds 
that  he  has  to  be  hospitalized.  Certainly  he  wants 
an  alert  but  not  excited  fellow  who  can  respond 
to  the  history  and  physical  on  admission.  De- 
pending on  the  condition,  of  course,  the  thing  to 
do  is  to  give  the  patient  one  or  two  tablets  of 
Dornwal  before  he  ever  leaves  his  home. 

Dornwal  will  calm  the  patient  but  won’t  make 
him  drowsy  or  give  him  feelings  of  depersonali- 
zation. And  what’s  more,  while  Dornwal  most 
assuredly  tranquilizes,  it  won’t  interfere  with  most 
other  medications  that  your  subsequent  examin- 
ation or  laboratory  studies  may  indicate. 

Since  every  man  in  general  practice  encounters 
such  situations  almost  daily,  it  makes  good  sense 
to  keep  some  tablets  in  one’s  bag,  doesn’t  it? 
We  will  be  glad  to  send  you  a supply. 

Dosage:  One  or  two  200  mg.  tablets  three  times 
a day.  Children,  age  6 to  16,  one  or  two  100  mg. 
tablets  two  times  a day. 

Supplied:  200  mg.  yellow  scored  tablets,  and  100 
mg.  pink  tablets,  each  in  bottles  of  100  and  500. 
P.S.  For  the  “Genericist”,  Dornwal  is  amphenidone. 

No  absolute  contraindications  to  the  use  of  Dornwal  are  known. 
There  have  been  no  reports  or  evidence  of  habituation,  addic- 
tion or  drug  tolerance  in  animal  or  clinical  studies.  Dornwal  is 
relatively  free  from  untoward  effects  when  administered  at 
recommended  dosages. 

Maltbie  Laboratories  Division, 

Wallace  & Tiernan  Inc.,  Belleville  9,  N.  J. 
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Gout  Now  a Well  Controlled  Disease — 

(Continued  from  page  30- A) 

patients  except  those  with  the  most  severe 
kidney  damage. 

Since  these  drugs  have  no  value  in  treat- 
ing acute  gout,  and  often  make  an  acute  at- 
tack worse,  their  use  should  be  begun  dur- 
ing an  inactive  period  of  the  disease,  warns 
Dr.  Seegmiller. 

To  ward  off  or  prevent  recurrence  of  the 
excruciating  painful  acute  attack  of  gout,  a 
drug  called  colchicine  can  be  given  daily, 
he  explains.  It  can  also  be  used  during  an 
attack,  but  if  it  fails  to  end  it  other  drugs 
are  available.  Dr.  Seegmiller  calls  the  pitui- 
tary hormone,  ACTH,  “very  effective”  in 
relieving  pain.  Phenylbutazone  is  also 
“particularly  useful  in  stubborn  cases.” 

Although  a gout  sufferer  can  now  lead  a 
near-normal  life  thanks  to  these  develop- 
ments, the  Foundation  points  out  that  this 
disease  is  still  present.  Among  the  ques- 
tions to  be  answered  on  the  way  to  discover- 
ing cause  and  cure  are:  how  acute  attacks 
are  related  to  chronic  gout  and  why  many 
relatives  of  victims  have  high  uric  acid 
levels  without  gout. 

Besides  its  professional  education  pro- 
gram, of  which  the  Bulletin  on  Rheumatic 
Diseases  is  part,  the  Arthritis  and  Rheuma- 
tism Foundation  supports  programs  of  pub- 
lic education,  patient  care,  and  research 
through  its  67  chapters  all  over  the  nation. 

Facts  on  the  Costs  to  the  Elderly — 

A survey  was  made  on  patients  age  65  or 
over  dismissed  from  a hospital  in  Fort 
Worth,  Texas.  The  results,  described  in  the 
Texas  State  Journal  of  Medicine,  are  at 
variance  from  the  statements  that  prompted 
the  studj'.  The  editorial  notes  that  for  some 
time  a Senator  in  New  Mexico  has  been 
sending  what  he  termed  documented  letters 
containing  the  undocumented  statement  that 
the  average  cost  per  illness  to  the  elderly 
was  $1000.  The  Senator  alleged  that  the 
$1000  was  composed  of  a $450  hospital  bill 
and  $550  charge  for  physician’s  seiwices. 
The  medical  jurisprudence  committee  of  the 
county  medical  society  knew  of  no  available 
survey  to  refute  these  figures. 

One  hundred  cases  were  taken  alphabet- 
ically from  the  current  file  of  those  who 
left  the  hospital  without  paying  for  bills  in 
(Continued  on  page  42- A) 
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^*nutritlon... present  as  a modifying  or  complicat- 
ing factor  in  nearly  every  illness  or  disease  state^^ 

1.  Youmans,  J.  B.:  Am.  J.  Med.  25:659  (Nov.)  1958 


cardiac  diseases  “Who  can  say,  for  example,  whether  the  patient  chronically 
ill  with  myocardial  failure  may  not  have  a poorer  myocardium  because  of  a moderate 
deficiency  in  the  vitamin  B-complex?  Something  is  known  of  the  relationship  of  vitamin 
C to  the  intercellular  ground  substance  and  repair  of  tissues.  One  may  speculate  upon 
the  effects  of  a deficiency  of  this  vitamin,  short  of  scurvy,  upon  the  tissues  in  chronic 

disease.”^  2.  Kampmeier,  R.  H.:  Am,  J,  Med.  25:662  (Nov.)  1958, 

arthritis'  ‘It  is  our  practice  to  prescribe  a multiple  vitamin  preparation  to  patients 
with  rheumatoid  arthritis  simply  to  insure  nutritional  adequacy  . . 


3.  Fernandez-Herlihy,  L;  Lahey  Clinic  Bull.  11:12  (July-Sept.)  1958. 


digestive  diseases  Symptoms  attributable  to  B-vitamin  deficiency  are  com- 
monly observed  in  patients  on  peptic  ulcer  diets. ^ Daily  administration  of  therapeutic 
vitamins  to  patients  with  hepatitis  and  cirrhosis  is  recommended  by  the  National 

R ^ Sebrell.  W.  H.:  Am.  J.  Med.  25:673  (Nov.)  1958.  5.  Pollack,  H.,  and  Halpern,  S.  L.:  Therapeutic  Nutrition, 

National  Academy  of  Sciences  and  National  Research  Council,  Washington,  6.  C.,  1952,  p.  57. 

degenerative  diseases  “Studies  by  Wexberg,  Jolliffe  and  others  have  indi- 
cated that  many  of  the  symptoms  attributed  in  the  past  to  senility  or  to  cerebral  arterio- 
sclerosis seem  to  respond  with  remarkable  speed  to  the  administration  of  vitamins, 
particularly  niacin  and  ascorbic  acid.  These  facts  indicate  that  the  vitamin  reserve  of 
aging  persons  is  lowered,  even  to  the  danger  point,  more  than  is  the  case  in  the  average 

American  adult.’  ^ 6.0verholser.  W.,  and  Fong,  T.C.C.  in  Stieglitz,  E.  J.:  Geriatric  Medicine.  3rd  edition,  J.  B.  Lippincott,  Philadelphia,  1954,  p.  264. 

infectious  diseases  Infections  cause  a lowering  of  ascorbic  acid  levels  in  the 
plasma;  and  the  absorption  of  this  vitamin  is  reduced  in  diarrheal  states.^  ?.  Goldsmith,  g a.: 

Conference  on  Vitamin  C.  The  New  York  Academy  of  Sciences,  New  York  City,  Oct.  7 and  8, 1960.  Reported  in:  Medical  Science  8:772  (Dec. 10)  1960. 

diabetes  Diabetics,  like  all  patients  on  restricted  diets,  require  an  extra  source 
of  vitamins.®  “Rigidly  limiting  the  bread  intake  of  the  diabetic  patient  automatically 
eliminates  a large  amount  of  thiamin  from  the  diet.  . . .There  is  some  evidence  of 
interference  with  normal  riboflavin  utilization  during  catabolic  episodes.’’® 

8.  Duncan  G.  G.:  Diseases  of  Metabolism  4th  edition  W.  B.  Saunders,  Philadelphia.  1959,  p.  812.  9.  Pollack,  H,:  Am.  J.  Med.  25:708  (Nov.)  1958. 
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Facts  on  the  Costs  to  the  Elderly — 

(Continued  from  page  32- A) 
full.  It  was  realized  that  such  a selection 
factor  could  load  the  survey  in  favor  of  the 
Senator’s  statement.  The  survey  indicat- 
ed the  median  age  of  the  patients  as  72  years 
and  80  of  the  100  carried  insurance.  Of  the 
100,  sixty-one  were  dismissed  from  a med- 
ical service  and  the  remainder  from  surgical 
or  surgical  specialty  seiwice.  The  median 
hospital  bill  ranged  from  $250  to  $300. 

The  physicians  of  each  of  the  100  patients 
were  asked  their  total  charges  for  that  ill- 
ness. In  each  case  every  physician  involved 
reported  his  total  charges  for  services  be- 
fore, during,  and  after  hospitalization.  The 
median  physician’s  charges  per  illness 
ranged  between  $50  and  $99. 

If  the  mean  of  the  hospital  charges  and  of 
the  physician’s  charges  are  used  to  indicate 
a precise  dollar  value,  the  sum  of  the  hos- 
pital bill  and  physician’s  bill  is  approximate- 
ly $500,  only  half  of  the  Senator’s  undocu- 
mented figures. 

The  members  of  the  committee  who  com- 
piled this  data  offer  their  worksheets  to  the 
inspection  of  any  who  may  have  interest  or 


doubt  concerning  the  suiwey  or  its  conclu- 
sions. 

Doctors  and  Criminals — 

In  Milwaukee  a young  woman  was  killed 
and  her  husband  seriously  wounded  by  a 
youth  who  had  previously  received  psychi- 
atric treatment.  A Milwaukee  newspaper 
questioned  why  the  murderer  was  at  large 
and  free  to  kill  and  suggested  that  several 
doctors  must  have  bungled  badly. 

An  editorial  in  the  Wisconsin  Medical 
Journal  states  that  bizarre  crimes  such  as 
this  one  focus  attention  on  the  unfortunate 
lag  between  what  psychiatry  and  medical 
science  could  do  to  protect  the  community 
and  what  is  permitted  under  the  law.  It  is 
agreed  that  if  the  murderer  had  been  under 
periodic  and  competent  supervision,  the 
chances  of  preventing  a tragedy  might  have 
been  improved,  but  that  no  court  can  give  a 
man  an  indeterminate  sentence  of  supeiwi- 
sion  because  of  what  he  might  do. 

In  reviewing  the  history  that  preceded  the 
crime,  the  murderer  had  been  committed  to 
a state  hospital  as  insane  but  later  had  been 
(Continued  on  page  44- A) 
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M/veit  STOPS 

VERTIGO 


moderate  to  complete  relief  of 
symptoms  in  9 out  of  10  patients* 


Prescribe  one  antivert  tablet  (or  1-2  teaspoonfuls  antivert  syrup)  3 times  daily, 
before  each  meal,  for  prompt  relief  of  vertigo,  Meniere's  syndrome  and  allied  dis- 
orders. Side  effects  are  short-lived,  usually  only  harmless  flushing  and  tingling 
associated  with  vasodilation,  antivert  is  contraindicated  in  severe  hypotension 
and  hemorrhage. 

Supplied:  Small  blue-and-white  scored  tablets  (meclizine  HCI  12.5  mg.  and 
nicotinic  acid  50  mg.)  in  bottles  of  100.  Syrup  in  pint  bottles.  Prescription  only. 
Bibliography  available  on  request. 

And  for  your  aging  patients — 

NEOBON®  Capsules:  five-factor  geriatric  supplement. 


Reference:  1.  Seal,  J.  C.:  Eye  Ear  Nose  & Throat  Month.  38:738  (Sept.)  1959. 


New  York  17,  N.Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being® 


A 

now  available:  * 

4/r//vert®y^“p 

Each  teaspoonful  (5  cc.)  contains  6.25  mg. 
meclizine  HCI  and  25  mg.  nicotinic  acid. 
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DORNWAL®  IS  THE  TRANQUILIZER 
VERSATILE  ENOUGH  TO 
BE  USED  ALMOST  ANYWHERE. 

Take,  for  instance,  the  woman  in  our  picture, 
suffering  from  a really  severe  tension  headache. 
Aspirin  she  has  tried,  of  course;  but  suppose  she's 
called  you  and  you  prescribed  Dornwal.  What 
would  you  expect? 

First,  let  us  say  you  told  the  druggist  to  indicate 
the  dosage  that  our  clinical  research  has  shown 
is  useful  in  these  cases  — 1 or  2 tablets  t.i.d.  In 
all  probability,  she  would  experience  relief  of  pain 
and  a general  relaxation  in  less  than  an  hour.  If 
she  is  doing  her  housework,  she  could  go  on  with 
it,  because  she  wouldn’t  get  sleepy. 

Dornwal  is  one  tranquilizer  that  doesn’t  make 
people  sleepy.  It’s  a tranquilizer  pure  and  simple. 
Its  effectiveness  you  will  see  clearly  the  next  time 
you  encounter  a patient  given  to  tension  head- 
aches. Try  Dornwal  and  see  the  results. 

Dosage:  One  or  two  200  mg.  tablets  three  times 
a day.  Children,  age  6 to  16,  one  or  two  100  mg. 
tablets  two  times  a day. 

Supplied:  200  mg.  yellow  scored  tablets,  and  100 
mg.  pink  tablets,  each  in  bottles  of  100  and  500. 
P.S.  For  the  "Genericist,”  Dornwal  is  amphenidon& 

No  absolute  contraindications  to  the  use  of  Dornwal  are  known. 
There  have  been  no  reports  or  evidence  of  habituation,  addic- 
tion or  drug  tolerance  in  animal  or  clinical  studies.  Dornwal  is 
relatively  free  from  untoward  effects  when  administered  at 
recommended  dosages. 

Maltbie  Laboratories  Division, 

Wallace  & Tiernan  Inc.,  Belleville  9,  N.  J. 
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Doctors  and  Criminals — 

(Continued  from  page  42-A) 
de,scribed  by  competent  medical  authority 
as  sane  in  a legal  sense  and  he  was  re- 
leased from  custody. 

There  is  no  legal  expression  of  the  under- 
standing psychiatry  has  of  the  constitution- 
al psychopath  and  in  our  democracy  we  can- 
not convict  or  punish  individuals  for  crimes 
that  they  are  capable  of  committing  until 
such  time  as  the  crime  is  committed.  Our 
system  of  justice  acts  only  after  the  act; 
and  yet,  with  this  fundamental  principle  of 
American  justice,  the  community  must  find 
a way  to  protect  itself  from  the  mentally 
ill  who  do  not  fit  into  current  legal  defini- 
tions. 

A constitutional  psychopath  is  not  insane 
but  he  is  sick  and,  as  a diseased  person, 
should  be  isolated  from  society  when  his 
illness  is  identified.  The  deficiency  is  one 
of  a planned  social  response  to  an  individual 
antisocial  reaction,  and  it  is  to  be  hoped 
that  the  senseless  tragedy  of  such  a crime 
will  provide  an  incentive  for  the  legislature 
to  consider  the  problem  of  the  psychopath 
and  to  provide  legal  means  of  furnishing 
custodial  care. 


More  on  Generic  Names — 

Under  the  title,  “Names  to  Remember,” 
an  editorial  in  the  Wisconsin  Medical  Jour- 
nal criticizes  the  A.M.A.  Council  on  Drugs 
for  requesting  that  the  U.S.  Pharmacopoeia 
take  over  the  responsibility  of  providing 
generic  names  for  drugs. 

Until  1955,  the  Council  on  Pharmacy  and 
Chemistry  operated  a laboratoiy  for  the 
testing  of  drugs  and  listed  accepted  products 
and  offered  its  seal  of  approval  to  accepted 
pharmaceuticals.  It  also  emphasized  the 
use  of  generic  terms.  In  the  following  year 
the  Council  closed  its  laboratory,  changed 
its  method  of  accepting  drugs  for  inclusion 
in  N.N.R.,  and  dropped  the  seal  of  approval. 
This  decision  was  prompted  by  the  tremen- 
dous expansion  of  the  drug  industry  and  the 
overwhelming  testing  program  forced  upon 
this  Council. 

In  1959,  the  Reference  Committee  on  In- 
surance and  Medical  Seiwices  recommended 
prescription  by  generic  rather  than  trade 
names.  The  problem  is  complicated  by  con- 
sidering who  establishes  the  generic  name. 

(Continued  on  page  49- A) 
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Splint  & Brace 
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More  on  Generic  Names — 

(Continued  from  page  44-A) 

A generic  name,  if  it  is  to  be  useable,  must 
be  chosen  with  care  and  should  be  simple. 
After  the  abdication  of  this  duty  by  the 
Council  on  Pharmacy,  most  of  the  respon- 
sibility of  choosing  names  fell  to  the  manu- 
facturers of  pharmaceuticals  and  this  latter 
group  stands  to  profit  by  the  sale  of  their 
trademark  products. 

The  editorial  urges  the  Council  on  Drugs 
to  continue  a responsibility  for  promoting 
the  use  of  generic  names  in  prescription  and 
to  accept  the  duty  of  establishing  generic 
names  in  order  that  they  may  be  kept  sim- 
ple, useable  and  free  from  any  manipulation 
by  interested  parties. 

The  A.M.A.  can  also  perform  an  impor- 
tant service  if  it  will  supeiwise  the  clinical 
evaluation  of  new  drugs,  a task  of  extreme 
importance  at  a time  when  many  new  diaigs 
are  being  introduced  into  practice.  Our  or- 
ganization should  not  appear  to  be  a party 
to  a sell-out  to  drug  manufacturers  and  it 
is  inconsistent  with  our  view  of  the  func- 
tion of  the  government  if  we  expect  the  gov- 
ernment to  assume  the  functions  of  regulat- 
ing this  phase  of  private  practice. 


The  Neurological  Hospital 

2625  West  Paseo  Blvd. 

KANSAS  CITY  8,  MISSOURI 
Harrison  1-0623 

★ * * 

A voluntary,  nonprofit  facility  for  the  treat- 
ment of  acute  psychiatric  disorders,  alcohol- 
ism, drug  addiction;  and  the  long  term  care 
of  the  geriatric  patient. 


“I’d  ask  you  to  come  here  again  Wednesday, 
only  I don’t  want  you  to  think  I’m  after  your 
money!’’ 
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With  proper  medical  management  and  adequate 
control  t^fseizui^,  epileptic  persons  may  lead  pro- 
ductive, functioning  lives/^  To  implement  this  goal, 
many  clinicians  rely  on  Dilantin  for  outstanding 
control  of  grand  mal  and  psychomotor  attacks. 
"In  most  cases  Dilantin  is  the  drug  of  choice.... 
Toxic  symptoms  are  uncommon  and  when  they  do 
appear  they  are  usually  readily  controlled;  the  drug 
is  inexpensive,  and  widely  available.”'  Dilantin 
Sodium  (diphenyihydantoin  sodium,  Parke-Davis) 
is  available  in  several  forms,  including  Kapseals, 
0.03  Gm.  and  0.1  Gm.,  bottles  of  100  and  1,000. 
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How  you  can  help  save 
your  patients  a month’s  pay 

Kestler  reports  in  J.A.M.A.  (April 
30,  1960)  that  conventionally 
treated  low-back  syndrome  pa- 
tients required  an  average  of  41 
days  for  full  recovery  (range:  3 to 
90  days).  The  addition  of  Soma 
therapy  in  this  comparative  inves- 
tigation reduced  the  average  to 
11.5  days  (range;  2 to  21  days). 
With  Soma,  patients  averaged  full 
recovery  30  days  sooner. 


Current  Comment 

The  Month  in  Washington — 

The  American  Medical  Association  brand- 
ed as  untrue  certain  statements  by  Abraham 
Ribicoff,  Secretary  of  Health,  Education 
and  Welfare,  concerning  the  Administra- 
tion’s legislative  proposal  to  provide  medical 
care  for  the  aged  under  Social  Security. 

Dr.  F.  J.  L.  Blasingame,  A.M.A.  execu- 
tive vice  president,  presented  a point-by- 
point rebuttal  in  a letter  to  the  more  than 
500  editors  from  throughout  the  country 
after  Ribicoff  addressed  the  annual  meeting 
of  the  American  Society  of  Newspaper  Edi- 
tors in  Washington. 

Dr.  Edward  R.  Annis,  Miami  surgeon  rep- 
resenting the  A.M.A.,  accused  Ribicoff  of 
misrepresenting  the  role  of  doctors  under 
the  administration  proposal.  Dr.  Annis  an- 
swered Ribicoff  on  a radio-television  pro- 
gram with  Sen.  Kenneth  B.  Keating  (R., 
N.Y.),  which  was  taped  in  Washington. 
Ribicoff  had  made  the  misrepresentation  on 
an  earlier  Keating  program. 

Dr.  Blasingame  said  Ribicoff’s  statement 
before  the  editors  that  physicians  are  not 


included  in  the  administration  proposal,  the 
King  bill,  “simply  is  not  true.”  The  A.M.A. 
official  pointed  out  that  the  bill  includes  in- 
terns and  residents  in  teaching  hospitals  as 
well  as  pathologists,  radiologists,  physia- 
trists  and  anesthesiologists  working  in  hos- 
pitals or  serving  hospitals  outpatient  clinics. 

“Mr.  Ribicoff  further  claims  that  the 
King  bill  provides  free  choice  of  hospital 
physician,”  Dr.  Blasingame  said.  “The  fact 
is  only  hospitals  signing  contracts  with  the 
federal  government  would  be  available  to 
patients.  If  the  only  hospital  in  a commun- 
ity was  not  approved  by  the  Secretary  of 
H.E.W.,  patients  in  that  community  would 
be  forced  to  seek  hospitalization  in  some 
other  city.  That  would  not  afford  free 
choice  of  hospital.  If  the  patient’s  physi- 
cian was  not  on  the  staff  of  the  other  hos- 
pital, the  patient  would  be  denied  free  choice 
of  physician.” 

Dr.  Blasingame  also  disputed  Ribicoff’s 
contention  that  the  King  Bill  is  not  social- 
ized medicine. 

“By  common  definition,  any  scheme  which 
calls  for  a system  of  compulsory  health 
(Continued  on  page  18- A) 
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in  allergic  and  inflammatory  dermatoses 
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w 

Triamcinolone  LEDERLE 

UNSURPASSED  “GENERAL-PURPOSE”  STEROID  OUTSTANDING  FOR  “SPECIAL-PURPOSE”  THERAPY 


ARISTOCORT  Triamcinolone  has  long  since  proved  its  unsurpassed  efficacy  and 
relative  safety  in  inflammatory  and  allergic  dermatoses. 

But  ARISTOCORT  has  also  opened  up  new  areas  of  therapy  for  selected  patients 
who  could  otherwise  not  be  given  corticosteroids. 

for  example: 

SPECIAL  PROBLEM:  EDEMA  DUE  TO  SODIUM  AND  WATER  RETENTION 
In  patients  with  edema  induced  by  the  earlier  corticosteroids  or  from  other 
causes,  diuresis  and  sodium  loss  often  occurs  with  triamcinolone.  (Fernandez- 
Herlihy,  L. : M.  Clin.  North  America  44:509  [Mar.]  1960.) 

SPECIAL  PROBLEM:  APPETITE  STIMULATION  AND  WEIGHT  GAIN 
In  contrast  to  the  heightened  craving  for  food  sometimes  seen  with  other  corti- 
costeroid compounds,  appetite  was  unaffected  by  triamcinolone.  (Cahn,  M.  M., 
and  Levy,  E.  J. : Am.  Pract.  & Digest  Treat.  10:993  [June]  1959.) 

SPECIAL  PROBLEM:  HYPERTENSION 

When  ARISTOCORT  was  given  to  patients  with  dermatologic  disorders  for  long 
periods,  there  were  no  significant  changes  in  blood  pressure.  (Kanof,  N.  B.; 
Blau,  S.;  Fleischmajer,  R.,  and  Meister,  B. : A.M.A.  Arch.  Dermat.  79:631 
[June]  1959.) 

SPECIAL  PROBLEM:  PSYCHIC  STIMULATION  AND  INSOMNIA 

Ideally,  corticosteroid  therapy  ought  not  to  add  to  the  psychic  component  in 
dermatologic  disorders,  nor  induce  insomnia  which  will  intensify  the  patient’s 
itching  and  irritation.  ARISTOCORT  Triamcinolone  has  been  singled  out  for  its 
remarkably  low  incidence  of  psychic  irritation  and  insomnia.  ( McGavack,  T.  H. : 
Nebraska  M.  J.  44:377  [Aug.]  1959;  Freyberg,  R.  H.;  Berntsen,  C.  A.,  Jr.,  and 
Heilman,  L. : Arthritis  & Rheumatism  1:215  [June]  1958.) 


SPECIAL  PROBLEM:  SEVERE  CARDIAC  DISEASE 

Elderly  patients  with  pulmonary  emphysema  due  to  impending  heart  failure 
who  required  corticosteroid  therapy  showed  that  triamcinolone  could  be 
employed  with  benefit  and  relative  safety.  (McGavack,  T.  H.;  Kao,  K.  Y.  T. ; 
Leake,  D.  A.;  Bauer,  H.  G.,  and  Berger,  H.  E.:  Am.  J.  M.  Sc.  236:720  [Dec.] 
1958.) 


Precautions:  Collateral  hormonal  effects  generally  associated  with  corticosteroids 
may  be  induced.  These  include  Cushingoid  manifestations  and  muscle  weakness. 
However,  sodium  and  potassium  retention,  edema,  weight  gain,  psychic  aberration 
and  hypertension  are  exceedingly  rare.  In  the  treatment  of  allergic  and  inflamma- 
tory dermatoses,  dosage  should  be  individualized  and  kept  at  the  lowest  level  needed 
to  control  symptoms.  Dosage  should  not  exceed  36  mg.  daily  without  potassium  sup- 
plementation. Drug  should  not  be  withdrawn  abruptly.  Contraindicated  in  herpes 
simplex  and  chicken  pox. 

Supplied:  Scored  tablets— 1 mg.  (yellow) ; 2 mg.  (pink) ; 4 mg.  (white) ; 16  mg.  (white). 
Also  available  — syrup,  parenteral  and  various  topical  forms. 

Request  complete  information  on  indications,  dosage,  precautions  and  contraindica- 
tions from  your  Lederle  representative  or  write  to  Medical  Advisory  Department. 

LEDERLE  LABORATORIES.  A Division  of  AMERICAN  CYAN  AMID  COMPANY,  Pearl  River,  N.  Y. 
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ZiRiUM  Lotion  applied 
before  exposure  prevents 
Rhus  dermatitis.  Applied 
therapeutically,  Zirium 
promptly  relieves  itching, 
reduces  edema  and  speeds 
recovery.  Zirium  contains 
4%  zirconium  oxide,  a 
specific  poison  ivy  antagonist, 
and  2%  thenylpyramine 
HCI,  an  effective  topical 
antihistamine.  Zirium  has 
also  been  proved  of  value  in 
the  treatment  of  certain 
other  topical  irritations 
including  insect  bites,  and 
its  trial  in  these  conditions 
is  suggested. 


Supplied  in  2-ounce 
polyethylene  bottles. 
Catalog  No.  1960. 
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The  .Month  in  Washington — 

(Continued  from  page  12- A) 

care  which  is  administered,  financed,  and 
controlled  by  the  federal  government  is  so- 
cialized medicine  for  that  segment  of  the 
population  it  seiwes.” 

Rep.  Walter  H.  Judd  (R.,  IMinn.),  who  is 
a physician,  was  quoted  as  one  of  a number 
of  House  and  Senate  members  who  agree 
v.'ith  the  A.M.A. : “The  public  has  been 

led  to  believe  that  they  can  get  government 
financing  without  government  control  and 
ultimate  government  operation  of  medical 
seiwices.  It  is  naive  for  anyone  to  believe 
that  Congress  will  take  the  people’s  money 
away  from  them  through  taxes  and  then 
allow  the  money  to  be  spent  by  someone  else 
without  the  Congress  maintaining  its  own 
firm  control.” 

Pointing  out  that  the  nation’s  physicians 
always  have  been  in  favor  of  medical  care 
for  all  i-egardless  of  ability  to  pay,  Dr. 
Blasingame  said  • 

“It  seems  strange  to  us  that  Mr.  Ribicoff 
continues  to  lobby  for  the  King  bill  while 
completely  ignoring  the  Kerr  - Mills  law, 
passed  by  Congi-ess  last  year  with  strong 
support  by  the  nation’s  physicians. 

“The  Kerr-Mills  Law  enables  the  states 
to  guarantee  to  every  aged  American  who 
needs  help  the  health  care  he  requires.  And 
the  states  are  implementing  the  law  with 
unprecedented  swiftness.” 

Dr.  Annis  pointed  out  on  the  radio-tele- 
vision progi’am  that  “doctors  would  work 
for  the  government  by  working  for  the  hos- 
pitals under  contract  to  the  government.” 
He  said  those  doctors  would  work  “under 
rules,  regulations  and  controls  prescribed 
and  laid  down”  by  the  H.E.W. 

KREBIOZEN  EVALUATION 

The  Department  of  Health,  Education  and 
W'elfare  has  agreed  to  make  an  impartial 
e\aluation  of  the  controversial  cancer  drug 
Krebiozen. 

U.S.  District  Judge  Julius  H.  i\Iiner  of 
Chicago  requested  the  evaluation  before 
proceeding  with  a $300,000  libel  suit  filed 
by  Andrew  C.  Ivy,  M.D.,  a leading  endorser 
of  the  drug,  against  George  D.  Stoddard, 
Ph.D.,  chancellor  of  New  York  University 
and  former  president  of  the  University  of 
Illinois. 

(Continued  on  page  30-A) 
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how  would  yo 
a tranquilizer 
specifically 
for  geriatric 
patients  ? 


wouldn’t  you  see  how  closely  these  atarax 
want  it  to  be : advantages  meet  your  standards 

ATARAX  . . seems  to  be  the  agent  of  choice  in  patients  suffering  from 
removal  disorientation,  confusion,  conversion  hysteria  and  other  psycho- 
neurotic conditions  occurring  in  old  age.”i 

“No  untoward  effects  on  liver,  blood,  and  nervous  system  were  observed. ”2 
Delicious  atarax  syrup  pleases  patients  who  resist  tablets. 


efficacious 

remarkably 
well  tolerated 

palatable 


Nor  is  that  all  atarax  has  to  offer.  When  elderly  patients  require  surgery, 
ATARAX  provides  effective  preanesthetic  adjunctive  therapy.  In  fact,  though 
outstandingly  useful  in  geriatric  patients,i-2  atarax  equally  well  meets 
the  needs  of  disturbed  children  and  tense  working  adults  (it  calms,  seldom 
impairing  mental  acuity).  Why  not  extend  its  benefits  to  all  your  tense 
and  anxious  patients? 

Dosage:  For  adults;  25  mg.  t.i.d.  to  100  mg.  q.i.d.  For  children:  under  6 years, 
60  mg.  daily;  over  6 years,  50-100  mg.  daily;  in  divided  doses.  Supplied:  Tablets 
10  mg.  and  25  mg.,  in  bottles  of  100  and  500.  Tablets  100  mg.,  in  bottles  of  100. 
Syrup  2 mg./cc.,  in  pint  bottles.  Also  available:  Parenteral  Solution.  Prescrip- 
tion only. 

References : 1.  Smigel,  J.  0.,  et  al.:  J.  Am.  Geriatrics  Soc.  7:61  (Jan.)  1969. 
2.  Shalowitz,  M.:  Geriatrics  if:312  (July)  1966. 

.zit;i  MX 

(brand  of  hydroxyzine  HCI)  PASSPORT  TO  tranquility 

New  York  17,  N.  Y*. 

Division,  Chas.  Pfizer  & Co.,  Inc. 

Science  for  the  World’s  Well-Being® 

VITERRA®  Capsules-Tastitabs®— Therapeutic  Capsules  for  vitamin-mineral  supplementation 
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The  Month  in  Washington — 

(Continued  from  page  18 -A) 

In  a letter  to  H.E.W.  Secretaiy  Ribicoff, 
Miner  said: 

“In  my  humble  judgment,  Krebiozen  has 
too  long  been  a controversial  subject  and 
the  American  public  deseiwes  that  it  be  ex- 
amined under  neutral  supervision  and  by 
the  most  competent  experts  in  whom  the 
people  have  implicit  confidence.” 

Ribicoff  said  the  National  Cancer  Insti- 
tute would  evaluate  the  drug  when  its  spon- 
sors present  the  necessary  data.  But,  he 
said,  “any  decision  to  undertake  a study 
vith  human  cancer  patients  must  await,  and 
depend  on,  the  results  of  the  evaluation  of 
the  existing  clinical  data.” 

PHYSICIANS’  RETIREMENT 

A new  bill  to  encourage  physicians  and 
other  self-employed  persons  to  set  up  their 
own  retirement  plans  started  through  Con- 
gress with  approval  of  the  House  Ways  and 
Means  Committee. 

Bearing  the  same  number,  H.R.  10,  as  a 
similar  bill  which  died  in  Congress  last 
year,  the  new  measure  would  peiTnit  a self- 


employed  person  to  defer  taxes  on  income 
placed  in  a private  retirement  program.  The 
special  treatment  would  be  limited  to  $2,500 
or  10  per  cent  of  income  each  year,  which- 
ever is  smaller. 

Such  income  could  be  invested  in  quali- 
fied pension  trusts,  annuity  progi'ams,  prof- 
it-sharing plans  or  a new  type  of  non-trans- 
ferable  government  bonds  redeemable  when 
the  individual  reaches  retirement  age  or 
suffers  disability. 

An  individual  could  start  drawing  bene- 
fias  at  age  501/^,  or  earlier  in  the  case  of 
disability.  A self-employed  person  would 
have  to  start  drawing  benefits  by  age  TOi/?- 

If  a self-employed  individual  had  more 
than  three  employes,  he  would  be  required  to 
set  up  pension  plans  for  them  before  he 
could  benefit  himself.  (From  Washington 
Office,  A.M.A.). 

Study  of  Doctor  Distribution — 

A study  of  doctor  distribution  is  a con- 
tinuing program  of  The  Texas  Medical  As- 
sociation which  has  gone  beyond  an  attempt 
(Continued  on  page  32- A) 


W.  B.  SAUNDERS  COMPANY  features  the 
following  recent  books  in  their  full  page 
advertisement  appearing  elsewhere  in  this 
issue: 

WHITE  - CLINICAL  DISTRUBANCES  OF 
RENAL  FUNCTION 

Diagnosis  and  treatment  measures  for 
kidney  disorders. 

RUBIN  - THORACIC  DISEASES 

Covers  both  medical  and  surgical 
management. 

MAYO  CLINIC  - DIET  MANUAL 

Recent  advances  in  food,  vitamin  and 
dietary  practice. 


Piotection  against  loss  of  income  from  accident 
and  sickness  as  well  as  hospital  expense  bene- 
fits for  you  and  all  your  eligible  dependents. 


PHYSICIANS  CASUALTY  AND 
HEALTH  ASSOCIATIONS 

OMAHA  31,  NEBRASKA 
Since  1902 

Handsome,  Professional  Appointment  Book 
sent  to  your  FREIE  upon  request. 
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THESE  28,000 
PEOPLE  IN 
NEBRASKA  NEED 
MEDICAL  HELP 


(Heart  disease,  cancer,  mental  illness  — everyone  knows 
the  nation's  three  major  medical  problems.  Do  you 
know  that  alcoholism  ranks  fourth?  In  the  state  of 
Nebraska  there  are  at  least  28,000  alcoholics.  These 
people  need  medical  help.  No  one  is  in  a better  posi- 
tion to  initiate  and  supervise  a program  of  rehabilita- 
tion than  the  physician  who  enjoys  the  confidence  of 
the  patient  or  the  patient's  family. 


ONE  FOR  THE  ROAD  BACK: 

UBRIUM 

AN  IMPORTANT  AID  IN  THE  TREATMENT  AND 
REHABILITATION  OF  THE  PROBLEM  DRINKER 

During  and  after  an  acute  alcoholic  episode.  Librium 
relieves  anxiety,  agitation  and  hyperactivity,  induces 
restful  sleep,  awakens  the  patient's  desire  for  solid 
food  and  helps  to  control  withdrawal  symptoms.  The 
complications  of  chronic  alcoholism,  including  hallu- 
cinations and  delirium  tremens,  can  often  be  alleviated 
with  Librium. 

During  the  rehabilitation  period.  Librium  makes  the 
patient  more  accessible,  strengthening  the  physician- 
patient  relationship.  Librium  therapy  helps  to  reduce 
the  patient's  need  for  alcohol  by  affording  a construc- 
tive approach  to  his  underlying  personality  disorders. 

Consult  literature  and  dosage  information,  available 
on  request,  before  prescribing. 

LIBRIUM®  Hydrochloride  — 7-chlofO-2•methylamir^o• 
c:^^^^^^  D n n LI  E 5*phenyl-3H-l,4-benzodiazepir^e  4-OKide  hydrochloride 

MKD  L H c 

(j\BORATOR<£S  Division  of  Hoffmann-La  Roche  Inc. 
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WAUWATOSA  13,  WISCONSIN 


A DYNAMICALLY  ORIENTED  HOSPITAL  FOR  THE 
TREATMENT  OF  MENTAL  AND  EMOTIONAL  ILLNESSES 

For  information  write  to  Department  of  Admissions 
\ Tei.  No.:  Biuemound  8-2600  j 


ESTABLISHED  188A  . . . BOOKLET  ON  REQUEST 
& Fu//y  Accredited 


' 

LI'"! 
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Study  of  Doctor  Distribution — 

(Continued  from  page  30- A) 

to  match  physicians  with  placement  oppor- 
tunities. 

Described  in  the  Texas  State  Journal  of 
Medicine,  the  studies  indicate  that,  for  the 
state  as  a whole,  the  ratio  of  persons  to 
physicians  is  considerably  above  the  national 
ratio.  A breakdown  of  the  ratios  according 
to  metropolitan  and  rural  areas  indicates 
that  more  than  two-thirds  of  the  physicians 
in  Texas  are  located  so  as  to  serve  approxi- 
mately half  of  the  population.  Sixty-seven 
per  cent  of  the  9300  physicians  practicing 
in  the  state  are  grouped  in  sixteen  major 
urban  complexes. 

The  greatest  demand  throughout  the  state 
is  for  family  physicians. 

Otolaryngology  as  well  as  Internal  Medi- 
cine continue  to  provoke  a steady  number  of 
requests.  Opportunities  in  Obstetrics  and 
Gynecology  are  much  less  frequently  noted, 
but  there  is  a continuing  demand  for  Pedia- 
tricians. 

The  greatest  over-supply  in  relation  to 
physicians  listed  and  the  opportunities 


known  to  be  available  is  among  General 
Surgeons.  The  state  society  placement  of- 
fice has  47  surgeons  listed  for  each  place- 
ment opportunity. 

Label  Law  Proposed — 

Manufacturers  of  household  aids  have 
been  advised  of  the  type  of  labeling  that 
will  be  required  under  the  new  Federal  Haz- 
ardous Substances  Labeling  Act.  This  Act 
is  administered  by  the  Food  and  Drug  Ad- 
ministration and  requires  labeling  designed 
to  protect  the  consumer  against  hazards  in 
the  use  or  home  storage  of  common  house- 
hold aids. 

Household  products  to  be  so  labeled  in- 
clude waxes,  polishes,  cleaning  agents, 
bleaches,  detergents,  and  wood  finishes  if 
there  is  a hazard  in  their  use  or  storage  in 
the  home. 

Under  some  circumstances,  the  labeling 
must  include  the  common,  usual,  or  chemical 
name  of  the  hazardous  substance  or  of  each 
component  contributing  significantly  to  the 
hazard. 

The  word  “poison”  must  be  applied  in 
(Continued  on  page  38- A) 
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PHYSICIANS'  EXCHANGE 


treatment  of 
vaginal  infections 


Problem  is:  she’ll  wait  until  discomfort  is  acute 
and  then  expect  immediate  relief.  The  answer  is 
Trisert.  Trisert  preparations  contain  Allantoin, 
an  effective  debriding  agent  which  quickly  dis- 
solves heavy  mucus  often  accompanying  vaginal 
infections  . . . Methylbenzethonium  Chloride, 
a quaternary  germicide  which  removes  unpleasant 
odors  . . . Succinic  Acid,  an  aid  in  maintaining 
optimal  vaginal  pH  . . . 9-Aminoacridine  Hy- 
drochloride which  has  been  included  to  supple- 
ment the  bactericidal  and  trichomonacidal  activity 
of  other  constituents.  Treatment  with  Trisert 
Powder  will  control  symptoms  fast . . . usually 
within  an  hour  . . . and  provide  effective  initial 
treatment  for  48  hours.  After  a second  insuffla- 
tion, the  treatment  is  completed  with  at 
home  use  of  Trisert  Tablets  which  will  gen- 
erally bring  the  infection  under  complete 
control  within  7 days. 

Trisert 

TRISERT  TABLETS— Palienf  set,  con- 
tains  bottle  of  30  tablets  and  special 
inserter.  Bulk  bottle  of  100  tablets. 

TRISERT  POWDER  — Available  in  4 
gr.  individual  treatment  bottles.  12 
to  carton. 

TRISERT  POWDER  INSUFFLATOR  — Designed 
for  use  with  Trisert  Powder.  Its  use  is  urged  for 
maximum  efficiency. 

MM-860b 


1400  Harmon  Place*  Minneapolis  3,  Minn. 


WANTED  — Young  general  practitioner,  Ne- 
braska graduate,  salaiy  $1,200.00  to  $1,400.00  per 
month,  North-Central  Nebraska,  state  qualifications 
in  first  letter.  Write  Box  7,  Nebraska  State  Med- 
ical Journal,  1315  Shaiq)  Bldg.,  Lincoln,  Nebr. 


CLINIC  AVAILABLE  — General  practice  in  fur- 
nished clinic.  County  seat  town  SW  Nebraska,  3 
nursing  homes  in  town,  good  temtoiy.  Write  Box 
8,  Beaver  City,  Nebraska. 


Label  Law  Proposed — 

(Continued  from  page  32- A) 
prominent  letters  on  any  highly  toxic  sub- 
stance with  a warning  “to  keep  out  of  the 
reach  of  children.” 

Under  the  regulations,  human  experience 
data  would  take  priority  over  animal  experi- 
mentation data  in  determining  the  degree  of 
hazard,  where  the  two  are  in  conflict.  On 
the  basis  of  human  experience,  the  proposed 
regulations  would  designate  substances  as 
“highly  toxic”  and  would  require  containers 
to  be  marked  with  the  words  “Danger  — 
Poison.”  Such  substances  include  carbon 
tetrachloride,  diethylene  glycol,  kerosene, 
methyl  alcohol,  and  turpentine. 


I think  you’d  be  rid  of  that  tightness  in  your 
chest  if  you’d  wear  a larger  bra. 
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^ VITRO  SENSITIVITY  OF  250  STRAINS  OF  STAPHYLOCOCCI 
0 CHLOROMYCETIN  AND  TO  FOUR  OTHER  ANTIBIOTICS* 


/ 


CHLOROMYCETIN  78% 


Antibiotic  D 


Antibiotic  C 


21% 


ihese  strains  of  coagulase-positive  staphylococci  were  isolated  from  hospitalized  patients  at  a 
I'ge  county  hospital  during-  the  year  1959.  Sensitivity  tests  were  done  by  the  disc  method. 

Idapted  from  Bauer,  Perry.  & JCirby' 


e/ere, (ces-.-  <1)  Bauer,  A.  W.;  Pen-y,  D.  M.,  & Kirby.  W.  M.  M.;  J.A.U.A.  173:475, 1960.  (2)  Fisher,  M.  W.: 
rc/i.  Int.  il/ed.  105:413,  1960.  (3)  Cohen,  S.:  Circulation  20:96,  1959.  (4)  Ecbvards,  T.  S.:  Am.  J.  Ophtk. 
i,  Part  11:19, 1959.  (5)  Smith,  I.  M.:  Staphylococcal  Infections,  Chicago,  The  Year  Book  Publishers,  Inc., 
>58,  p.  148.  (6)  Petersdorf,  R.  G.; '-Rose,  M.  C.;  Minchew,  H.  B.;  Keene,  W.  R.,  & Bennett.  I.  L„  Jr.: 
y-  h.  lnt.  Med.  105:398,  1960.  (7)  Editorial:  J.A.M.A.  173:544,  1960.  (8)  Finland,  M.;  Jones,  W.  E,  Jr.,  & 
ennett,  I.  L.,  Jr.:  Arch.  Int.  Med.  104:365,  1959.  sm«i 
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n bacterial 
racheobronchitis 


Panalba 


promptly 


to  gain  precious 
therapeutic  hours 


In  the  presence  of  bacterial  infection,  taking  a culture  to  determine ; 
bacterial  identity  and  sensitivity  is  desirable— but  not  always  practical  ^ 
in  terms  of  the  time  and  facilities  available.  ■ 

A rational  clinical  alternative  is  to  launch  therapy  at  once  with 
Panalba,  the  antibiotic  that  provides  the  best  odds  for  success.  | 
Panalba  is  effective  (in  vitro)  against  30  common  pathogens,  includ- 1 
ing  the  ubiquitous  staph.  Use  of  Panalba  from  the  outset  (even  pend- ' 
ing  laboratory  results)  can  gain  precious  hours  of  efiEective  antibiotic  j 
treatment. 


analba  ^ your  broad-spectrum 

antibiotic  of  first  resort 


Supplied:  Capsules,  each  containing  Panmycin*  Phosphate 
(tetracycline  phosphate  complex),  equivalent  to  250  mg.  tetra- 
cycline hydrochloride,  and  125  mg.  Albamycin,*  as  novobiocin 
sodium,  in  bottles  of  16  and  100. 

Usual  Adult  Dosage:  1 or  2 capsules  3 or  4 times  a day. 

Side  Effects:  Panmycin  Phosphate  has  a very  low  order  of 
toxicity  comparable  to  that  of  the  other  tetracyclines  and  is 
well  tolerated  clinically.  Side  reactions  to  therapeutic  use  in 
patients  are  infrequent  and  consist  principally  of  mild  nausea 
and  abdominal  cramps. 

Albamycin  also  has  a relatively  low  order  of  toxicity.  In  a cer- 
tain few  patients,  a yellow  pigment  has  been  found  in  the 
plasma.  This  pigment,  apparently,  a metabolic  by-product  of  the 
drug,  is  not  necessarily  associated  with  abnormal  liver  function 
tests  or  liver  enlargement. 


Urticaria  and  maculopapular  dermatitis,  a few  cases  of  leuko-  " 
penia  and  agranulocjlosis  have  been  reported  in  patients 
treated  with  Albamycin.  Most  of  these  side  effects  usually  f 
disappear  upon  discontinuance  of  the  drug.  i 

Caution:  Since  the  use  of  any  antibiotic  may  result  in  over- 
growth of  nonsusceptible  organisms,  constant  observation  of 
the  patient  is  essential.  If  new  infections  appear  during  ther- 
apy, appropriate  measures  should  be  taken. 

Total  and  differential  blood  counts  should  be  made  routinely 
during  prolonged  administration  of  Albamycin.  The  possibility 
of  liver  damage  should  be  considered  if  a yellow  pigment,  a 
metabolic  by-product  of  Albamycin,  appears  in  the  plasma. 
Panalba  should  be  discontinued  if  allergic  reactions  that  are 
not  readily  controlled  by  antihistaminic  agents  develop. 


•Trademark,  Reg.  U.S.  Pat.  Off. 
The  Upjohn  Company 
Kalamazoo.  Michigan 
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Current  Comment 

The  Month  in  Washington — 

The  American  Medical  Association  sup- 
ported the  Kennedy  Administration’s  pro- 
posal to  provide  $750  million  in  matching 
funds  for  construction  of  medical,  dental, 
public  health  and  osteopathic  schools. 

In  a letter  to  Sen.  Lister  Hill  (D.,  Ala.), 
Chairman  of  the  Senate  Labor  and  Public 
Welfare  Committee,  Dr.  F.  J.  L.  Blasingame, 
Executive  Vice  President  of  the  A.M.A., 
said; 

“As  an  Association  of  179,000  practicing 
physicians,  we  are  vitally  interested  in  main- 
taining the  high  quality  of  medical  educa- 
tion in  the  United  States  because  of  its  di- 
rect relationship  to  medical  care.  For  over 
a centurjq  the  American  Medical  Association 
has  been  activelj^  and  effectively  engaged 
in  the  improvement  of  medical  education  in 
the  United  States.  It  can  now  be  said, 
with  assurance,  that  medical  education  in 
this  countiy  is  superior  to  that  found  any- 
where else  in  the  world.  It  is  not  a coin- 
cidence that  the  improved  standards  of 
medical  care  in  the  last  half  century  saw 
the  elimination  of  sub  - standard  medical 
schools  and  diploma  mills  which  had  been 
turning  out  gi'aduates  in  large  numbers. 
This  improvement  in  medical  education  is 
the  result  of  the  vigorous  efforts  of  this 
Association  and  other  interested  organiza- 
tions. 

“We  strongly  believe  that  increased  atten- 
tion must  be  given  to  the  adequacy  of  physi- 
cal facilities,  the  availability  of  qualified  in- 
structors and  the  availability  of  teaching 
material  and  patients  for  the  clinical  phases 
of  medical  education  if  high  standards  of 
medical  education  are  to  be  maintained. 
Any  attempt  to  increase  the  number  of  med- 
ical students  without  regard  to  these  con- 
ditions will  result  in  a lowering  of  the 
standard  of  medical  education.  We  are  of 
the  firm  conviction  that  increase  in  the 
physical  facilities  available  for  medical  edu- 
cation should  be  given  priority  at  this  time 
over  any  other  federal  legislation  in  the 
field  of  medical  education. 

“We  believe  that  there  is  need  for  assist- 
ance in  the  expansion,  construction  and  re- 
modeling of  the  physical  facilities  of  medical 
schools  and,  therefore,  a one-time  expendi- 
ture of  federal  funds  on  a matching  basis, 
(Continued  on  page  14- A) 
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I Put  your 
I low-back  patient 
I back  on  the  payroll 

* Soma  relieves  stiffness 
—stops  pain,  too 


The  muscle  relaxant  with  an  independent  pain-relieving  action 


(g  (carisoprodol,  Wallace) 

\^/  Wallace  Laboratories,  Cranbury,  New  Jersey 


YOUR  CONCERN:  Rapid  relief  from  pain  for  your 
patient.  Get  him  back  to  his  normal  activity,  fast! 

HOW  SOMA  HELPS:  Soma  provides  direct  pain  relief 
while  it  relaxes  muscle  spasm. 

YOUR  RESULTS:  With  pain  relieved,  stiffness  gone, 
your  patient  is  soon  restored  to  full  activity — often 
in  days  instead  of  weeks. 


Kestler  reports  in  controlled  study;  Average 
time  for  restoring  patients  to  full  activity:  with 
Soma,  11.5  days;  without  Soma,  41  days.  {J.A. 
M.A.  Vol.  172,  No.  18,  April  30,  1960.) 


Soma  is  notably  safe.  Side  effects  are  rare.  Drow- 
siness may  occur,  but  usually  only  in  higher  dosages. 
Soma  is  available  in  350  mg.  tablets,  usual  dosage: 
1 TABLET  Q.I.D. 


ST.  JOSEPH'S 


Oth  Annual  Clinics 

AUGUST  2 and  3,  1961 
DENVER,  COLORADO 

HOSPITAL 


The  staff  of  St.  Joseph's  Hospital  will  present  a postgraduate 

review  of  practical  approaches  and  recent  advances  in  medicine, 
obstetrics,  gynecology,  surgery  and  pediatrics.  The  clinics  are  designed 
to  be  attractive  to  both  general  practitioners  and  specialists. 


These  clinics  are  sponsored  by 
St.  Joseph's  Hospital  and  the  Colorado 
Academy  of  General  Practice,  and 
are  approved  for  10  hours  of  Category 
1 credit  by  the  American 
Academy  of  General  Practice. 


For  detailed  program  write: 

Mrs.  Hogue— Secretary  to  the  Administrator, 

St.  Joseph's  Hospital,  1818  Humboldt  Street, 
Denver  18,  Colorado. 

Clinic  Registration  Fee;  $10.00 


YOU'LL 

ENJOY 

COOL 

COLORADO 

IN 

AUGUST 


The  3Ionth  in  Washington — 

(Continued  from  pag'e  10- A) 

where  maximum  freedom  of  the  school  from 
federal  control  is  assured,  is  justified.” 

The  A. 31. A.  opposed  a provision  that 
might  encourage  medical  schools  to  expand 
too  rapidly.  Dr.  Blasingame  said : “It  is 
ouite  possible  that  a forced  increase  in 
freshman  enrollment  would  be  detrimental 
to  the  quality  of  medical  education.” 

The  Association  didn’t  take  a position  on 
the  provision  of  the  Administration  legisla- 
tion that  would  provide  federal  scholarships 
to  medical  students.  However,  Dr.  Blasin- 
g a m e described  to  the  senate  committee 
A.3I.A.’s  new  medical  scholarship  and  stu- 
dent loan  programs. 

The  General  Accounting  Office  found  the 
Defense  Department’s  3Iedicare  program 
being  conducted  generally  “in  a satisfactoiy 
manner,”  but  recommended  some  changes 
designed  to  correct  what  it  considered  “im- 
portant deficiencies.” 

The  Army,  which  administers  the  pro- 
gram of  medical  care  for  dependents  of 
members  of  the  armed  services,  took  steps 


to  put  into  effect  most  of  the  recommenda- 
tions of  the  G.A.O.,  which  audits  federal 
spending  for  Congi-ess. 

However,  3Iedicare  officials  rejected  a 
G.A.O.  proposal  for  a change  in  physician 
fees. 

“Our  review  disclosed  that  physicians’ 
claims  for  medical  care  are,  in  general,  sig- 
nificantly higher  in  states  where  maximum 
fees  are  made  known  to  physicians  than  in 
those  states  where  maximum  fees  are  not 
made  known,”  the  G.A.O.  reported.  “We 
estimate  that  there  is  an  additional  cost  of 
as  much  as  $3  million  to  $4  million  annually 
as  a result  of  maximum  fees,  rather  than 
normal  fees,  being  charged  in  the  states 
where  fee  schedules  are  distributed  to  the 
physicians.” 

The  G.A.O.  recommended  that  lower  fixed 
fee  schedules  be  negotiated  for  states  where 
a high  percentage  of  physicians  claims  are 
for  maximum  allowable  fees,”  subject  to  be- 
ing raised  only  on  the  basis  of  clearly  sup- 
ported evidence  of  higher  normal  fees.” 

If  lower  fees  cannot  be  negotiated,  the 
(Continued  on  page  20- A) 
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chronic  constipation, 
flatulence,  belching, 
intestinal  atony, 
indigestion^  > 


biliary  dysfunction  and  NEO 


WHEN 
THE  PATIENT 
WITHOUT 
ORGANIC  DISEASE 
COMPLAINS  OF 


CONSIDER 


NEOCHOLAN® 


Your  patient  will  often  respond  promptly  to  Neocholan  therapy.  It  greatly  increases  the  flow  of 
thin,  nonviscid  bile  and  corrects  biliary  stasis  by  flushing  the  biliary  system.  It  also  relaxes  intesti- 
nal spasm,  resulting  in  an  unimpeded  flow  of  bile  and  pancreatic  juice  into  the  small  intestine. 
Neocholan  helps  to  promote  proper  digestion  and  absorption  of  nutrients.  It  also  encourages 
normal  peristalsis  by  restoring  intestinal  tone. 


Each  tablet  provides;  Dehydrocholic  Acid  Compound, 
P-M  Co.  265  mg.  (Dehydrocholic  Acid,  250  mg.); 
Homatropine  methylbromide  1 .2  mg.;  Phenobarbital 
8.0  mg.  Supplied  in  bottles  of  100  tablets. 


PITMAN-MOORE  COMPANY 

DIVISION  OF  THE  DOW  CHEMICAL  COMPANY 
INDIANAPOLIS  6,  INDIANA 
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Gilmour-Danielson 

/*/  DRUG  COMPANY 

142  South  13th  Street  800  South  13th  Street 
Phone  HE  2- 1 246  Phone  HE  2-885 1 

Medical  Village,  48th  and  "A"  St. 
Phone  IV  8-2305 

— FREE  DELIVERY  — 

PRESCRIPTIONS  - ETHICAL  SERVICE 


Established  1927 


The  Month  in  Washington — 

(Continued  from  page  14- A) 

G.A.O.  said,  efforts  should  be  made  “to  have 
the  state  medical  society  or  other  appropri- 
ate parties  accept  the  responsibility  for  de- 
termining that  physician  claims  are  gener- 
ally not  in  excess  of  their  normal  charges.” 

The  G.A.O.  further  recommended  that 
“physicians  be  required  to  certify  on  each 
claim  that  the  amount  billed  does  not  exceed 
the  physician’s  normal  fee  for  the  medical 
care  furnished.” 

The  Army  disagreed,  saying  that  it  be- 
lieved “the  present  contracting  concept  is  the 
most  suitable  to  meet  the  requirements  and 
is  in  the  best  interests  of  the  government.” 

The  A.M.A.  noted  that  it  had  held  from 
the  outset  that  “fixed  fee  schedules  would 
result  in  a more  expensive  program  than  if 
physicians  were  permitted  to  charge  their 
noraial  fees.” 

Fixed  fee  schedules  call  for  some  fees 
above  some  so-called  normal  fees  and  others 
below  average  fees,  the  A.M.A.  said,  “physi- 
cians tend  to  ‘balance  out’  by  using  fees  list- 
ed in  the  fixed  fee  schedule.” 


Medicare  was  started  December  7,  1956. 
During  the  first  four  years  of  the  program, 
$130  million  was  paid  to  civilian  doctors 
and  $133  million  to  civilian  hospitals  for 
care  of  1.1  million  militaiy  dependents.  Ma- 
ternity cases  accounted  for  about  half  the 
total. 

Medicare  has  asked  Congress  for  $73.2 
million  for  the  fiscal  year  1962  beginning 
this  July  1.  This  is  a $6.9  million  increase 
over  Medicare’s  current  budget.  The  in- 
crease is  needed.  Medicare  said,  because  of 
more  militaiy  dependents  eligible  for  the 
program’s  benefits  and  increases  in  the  costs 
of  services. 


Increase  in  Medical  Faculties  Looms 
As  Pressing  Problem — 

National  attention  is  focused  on  the  prob- 
lem of  providing  an  adequate  supply  of 
physicians  to  meet  the  needs  of  a rapidly  ex- 
panding population.  Pressures  are  being 
exerted  from  many  sides  to  stimulate  an 
immediate  increase  in  the  number  of  medi- 
cal school  graduates  so  as  to  prevent  critical 
shortages  of  doctors  over  the  coming  decade. 

(Continued  on  page  22- A) 
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X-R^Y  FOLLOW- 

\ 


. . . time  after  time,  Patrician  “200”  guarantees 
x-ray  exposures  exactly  as  you  dial  them 


In  periodic  patient  follow-up,  you  really 
come  to  appreciate  the  meaning  of  “True-to- 
Dial”  accuracy  with  the  G-E  Patrician  “200” 
combination.  Film  comparison  is  easier  be- 
cause of  guaranteed  consistent  x-ray  output. 
Performance  holds  predictably  from  range 
to  range  . . . even  from  one  G-E  unit  to 
another!  And  with  it  you  get  so  many  more 
Patrician  features:  full-size  81"  tilting  table 
. . . independent  tubestand  . . . counterbal- 
anced, not  counterpoised,  fluoroscopic  screen 
or  spot-film  device  . . . radiation  confined  to 
screen  area  by  automatic  shutter  limiting 

DIRECT  FACTORY  BRANCH 
OMAHA 

1617  Dodge  Street  • Phone  341-6049 


device . . . economy  of  purchase  and  operation. 
You  can  rent  the  Patrician.  G-E  Maxiserv- 
ice® plan  provides  an  attractive  alternative 
to  outright  purchase.  Included,  for  a con- 
venient monthly  fee,  are  installation,  mainte- 
nance, parts,  tubes,  insurance,  local  taxes. 
Contact  your  G-E  x-ray  representative  listed 
below  for  details. 

Tigress  k Our  Most  Important  deduct 

GENERAL^  ELECTRIC 

RESIDENT  REPRESENTATIVES 
LINCOLN 
J.  C.  BELL 

4100  N.  71st  St.  • Ingersoll  6-0050 

SIOUX  CITY 
D.  J.  DUEPPEN 
918  31st  St.  • Phone  2-0795 
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in  OMAHA,  NEBRASKA 
stay  at  Hotel 


14th  and  Famam 

In  the  heart  of  downtown  Omaha,  Hotel 
Paxton  typifies  the  spirit  of  this  pro- 
gressive city  . . . continually  improving 
service  for  discriminating  guests,  accen- 
tuating charm,  individuality  and  livabil- 
ity in  all  guest  rooms,  extending  tradi- 
tionally famous  courtesy  to  travelers 
since  1882,  Hotel  Paxton  at  14th  and 
Farnam  is  your  choice  for  good  living. 

Visif  the  . . . 

• PAX  ROOM 
• TAVERN  GRILL 
• COFFEE  SHOP 
• MURAL  LOUNGE 


AN  AFFILIATED  NATIONAL  HOTEL 


Increase  in  Medical  Faculties  Looms 
As  Pressing  Problem — 

(Continued  from  page  20- A) 

Less  attention  is  directed  to  an  equally 
pressing  problem,  one  which  is  intimately 
related  to  the  first,  namely,  provision  of  an 
adequate  supply  of  teaching  personnel  to 
staff  the  medical  faculties,  according  to  the 
Pennsylvania  Medical  Journal.  To  stimu- 
late any  significant  increase  in  student  en- 
rollments without  providing  a correlated  in- 
crease in  medical  faculties  would  not  be  in 
the  ultimate  interests  of  medical  education. 
The  forward  effort  toward  a solution  of 
each  of  these  problems  must  be  timed  to 
move  in  unison. 

For  the  academic  year  1959  - 60,  851 
budgeted  full-time  faculty  positions  were 
unfilled.  The  number  of  unfilled  positions 
has  increased  annually  since  1955-56  when 
251  positions  were  reported  vacant.  The 
anticipated  increase  in  funds  for  medical 
research  will  augment  the  demand  for  full- 
time teachers  and  investigators  and  portends 
an  academic  deficit  of  considerable  dimen- 
sion so  far  as  actual  numbers  are  concerned. 
During  this  same  period,  however,  the  per- 
centage of  vacancies  relative  to  the  total 


number  of  full-time  positions  offered  has 
not  changed  very  much,  i.e.,  6.6  per  cent  in 
1950-51  compared  with  7.5  per  cent  in  1959- 
60. 


She’s  in  there  suffering,  and  it’s  all  my 
fault  — I hope! 
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Clinically  Proven 

in  more  than  750  published  clinical  studies 
and  over  six  years  of  clinical  use 

Outstandingly  Safe 
and  Effective 

for  the  tense  and 
nervous  patient 

•1  simple  dosage  schedule  relieves  anxiety 
dependably  — without  the  unknown  dangers 
of  “new  and  different”  drugs 

Q does  not  produce  ataxia,  stimulate  the 
^ appetite  or  alter  sexual  function 

3 no  cumulative  effects  in  long-term  therapy 

A does  not  produce  depression,  Parkinson-like 
^ symptoms,  jaundice  or  agranulocytosis 

r does  not  muddle  the  mind  or  affect 
normal  behavior 


Usual  dosage:  One  or  two  400  mg.  tablets  t.I.d. 
Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated 
tablets;  bottles  of  50.  Also  as  MEPROTABS*— 400  mg. 

unmarked,  cooted  tablets;  and  in  susfoined-re/eose 
copsules  as  MEPROSPAN®-400  end  MEPROSPAN®-200 
(containing  respectively  400  mg.  and  200  mg.  meprobamate). 

•trade-mark 


iltowir 

meprobamate  (Wallace) 


WALLACE  LABORATORIES  / Cranbury,  N.  J. 


CM-4730 
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IR^elCa^le 

PROFESSIONAL  LIABILITY 
INDIVIDUAL  INSURANCE 

udt^  cCc^pue 

t^cit  ccct^  t^e  c<^ 


Professional  Protection  Exclusively  since  7899 


OMAHA  OFFICE;  Robert  C.  Schmitz,  Representative 
5S60  Popleton  Avenue  Telephone  556-2945 


Current  Comment 

Health  Costs  for  Aged  Go  I'p — 

When  many  of  the  states  and  the  federal 
government  are  considering  plans  to  pay  the 
costs  of  medical  care  for  the  aged,  the  trou- 
bles of  the  three-year-old  Colorado  program 
provide  practical  information. 

Colorado’s  plan  was  approved  by  the  vot- 
ers in  1956  and  of  220  thousand  Colorado- 
ans over  60  years  of  age,  more  than  52  thou- 
sand were  entitled  to  the  medical  benefits. 
An  initial  annual  cost  of  ten  million  dollars 
was  anticipated.  This  estimate,  according 
to  an  article  in  the  Wall  Street  Journal,  was 
exceeded  by  the  time  the  plan  reached  its 
third  year  of  operation.  The  problem  has  now 
become  acute.  Revision  in  the  benefits  have 
been  necessaiy  because  of  this  rising  cost; 
beneficiaries  have  been  ordered  not  to  enter 
hospitals  except  in  emergencies.  Free  hos- 
pital stay  has  been  reduced  from  21  to  18 
days,  free  ambulance  service  has  been  elim- 
inated and  nursing  home  care  has  been  lim- 
ited to  only  the  most  feeble  of  the  aged. 

Although  increasing  charges  for  hospital 
and  medical  services  have  contributed  to  the 


problems  of  the  Colorado  plan,  over-utiliza- 
tion of  facilities  is  blamed  by  the  plan’s  wel- 
fare administrators  as  the  chief  problem. 

The  welfare  department  alleges  that  some 
physicians  were  too  lenient  in  cooperating 
with  the  elderly  patients’  \\dsh  to  be  hos- 
pitalized. The  state  has  ordered  hospitals 
to  establish  admissions  committees  of  three 
staff  doctors  to  rule  on  the  conditions  of 
all  patients.  A physician  seiwing  on  the 
state  welfare  board  says,  “If  physicians 
don’t  cooperate,  we’re  stuck.”  The  state’s 
medical  societies  are  reported  to  have 
pledged  their  support  to  the  welfare  board’s 
efforts  but  individual  physicians  are  re- 
ported to  resent  having  their  diagnoses  re- 
viewed by  other  physicians.  Physicians  re- 
sent any  implication  that  they  are  to  blame 
for  the  progi'am’s  ills.  They  point  instead  to 
the  pensioner  who  may  shop  around  until 
finding  a doctor  willing  to  put  him  in  the 
hospital. 

Partly  because  of  the  problems  of  Colo- 
rado, other  states  are  concerned  about  poten- 
tial costs  of  welfare  programs.  North  Da- 
kota’s medical-care-for-the-aged  progi'am, 

(Continued  on  page  30- A) 
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The  cigarette  that  made  the  fitter  famous! 


It’s  true.  Kent’s  enormous  rise  in  popularity— with  all  the  attendant  magazine 
and  newspaper  stories— really  put  momentum  to  the  trend  toward  filter  cigarettes! 

An  important  step  in  making  the  “Micro- 
nite”  Filter  is  Kent’s  “Jet-Blooming” 
Process.  Specially  designed  machines 
separate  the  soft,  pure,  all-vegetable 
material— then  compress  the  fibers  into 
the  filter  shape,  in  an  intricate  network  of 
tiny  channels  which  refine  smoking  flavor. 

So,  Kent  with  the  “Micronite”  Filter  re- 

ALL  THESE  FIBERS  ARE  COMPRESSED  INTO  THE  FILTER!  „ i i /i  n 

fines  away  harsh  flavor  . . . refines  away 
hot  taste  . . . makes  the  taste  of  a cigarette  mild. 

That’s  why  you’ll  feel  better  about  smoking  with  the  taste  of  Kent. 

A PRODUCT  OF  THE  P.  LORILLARD  COMPANY— FIRST  WITH  THE  FINEST  CIGARETTES— THROUGH  LORILLARD  RESEARCH 

@ 196  1 P.  LORILLARD  CO. 
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Protection  against  loss  of  income  from  accident 
and  sickness  as  well  as  hospital  expense  bene- 
fits for  you  and  all  your  eligible  dependents. 


PHYSICIANS  CASUALTY  AND 
HEALTH  ASSOCIATIONS 

OMAHA  31,  NEBRASKA 
Since  1902 

Handsome,  Professional  Appointment  Book 
sent  to  your  FREE  upon  request. 


Health  Costs  for  Aged  Go  Up — 

(Continued  from  page  28- A) 

scheduled  to  go  into  effect  July  1,  will  re- 
quire prior  authorization  from  a county  wel- 
fare board  before  any  pensioner  is  eligible 
for  treatment.  Tennessee’s  program  will 
contain  tight  restrictions  on  hospital  admis- 
sions. 


CUSACK-HARMON 

COMPANY 

for 
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relieves  the  symptoms  of  seasonal  allergy 

What  may  be  insignificant  undergrowth  to  some,  can  seem  to  engulf 
others  who  suffer  from  weed-pollen  allergy.  For  such  patients,  benadryl 
provides  a twofold  therapeutic  approach  to  the  management  of  distress- 
ing symptoms. 

antihistaminic  action  A potent  antihistaminic,  benadryl  breaks 
the  cycle  of  allergic  response,  thereby  relieving  nasal  congestion,  sneez- 
ing, lacrimatioa,  and  pruritus. 


antis pasmodic  action  Because  of  its  inherent  atropine-like  prop- 
erties, BENADRYL  affords  Concurrent  relief  of 
bronchial  and  gastrointestinal  spasm.  , 
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ROXANE 


A new  name  in  Pharmaceuticals 

Philips  Roxane  comes  to  you  as  a new  name 
in  American  pharmaceutical  manufacture.  But 
our  roots  go  deep.  We  have  well-established 
resources  in  this  country.  In  Holland  and 
elsewhere  in  Europe,  we  have  access  to 
research  from  which  substantial  contributions 
have  been  made  in  the  areas  of  human, 
animal  and  plant  health. 

A wide  range  of  new  pharmaceuticals  is  now 
being  developed  which  will  have  significant 
usefulness  to  you  in  your  practice. 

For  example,  extensive  studies  are  now  being 
carried  out  in  organic  synthesis,  vaccines,  and 
radioactive  isotopes.  Some  of  these 
pharmaceuticals  and  biologicals  are  presently 
undergoing  clinical  trials  in  this  country. 

One  research  project  nearing  completion  is 
a measles  vaccine,  now  undergoing  extensive 
U.  S.  clinical  trial.  Another  preparation,  soon 
to  be  available,  is  a progestational  agent 
which  gives  promise  of  offering  distinct 
advantages  over  those  presently  available. 

A true  progestin,  it  will  have  wide  application  in 
female  disturbances  without  androgenic, 
estrogenic,  or  corticosteroid  side  effects. 

Philips  Roxane  has  acquired  affiliates 
throughout  the  United  States,  where  research 
and  development  in  human,  animal  and  plant 
medicines  are  being  greatly  extended  through 
their  production  facilities  and  sales 
organizations. 

The  name  Philips  Roxane  will  become  as 
familiar  to  you  as  the  names  of  many  other 
fine  pharmaceutical  houses  in  this  country, 
whose  products  and  people  serve  you  faithfully. 


PHILIPS  ROXANE, 


SUBSIDIARY  OF  PHILIPS  ELECTRONICS  AND  PHARMACEUTICAL  INDUSTRIES  CORP. 
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Kills  "GOLDEN  VILLAIN” 
Staphylococcus  aureus  in 
30  SECONDS 

Profecfs  Gives  bacteriostatic 
protection  for  days  due  to  its 
residual  effect 

[deodorizes  within  seconds 

here’s  how 
Pheneen® 
Solution 

plays  "Beat  the^^^’’ 

Recent  tests  have  shown  that  Pheneen  Solution  uniformly 
kills  virulent  cultures  of  Staphylococcus  aureus  within  30 
seconds  after  contact.’  Other  tests  against  a wide  variety 
of  pathogenic  bacteria  and  fungi  prove  Pheneen’s  germ- 
icidal superiority  in  speed  and  effectiveness.  Add  to  this 
the  economy,  lack  of  irritation  and  complete  instrument 
protection,  and  you  have  the  reasons  why  Pheneen  Solu- 
tions are  winning  new  users  daily. 

The  active  ingredients  of  Pheneen  are  not  volatile  and 
remain  for  long  periods  of  time  giving  prolonged  protec- 
tion as  an  invisible  bacterial  barrier. 

The  deodorizing  quality  of  Pheneen  has  been  utilized 
for  odor  control  throughout  the  hospital  and  professional 
office.  In  this  respect  it  is  without  equal,  deodorizing 
instantly  upon  contact,  yet  never  leav- 
ing an  odor  of  its  own. 

Pheneen  Solution  N.R.I.  contains 
No  Rust  Inhibitors,  and  is  recom- 
mended for  disinfection  of  non- 
metallic  objects.  Both  types  are  sup- 
plied in  quart  and  gallon  bottles,  and 
in  bulk  drums. 

^Jorres,  S.  M.:  Unpublished  test  re- 
port from  Pratt  Diagnostic  Clinic, 
New  England  Medical  Center,  Boston, 
Mass.  (July,  1958)  nw-660 

ORDER  NO  W or — ask  your  Ulmer  Phar- 
macol Company  representative  for  your 
trial  sample  of  Pheneen  Solutions  with 
complete  literature  and  Pheneen  booklet. 


THE  ULMER  PHARMACAL  CO. 

1 400  HARMON  PLACE  « MINNEAPOLIS  3,  MINN. 


Current  Comment 

The  3Ionth  in  Washington — 

The  American  Medical  Association  op- 
posed three  major  provisions  of  a bill  (S. 
1552)  that  would  greatly  increase  the  pow- 
ers of  the  federal  government  in  regulation 
of  the  ethical  drug  industry. 

These  three  provisions  would  turn  over 
to  the  Department  of  Health,  Education  and 
Welfare  and  the  Food  and  Drug  Administra- 
tion the  responsibility  for  ( 1 ) relaying  of 
drug  information  to  physicians,  (2)  select- 
ing the  names  of  new  drugs,  and  (3)  decid- 
ing whether  a drug  is  of  value  in  treating 
human  ills. 

The  A.M.A.  didn’t  take  a position  on  the 
bill  as  a whole  because  cei-tain  of  its  provi- 
sions, “such  as  the  Sherman  Act  and  patent 
law  amendments,  are  outside  our  area  of 
competence.” 

Dr.  Hugh  H.  Hussey,  Jr.,  Chairman  of 
the  A.M.A.’s  Board  of  Trustees  and  Dean  of 
Georgetown  University  (Washington,  D.C.) 
School  of  Medicine,  was  the  chief  A.M.A. 
witness  at  the  opening  of  hearings  on  the 
legislation  before  the  Senate  Antitrust  and 
iMonopoly  Subcommittee  headed  by  Sen. 
Estes  Kefauver  (D.,  Tenn.).  Dr.  Hussey 
was  accompanied  by  Dr.  Ernest  B.  Howard, 
Assistant  Executive  Vice  President  of 
A.IM.A.,  and  C.  Joseph  Stetler,  A.M.A.’s 
General  Counsel. 

With  Congress  trjung  for  adjournment  by 
about  September  1 and  much  “must”  legis- 
lation still  to  be  acted  upon,  it  appeared 
highly  unlikely  that  Congress  would  com- 
plete action  on  the  drug  legislation  this 
year. 

Dr.  Hussey  reviewed  for  the  subcommittee 
A.M.A.’s  70-year  record  of  taking  the  lead  in 
endorsing  legislation  designed  to  insure  the 
purity  of  drugs  and  food.  The  A.M.A.  car- 
ried on  intensive  legislative  efforts  in  the 
field  and  “is  generally  credited  with  being 
one  of  the  major  forces  that  brought  the 
first  Pure  Food  and  Drug  Act  into  being” 
in  1906,  Dr.  Hussey  said. 

Dr.  Hussey  cited  these  A.M.A.  aims  that 
“we,  as  physicians,  are  desirous  of  achiev- 
ing: 

“ — We  want  all  physicians  to  be  well- 
trained  and  fully  informed  on  all  as- 
pects of  the  practice  of  medicine. 

(Continued  on  page  10-A) 
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Clinically  Proven 

in  more  than  750  published  clinical  studies 
and  over  six  years  of  clinical  use 


Outstandingly  Safe 
and  Effective 


for  the  tense  and 
nervous  patient 

1 simple  dosage  schedule  relieves  anxiety 
dependably  — without  the  unknown  dangers 
of  “new  and  different’’  drugs 

Q does  not  produce  ataxia,  stimulate  the 

^ appetite  or  alter  sexual  function 

3 no  cumulative  effects  in  long-term  therapy 

A does  not  produce  depression,  Parkinson-like 

^ symptoms,  jaundice  or  agranulocytosis 

r does  not  muddle  the  mind  or  affect 
normal  behavior 


Usual  dosage:  One  or  two  400  mg.  toblets  t.i.d. 
Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated 
tablets;  bottles  of  50.  Also  as  MEPROTABS*— 400  mg. 

unmarked,  coated  tablets;  and  In  sustained-retease 
capsules  as  MEPROSPAN®-400  and  MEPROSPAN®-200 
(containing  respectively  400  mg.  and  200  mg.  meprobamate). 

•trade-mark 


Milt  own* 

meprobamate  (Wallace) 


WALLACE  LABORATORIES  / Cranbury,  N.  J. 
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The  Month  in  Washington — 

(Continued  from  page  8- A) 

“ — We  want  this  body  of  knowledge  and 
reservoir  of  skills  to  include  a high  de- 
gree of  competence  in  the  selection  and 
proper  use  of  drugs. 

“ — We  want  a continuing  and  expanding 
flow  of  useful  drug  products  placed  at 
the  disposal  of  these  physicians.” 

Dr.  Hussey  pointed  out  that  the  A.M.A. 
already  conducts  an  intensive  program  of  in- 
forming physicians  about  new  drugs  and 
that  this  program  is  now  in  process  of  be- 
ing stepped  up. 

“The  medical  profession  believes  that 
the  education  of  physicians  is  the  responsi- 
bility and  perogative  of  the  profession  it- 
self,” he  said. 

Assigning  responsibility  for  selecting 
names  of  new  drugs  to  the  federal  govern- 
ment would  merely  be  duplication  of  the 
program  of  di*ug  nomenclature  which  has 
been  operated  for  many  years  by  the  A.M.A. 
and  the  pharmaceutical  industry,  Dr.  Hussey 
declared.  This  program  also  has  recently 
been  refined  and  improved,  and  will  con- 


REPRINTS 

OF  YOUR 

Technical  Article 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor's  library. 


It  costs  very  little 
to  run  reprints — 
write  us  for  prices 


NEWS  Printing  Service 

118  North  Fifth 

i NORFOLK,  NEBRASKA 

+ 

^ Owned  by  The  Huse  Publishing  Co. 

X 

Letterheads  ■ Statements 

•T 

•{•  Envelopes  • Office  Forms 

A 

^ Quality  Printing  at  the  Right  Price 


tinue  to  meet  the  need  for  an  orderly  system 
for  selecting  names  for  new  drugs. 

In  the  final  analysis,  it  is  the  physician 
and  the  pharmacist  who  must  know  the  non- 
proprietary names  of  drugs,  he  said.  These 
two  professions  now  direct  this  naming  pro- 
cess, and  “we  do  not  believe  the  responsi- 
bility for  designating  and  revising  names 
should  be  assigned  to  a governmental  agen- 
cy,” he  said. 

Regarding  determination  of  the  efficacy 
of  a new  drug.  Dr.  Hussey  said: 

“We  believe  that  only  the  physician  has 
the  knowledge,  ability  and  responsibility  to 
make  a decision  as  to  what  drug  is  best  for 
a particular  patient.  He  should  not  be  de- 
prived of  the  use  of  drugs  that  he  believes 
are  medically  indicated  for  his  patient  by  a 
governmental  ruling  or  decision.” 

“Physicians  seek  to  treat  the  medical  prob- 
lems of  individual  patients.  A physician 
does  not  treat  ten  cases  of  hypertension,  he 
treats  ten  individual  patients,  each  of  whom 
has  a medical  problem  he  has  diagnosed  as 
hypertension.  He  may  find  that  the  same 
(Continued  on  page  22-A) 
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chronic  constipation, 
flatulence,  belching, 
intestinal  atony, 
indigestion^ 


biliary  dysfunction  and  NEO 


NEOCHOLAN® 


WHEN 
THE  PATIENT 
WITHOUT 
ORGANIC  DISEASE 
COMPLAINS  OF 


CONSIDER 


Your  patient  will  often  respond  promptly  to  Neocholan  therapy.  It  greatly  increases  the  flow  of 
thin,  nonviscid  bile  and  corrects  biliary  stasis  by  flushing  the  biliary  system.  It  also  relaxes  intesti- 
nal spasm,  resulting  in  an  unimpeded  flow  of  bile  and  pancreatic  juice  into  the  small  intestine. 
Neocholan  helps  to  promote  proper  digestion  and  absorption  of  nutrients.  It  also  encourages 
normal  peristalsis  by  restoring  intestinal  tone. 


Eachtablet  provides:  Dehydrocholic  Acid  Compound, 
P-M  Co.  265  mg.  (Dehydrocholic  Acid,  250  mg.); 
Homatropine  methylbromide  1.2  mg.;  Phenobarbital 
8.0  mg.  Supplied  in  bottles  of  100  tablets. 
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V^_>^oca-CoIa,  too,  has  its  place 
in  a well  balanced  diet.  As  a 
pure,  wholesome  drink,  it 
provides  a bit  of  quick  energy., 
brings  you  back  refreshed  after 
work  or  play.  It  contributes  to 
good  health  by  providing  a 
pleasurable  moment’s  pause 
from  the  pace  of  a busy  day. 


The  Month  in  Washington — 

(Continued  from  page  10- A) 

dosage  of  the  same  form  of  the  same  drug 
will  be  efficacious  in  each  and  all  of  his  ten 
patients. 

“Or  he  maj"  find  that  one  or  more  of  them 
need  different  dosages,  or  different  forms 
of  this  same  drug.  He  may,  indeed,  find 
that  one,  two  or  three  of  them  are  allergic 
to  the  non-active  ingredients  used  in  this 
brand  of  the  drug,  and  that  a different 
brand,  with  other  non-active  ingredients,  is 
the  proper  answer. 

“Thus,  in  one  patient,  a specific  dosage 
of  a specific  drug  might  be  said  to  be  effi- 
cacious. While  in  another,  it  would  be  de- 
scribed as  totally  ineffective. 

“A  physician  can  be  told  many  things 
about  a drug,  including  its  chemistry,  its 
mode  of  action  and,  to  some  extent,  its  toxic 
properties.  But  he  must  judge  its  efficacy.” 

Physicians  Who  Perform  Surgery — 

Surgeiy  as  a means  of  treatment  repre- 
sents a substantial  part  of  the  total  health 
care  in  terms  of  both  the  use  and  cost  of 


health  services.  The  report  of  a survey  re- 
leased by  the  Health  Information  Founda- 
tion indicates  that  about  7 in  10  of  the  in- 
hospital  surgical  procedures  in  this  country 
are  performed  by  specialists  in  surgery. 

About  30  per  cent  of  the  in-hospital  sur- 
gical procedures  were  performed  by  physi- 
cians who  reported  that  they  did  not  spe- 
cialize in  surgery;  of  these.  General  practi- 
tioners in  private  practice  accounted  for  the 
largest  proportion  or  22  per  cent  of  all  sur- 
gical procedures.  Three  out  of  seven  of  all 
procedures  were  performed  by  Board  Certi- 
fied Surgeons. 

The  smwey  indicated  that  the  surgeons 
who  are  specialists  and  Board  Certified  did 
a larger  share  of  the  surgery  performed  in 
the  large  hospitals  and  hospitals  located  in 
metropolitan  areas.  Four  out  of  five  sur- 
gical procedures  occurred  in  hospitals  ap- 
proved by  the  joint  commission  on  accredita- 
tion. Full  specialists  did  a larger  propor- 
tion of  the  surgery  in  accredited  than  non- 
accredited  hospitals.  The  proportion  of  op- 
erations performed  by  specialists  was  high- 
er, approaching  90  per  cent  in  the  case  of 
(Continued  on  page  36- A) 
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The  Weeders,  Van  Gogh,  Bernard  Koehler  Collection,  Berlin 


Essential  in  moving  external  masses,  but  potentially  dangerous  in  moving  the 
bowels,  since  vascular  accidents  may  be  precipitated  in  heart  patients  by 
excessive  straining  at  stool.  For  cardiac  patients  with  constipation,  Metamucil 
adds  a soft,  bland  bulk  to  the  bowel  contents  to  stimulate  normal  peristalsis 
and  also  to  hold  water  within  stools  to  keep  them  soft  and  easy  to  pass.  Thus 
Metamucil,  with  an  adequate  water  intake,  induces  natural  elimination  with  a 
minimum  of  straining.  Metamucil  also  promotes  regularity  through  “smooth- 
age”  in  all  types  of  constipation. 

brand  of  psyllium  hydrophilic  mucilloid  ® 

Metamucil 

Available  as  Metamucil  powder  or  as  the  new  lemon-flavored  Instant  Mix  Metamucil 
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treatment  of 
vaginal  infections 


Problem  is:  she’ll  wait  until  discomfort  is  acute 
and  then  expect  immediate  relief.  The  answer  is 
Trisert.  Trisert  preparations  contain  Allantoin, 
an  effective  debriding  agent  which  quickly  dis- 
solves heavy  mucus  often  accompanying  vaginal 
infections  . . . Methylbenzethonium  Chloride, 
a quaternary  germicide  which  removes  unpleasant 
odors  . . . Succinic  Acid,  an  aid  in  maintaining 
optimal  vaginal  pH  . . . 9-Aminoacridine  Hy- 
drochloride which  has  been  included  to  supple- 
ment the  bactericidal  and  trichomonacidal  activity 
of  other  constituents.  Treatment  with  Trisert 
Powder  will  control  symptoms  fast . . . usually 
within  an  hour  . . . and  provide  effective  initial 


treatment  for  48  hours.  After  a second  insuffla- 
tion, the  treatment  is  completed  with  at 
£]  home  use  of  Trisert  Tablets  which  will  gen- 
erally bring  the  infection  under  complete 
control  within  7 days. 


Trisert 


TRISERT  TABLETS— Patient  set,  con- 
tains bottle  of  30  tablets  and  special 
inserter.  Bulk  bottle  of  100  tablets. 


TRISERT  POWDER  — Available  in  4 
gr.  individual  treatment  bottles.  1 2 
to  carton. 


TRISERT  POWDER  INSUFFLATOR -Designed 
for  use  with  Trisert  Powder.  Its  use  is  urged  for 
maximum  efficiency. 


THE 


MM-8i0b 

PHARMACAL  COMPANY 

1 400  Harmon  Place  • Minneapolis  3,  Minn. 


Physicians  Who  Perform  Surgery — 

(Continued  from  page  22- A) 

gastrointestinal  and  urinary  operations. 
General  practitioners,  while  accounting  for 
only  one  fifth  of  all  in-hospital  surgical  pro- 
cedures, performed  34  per  cent  of  tonsilec- 
tomies  and  23  per  cent  of  the  appendecto- 
mies. 

In  comparing  the  percentage  of  pro- 
cedures performed  by  specialist  and  non- 
specialists, there  is  no  apparent  correlation 
with  the  income  of  the  patient’s  family. 

A Growing  Crisis — 

Although  the  present  generation  may  from 
the  perspective  of  a future  date  be  knoum 
as  having  lived  in  the  “space  age,”  our  times 
also  may  be  remembered  as  an  era  of  foolish 
wastage  of  human  resources.  This  waste 
can  occur  through  the  neglect  of  the  handi- 
capped, disabled  or  aging  members  of  so- 
ciety. The  number  of  nonproductive  people 
in  our  society  is  increasing  at  a tremendous 
rate  according  to  an  editorial  in  the  Texas 
State  Journal  of  Medicine.  An  important 
factor  in  the  increase  of  nonproductive  citi- 
zens is  our  employment  policies  which  pre- 
vent many  from  working.  It  is  estimated 
that,  if  present  trends  persist,  only  one-half 
of  our  population  will  be  productive  in  1980. 

This  crisis  has  in  part  been  created  by 
recent  advances  in  medical  science  which 
prolong  the  life  of  the  entire  population  and 
save  the  lives  of  many  injured  or  diseased 
who  would  have  perished.  The  result  is  an 
increase  in  the  number  of  handicapped  and 
disabled  individuals. 

To  keep  these  individuals  productive,  our 
present  policies  on  employment  and  retire- 
ment must  be  re-evaluated.  It  is  recom- 
mended that  each  individual  should  be  as- 
sessed as  an  employee  on  his  own  merits 
and  not  according  to  his  age.  The  seiwices 
of  total  rehabilitation  should  be  applied  to 
workers  who  have  disabilities  from  illness, 
injury  or  aging  in  order  that  they  can  be 
productive  as  long  as  possible. 

Rehabilitation  must  be  considered  an  in- 
tegral part  of  medical  care  and  therefore  of 
concern  to  all  physicians.  Rehabilitation  is 
most  successful  when  it  is  applied  early  and 
continued  progressively  throughout  the 
period  of  disability  until  the  individual  has 
been  restored  to  his  fullest  usefulness. 

(Continued  on  page  38- A) 
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How  to  use 

Traneopab 

Brand  of  chlormezonone  * 


He  needs  his  muscles  working  properly— 
when  they  aren’t,  he  needs 


Trancopail 


in 

musculoskeletal 

^^splinting’’ 


Although  “splinting”  of  a joint  by 
skeletal  muscle  spasm  is  often  pro- 
tective, it  can  go  too  far  or  continue 
too  long.  Then  spasm,  pain  and  dis- 
use may  lead  to  wasting. 

When  you  prescribe  Trancopal, 
you  can  prevent  “oversplinting.” 
Trancopal  will  relax  the  spasm,  ease 
the  pain  and  get  the  muscle  work- 
ing again.  Relaxation  generally  be- 
gins within  half  an  hour,  and  the 
efiFects  of  one  tablet  last  from  four  to 
six  hours. 

In  addition  to  relaxing  the  muscle, 
Trancopal  will  mildly  tranquilize 
the  patient,  reducing  the  restless- 
ness and  irritability  that  so  often 
accompany  discomfort.  With  Tran- 
copal, the  patient  can  soon  start 
purposeful  exercise  and  physical 
therapy. 

Trancopal  has  been  found  very 
effective  in  the  treatment  of  pa- 
tients with  low  back  pain  (lum- 
bago), neck  pain  (torticollis),  bur- 
sitis, fibrositis,  myositis,  ankle  sprain, 
tennis  elbow,  osteoarthritis,  rheu- 
matoid arthritis,  disc  syndrome  and 
postoperative  muscle  spasm.  Tran- 
copal is  available  in  200  mg.  Caplets® 
(green  colored,  scored)  and  in  100 
mg.  Caplets  (peach  colored,  scored), 
bottles  of  100. 

Dosage:  Adults,  1 Caplet  ( 200  mg. ) 
three  or  four  times  daily;  children 
(5  to  12  years),  from  50  to  100  mg. 
three  or  four  times  daily. 


LABORATORIES 

New  York  18,N.Y. 
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Piotection  against  loss  of  income  from  accident 
and  sickness  as  well  as  hospital  expense  bene- 
fits for  you  and  all  your  eligible  dependents. 
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^ Handsome,  Profe.ssional  Appointment  Book 
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A Growing  Crisis — 

(Continued  from  page  36- A) 

The  physician  is  urged  to  participate  in 
developing  and  supervising  the  whole  pro- 
gram of  the  various  phases  of  rehabilitation. 
His  responsibility  should  not  end  with  the 
acute  phase  of  illness  or  injury.  In  this  con- 
cept, medical  care  includes  many  complex 
problems  — physical,  emotional,  social,  and 
economic  in  addition  to  the  traditional  acute 
medical  problems. 

If  the  disabled  remain  nonproductive,  the 
burden  of  their  support  must  eventually  fall 
upon  society  as  a whole,  either  through  com- 
pulsoiy  or  through  voluntaiy  taxation.  The 
wise  use  of  rehabilitation  procedures  can 
make  many  more  patients  self-supporting 
and  release  society  from  this  burden. 

“Organized  Medicine”  and  Democracy — 

A popular  indoor  sport  has  developed  in 
that  part  of  the  American  press  that  favors 
tax  supported  medicine.  The  sport  consists 
of  picking  on  the  American  Medical  Associa- 
tion as  a trust  or  union  controlled  either  by 
ultra  right  wing  elements  or  by  semi-retired 
wealthy  political  doctors.  According  to  an 
editorial  in  the  Wisconsin  Medical  Journal, 


the  impression  includes  the  idea  that  the  av- 
erage Doctor  doesn’t  dare  disagree  with  the 
dictates  of  his  medical  leaders  for  fear  of 
being  put  out  of  business  by  “organized 
medicine.” 

Those  who  participate  as  members  in  the 
activities  of  theii-  local,  state  and  American 
IMedical  Association  know  that  these  organ- 
izations are  truly  democratic  both  in  struc- 
ture and  in  function.  It  is  true  that  we  suf- 
fer not  only  from  the  sniping  of  some  of 
our  own  members  but  from  the  silence  of 
many  doctors  resulting  either  from  reti- 
cence, modesty,  expediency,  or  plain  indif- 
ference. 

The  unfortunate  fact  that  too  many  doc- 
tors do  remain  silent  gives  some  credence 
to  the  impression  that  is  created  by  those 
who  consider  the  American  IMedical  Associa- 
tion as  an  obstacle  in  the  implementation  of 
their  schemes.  These  false  ideas  may  be 
challenged  but  usually  in  medical  publica- 
tions read  only  by  doctors  and  there  is  dan- 
ger that  the  public  may  accept  these  state- 
ments as  true. 

This  disagi-eement  is  natural  and  an  ex- 
( Continued  on  page  41- A) 
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— FREE  DELIVERY  — 

PRESCRIPTIONS  - ETHICAL  SERVICE 


Esfablhhed  1927 


“Organized  Medicine”  and  Democracy — 

(Continued  from  page  38- A) 
pected  Democratic  prerogative.  Difference 
among  members  should  be  stated  and  dis- 
cussed within  the  organization  so  as  to  help 
form  a proper  policy.  Only  if  this  agree- 
ment is  so  basic  that  there  is  no  common 
ground,  should  a member  become  silent  or 
ultimately  resign.  A majority  of  the  mem- 
bers of  medical  associations  support  the 
policies  of  the  organization  and  their  posi- 
tion should  be  known  in  a public  manner. 
Doctors  must  stand  up  and  be  counted  in  or- 
der to  end  the  prevalent  policy  that  the 
members  of  the  medical  profession  are  like 
sheep  lead  by  a few  goats. 


"‘I  vondered  what  made  him  tick!” 
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in  OMAHA,  NEBRASKA 
stay  at  Hotel 


14th  and  Famam 

In  the  heart  of  downtown  Omaha,  Hotel 
Paxton  tjT)ifies  the  spirit  of  this  pro- 
gressive city  . . . continually  improving 
service  for  discriminating  guests,  accen- 
tuating charm,  individuality  and  livabil- 
ity in  all  guest  rooms,  extending  tradi- 
tionally famous  courtesy  to  travelers 
since  1882,  Hotel  Paxton  at  14th  and 
Farnam  is  your  choice  for  good  living. 

Vhii  the  . . . 

• PAX  ROOM 
• TAVERN  GRILL 
• COFFEE  SHOP 
• MURAL  LOUNGE 


AN  AFFILIATED  NATIONAL  HOTEL 


“I’m  taking  you  off  starches.” 
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With  proper  medical  management  and  adequate 
control  of  seizures,  epileptic  persons  may  lead  pro- 
ductive, functioning  lives/’^  To  implement  this  goal, 
many  clinicians  have  come  to  rely  on  Dilantin  for 
outstanding  control  of  grand  mal  and  psychomotor 
attacks.  For  example,  when  Dilantin  was  adminis- 
tered to  12  patients,’  all  but  one  remained  seizure- 
free  in  the  hospital  after  the  diphenylhydantoin 
blood  level  had  reached  its  maximum.  This  patient 
experienced  a single  convulsion  but  had  “...no 
further  seizures  during  the  subsequent  three  and 

mi  A MT| ^ months  of  observa- 
IflLnPIIIN  tion.”  Dilantin  Sodium 

(diphenylhydantoin  sodium, 
Parke-Davis)  is  available  in 
several  forms,  including 
Kapseals,  0.03  Gm.  and  0.1 
Gm.,  bottles  of  1 00  & 1 ,000. 
other  members  of  the  PARKE-DAVIS  FAMILY  OF  ANTICONVULSANTS 
forgrand  mal  and  psychomotorseizures:  Phelantin® 
Kapseals  (Dilantin  100  mg.,  phenobarbital  30  mg., 
desoxyephedrine  hydrochloride  2.5  mg.),  bottles  of 
100.  for  the  petit  mal  triad:  Milontin®  Kapseals 
(phensuximide,  Parke-Davis)  0.5  Gm.,  bottles  of 
100  and  1,000;  Suspension,  250  mg.  per  4 cc., 
16-ounce  bottles  * Celontin®  Kapseals  (methsuxi- 
mide,  Parke-Davis)  0.3  Gm.,  bottles  of  100. 
Zarontin®  Capsules  (ethosuximide,  Parke-Davis) 
0.25  Gm.,  bottles  of  100.  See  medical  brochure  for 
details  of  administration,  precautions,  and  dosage. 


SODIUM  KAPSEALS® 

HELPS  KEEP 
HIS  SEIZURES 
IH  CHECK 


0)  Carter,  S.;  M.  Clin.  North  America  37:315,  1953. 

(2)  Maltby,  G.  L.:  J.  Maine  M.  A.  43:257,  1957. 

(3)  Buchthal,  F.;  5vensmark,  O.,  & Schiller,  P,  J.:  Arch. 
Neurol.  2:624,  1960. 
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V^^oca-Cola,  too,  has  its  place 
in  a well  balanced  diet.  As  a 
pure,  wholesome  drink,  it 
provides  a bit  of  quick  energy., 
brings  you  back  refreshed  after 
work  or  play.  It  contributes  to 
good  health  by  providing  a 
pleasurable  moment’s  pause 
from  the  pace  of  a busy  day. 


Current  Comment 

The  Month  in  Washington — 

The  American  Medical  Association  cited 
more  than  50  reasons  why  the  vast  majority 
of  the  nation’s  physicians  believe  the  Ad- 
ministration’s medical  care  program  would 
be  “bad  medicine  for  the  people  of  this 
country.” 

The  A.M.A.’s  objections  to  the  proposal 
were  spelled  out  in  a detailed,  91-page 
printed  statement  presented  to  the  House 
Ways  and  Means  Committee  by  Dr.  Leonard 
W.  Larson,  Bismarck,  N.D.,  president  of  the 
A.M.A. 

The  committee  held  two  weeks  of  hearings 
(July  24  - Aug.  5)  on  the  Administration 
proposal  (H.R.  4222)  which  would  provide 
limited  hospitalization,  nursing  home  care 
and  outpatient  diagnostic  services  for  social 
security  recipients.  The  program  would  be 
financed  by  an  increase  in  payroll  taxes  on 
workers,  employers  and  the  self-employed. 

Dr.  Larson  declared  that  the  Administra- 
tion program  would  force  upon  Americans 
a system  of  health  care  in  which  the  qual- 
ity of  medical  care  would  deteriorate,  ir 


which  quality  would  become  secondary  to 
cost. 

He  said  American  medicine  is  the  best  in 
the  world,  medical  education  unsurpassed 
and  the  qualifications  of  U.S.  physicians  un- 
matched. 

“Ours  is  a dynamic  system  of  health  care 
— and  it  works,”  he  said.  “The  very  fact 
that  we  now  have  16 1/2  million  Americans 
65  years  of  age  and  older  proves  that  it 
works. 

“Yet,  this  same  system  of  medical  care 
is  now  under  attack.  At  a moment  when 
American  medicine  is  pre-eminent  through- 
out the  world,  it  is  proposed  that  we  adopt 
the  very  systems  under  which  one  European 
nation  after  another  has  lost  its  former  lead- 
ership in  medical  science. 

“The  staggering  costs  of  such  plans,  the 
administrative  problems  they  create  — let 
these  considerations  be  secondary,”  he  said. 
“The  important  thing  is  to  see,  at  close 
range,  the  disruption  of  the  doctor-patient 
relationship ; the  delays  in  admission  to 
hospitals ; the  time  wasted  in  the  over-crowd- 
( Continued  on  page  22- A) 
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**nutrition... present  as  a modifying  or  complicat- 
ing factor  in  nearly  every  illness  or  disease  state^^* 

1.  Youmans,  J.  B.:  Am.  J.  Med.  25:659  (Nov.)  1958 


cardiac  diseases  “Who  can  say,  for  example,  whether  the  patient  chronically 
ill  with  myocardial  failure  may  not  have  a poorer  myocardium  because  of  a moderate 
deficiency  in  the  vitamin  B-complex?  Something  is  known  of  the  relationship  of  vitamin 
C to  the  intercellular  ground  substance  and  repair  of  tissues.  One  may  speculate  upon 
the  effects  of  a deficiency  of  this  vitamin,  short  of  scurvy,  upon  the  tissues  in  chronic 

disease.”^  2.  Kampmei 


ler.  R.  H,:  Am.  J.  Med.  25:662  (Nov.)  1958. 


arthritis  ■ ‘It  is  our  practice  to  prescribe  a multiple  vitamin  preparation  to  patients 
with  rheumatoid  arthritis  simply  to  insure  nutritional  adequacy  . . 

3-  Fernandez-Herlihy,  L:  Lahey  Clinic  Bull.  11:12  (July-Sept.)  1958. 

digestive  diseases  Symptoms  attributable  to  B-vitamin  deficiency  are  com- 
monly observed  in  patients  on  peptic  ulcer  diets. ^ Daily  administration  of  therapeutic 
vitamins  to  patients  with  hepatitis  and  cirrhosis  is  recommended  by  the  National 

^ nri  1 ^ Sebrell.  W.  H.:  Am.  J.  Med.  25:673  (Nov.)  1958.  5.  Pollack,  H.,  and  Halpern,  S.  L.;  Therapeutic  Nutrition, 

K.  IK.  National  Academy  of  Sciences  and  National  Research  Council,  Washington,  6.  C.,  1952,  p.  57. 

degenerative  diseases  “Studies  by  Wexberg,  Jolliffe  and  others  have  indi- 
cated that  many  of  the  symptoms  attributed  in  the  past  to  senility  or  to  cerebral  arterio- 
sclerosis seem  to  respond  with  remarkable  speed  to  the  administration  of  vitamins, 
particularly  niacin  and  ascorbic  acid.  These  facts  indicate  that  the  vitamin  reserve  of 
aging  persons  is  lowered,  even  to  the  danger  point,  more  than  is  the  case  in  the  average 

American  adult.”*  ^ 6.  Overholser.  W..  and  Fong.  T.C.C.  in  Stieglitz,  E.  J.:  Geriatric  Medicine,  3rd  edition,  J.  B.  Llpplncott,  Philadeiphia,1954,p.  264. 


Infections  cause  a lowering  of  ascorbic  acid  levels  in  the 


infectious  diseases 

plasma;  and  the  absorption  of  this  vitamin  is  reduced  in  diarrheal  states.^  7.  Goldsmith,  g a.: 

Conference  on  Vitamin  C.  The  New  York  Academy  of  Sciences,  New  York  City,  Oct.  7 and  8,  1960.  Reported  In:  Medical  Science  8:772  (Dec.10)  1960. 

diabetes  Diabetics,  like  all  patients  on  restricted  diets,  require  an  extra  source 
of  vitamins.®  “Rigidly  limiting  the  bread  intake  of  the  diabetic  patient  automatically 
eliminates  a large  amount  of  thiamin  from  the  diet.  . . .There  is  some  evidence  of 
interference  with  normal  riboflavin  utilization  during  catabolic  episodes.”® 

8.  Duncan  G.  G.:  Diseases  of  Metabolism  4th  edition  W.  B.  Saunders,  Philadelphia.  1959,  p.  812.  9.  Pollack,  H.:  Am.  J.  Med.  25:708  (Nov.)  1958. 
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The  Month  in  Washington — 

(Continued  from  page  18-A) 
ed  offices  of  doctors;  the  regimentation  of 
medical  practice;  the  effect  of  the  program 
on  medical  research ; the  availability  of 
medical  facilities  and  personnel  — in  other 
words,  medicine  in  action  on  a government- 
run,  assembly-line  basis.” 

Dr.  Larson  said  also: 

1.  Congress  is  being  asked  to  plunge  in- 
to a compulsory  government-operated  pro- 
gram of  health  care  for  certain  of  the  coun- 
try’s elderly  without  knowing  what  even 
the  first-year  cost  will  be  — whether  $1 
billion  or  $4  billion  — and  without  any  clear 
idea  of  the  extent  of  the  problem  it  seeks 
to  solve. 

2.  The  bill  under  consideration  would 
give  a single  government  official  the  power 
to  ‘‘become  the  nation’s  czar  of  hospital 
care.” 

3.  Contrary  to  statements  of  supporters 
of  the  measure  that  physicians’  services  are 
not  included  in  the  program,  more  than  50,- 
000  doctors  would  be  directly  affected  by 
regulations  and  controls  exercised  by  govern- 


ment over  operations  and  administration  of 
hospitals. 

4.  Enactment  of  the  program  would 
‘‘lower  the  quality  of  medical  care  available 
to  the  older  people  of  the  United  States” 
because  ‘‘it  would  introduce  into  our  system 
of  freely  practiced  medicine  elements  of 
compulsion,  regulation  and  control”  by  gov- 
ernment. 

5.  The  Administration  proposal  is  un- 
necessaiy  in  light  of  the  true  economic  status 
of  the  aged  and  because  of  the  spectacular 
rise  of  voluntary,  private  health  insurance 
coupled  with  passage  by  Congress  of  the 
Kerr-Mills  IMedical  Aid  for  the  Aged  Law 
last  year  and  the  existence  of  other  public 
and  private  programs  of  aid  to  the  needy. 

6.  Health  care  at  the  expense  of  the 
working  people  would  be  provided  for  mil- 
lions who  are  financially  able  to  pay  for 
their  own  care. 

7.  The  legislation  ‘‘proposes  that  we  dis- 
trust the  brains  and  capacities  of  today’s 
Americans”  because  ‘‘it  suggests  that  the 
aged  — as  an  entire  group  — are  not 

(Continued  on  page  36-A) 
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(brand  of  diphenoxylate  hydrochloride  with  atropine  sulfate) 

lowers  motility 

^ controls  diarrhea 


Lomotil  brings  prompt  symptomatic  control  in  diarrhea,  either  acute  or  chronic. 

Both  pharmacologic  and  clinical  evidence  indicate  that  Lomotil  selectively  lowers 
the  propulsive  component  of  gastrointestinal  motility  without  relaxing  intestinal 
sphincters.  So  efficient  is  this  action  that  studies  in  mice  have  shown  Lomotil  to  be 
effectively  antidiarrheal  in  one-eleventh  the  dosage  of  morphine. 

Such  striking  antidiarrheal  activity  strongly  suggests  that  Lomotil  is  the  drug  of 
first  choice  for  prompt  and  positive  control  of  diarrhea. 

Dosage:  The  recommended  initial  dosage  for  adults  is  two  tablets  (2.5  mg.  each) 
three  or  four  times  daily,  reduced  to  meet  the  requirements  of  each  patient  as  soon  as 
the  diarrhea  is  under  control.  Maintenance  dosage  may  be  as  low  as  two  tablets  daily. 
Lomotil  is  supplied  as  unscored,  uncoated  white  tablets  of  2.5  mg.,  each  containing 
0.025  mg.  of  atropine  sulfate  to  discourage  deliberate  overdosage.  Recommended 
dosage  schedules  should  not  be  exceeded. 

An  exempt  preparation  under  Federal  Narcotic  Law. 

Descriptive  literature  and  directions  for  use  available  in  G.  D.  SEA^LE  & CO. 
Physicians’  Product  Brochure  No.  81  from  G.  D.  Searle  & Chicago  so,  Illinois 
Co.,  P.O.  Box  5110,  Chicago  80,  Illinois.  Research  in  the  Service  of  Medicine 
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PROFESSIONAL  BUSINESS  SERVICES  For  Doctors 

225  Anderson  Building,  12th  and  O Streets 
Lincoln,  Nebraska  Telephone  HEmlock  2-1372 

^^MANAGEMENT  CONSULTANTS  TO  THE  MEDICAL  PROFESSION" 

i SERVICES  AVAILABLE  ^ 

ACCOUNTS  RECEIVABLE  CONTROL  SYSTEM  . . . 

Bookkeeping  on  IBM  data  processing  machines  . . . Professionally  prepared 
itemized  statements  mailed  promptly  each  month  . . . Continuous  attention  to 
the  slow  paying  accounts  . . . Complete  control  reports  furnished  . . . Monthly 
income  analysis  . . . Monthly  summary  of  accounts  . . . The  doctor  retains  full 
control  and  receives  all  payments  . . . 

BASIC  MANAGEMENT  . . . 

Tax  seiwices  . . . accounting  and  expense  analysis  . . . Tax  planning  . . . All 
services  listed  with  Special  Management  . . . 

SPECIAL  MANAGEMENT  = . . 

Partnership  and  group  planning  . . . Medical  assistants  procurement  . . . Fee 
analysis  . . . Insurance  program  analysis  . . . Consultation  on  individual  prob- 
lems of  the  business  aspects  of  the  practice  . . . consultation  on  personal  busi- 
ness and  financial  problems  . . . 

PROFESSIONAL  CREDIT  SERVICE  . . . 

Collection  of  doctor’s  delinquent  accounts  . . . 


Write  or  CALL  COLLECT,  Don  Strasheim,  Manager,  if  you  would  like  to  have  a 
“no  obligation”  visit  with  an  experienced  representative  of  Nebraska’s  only  com- 
plete management  service  for  the  MEDICAL  PROFESSION. 


The  Month  in  Washington — 

(Continued  from  page  22- A) 

capable  of  looking  after  their  own  affairs 
and  providing  for  their  own  needs.” 

8.  Increasing  costs  of  the  program  could 
impose  such  a financial  strain  on  social  se- 
curity that  the  entire  system  could  be  jeop- 
ardized. 

9.  The  Administration’s  bill  is  just  as 
objectionable  as  the  five  similar  health  care 
proposals  rejected  by  Congress  since  1942. 

10.  The  bill  would  violate  “American 
ideals  of  independence,  self-sufficiency  and 
personal  responsibility”  by  establishing  a 
system  in  .which  medical  aid  would  be  pro- 
vided not  on  the  basis  of  need  but  on  the 
basis  of  age. 

Dr.  Larson  described  estimates  of  the  cost 
of  the  Administration  program  as  “confus- 
ing.” 

The  A.M.A.  president  reminded  committee 
members  that  H.E.W.  Secretary  Abraham 
Ribicoff  had  told  them  that  “a  closer  study” 
had  revealed  it  would  be  necessary  to  in- 
crease the  taxable  wage  base  from  the  pres- 


ent $4,800  to  $5,200,  rather  than  the  $5,000 
fixed  in  the  bill  when  it  was  introduced. 

He  also  pointed  out  that  H.E.W.  original- 
ly had  said  nursing  home  services  during  the 
first  year  of  operation  of  the  Administration 
scheme  would  cost  $9  million. 

But  in  May,  Dr.  Larson  said,  H.E.W.  of- 
ficials reported  the  figure  as  “unrealistical- 
ly low”  and  lifted  it  to  “somewhere  between 
$25  million  and  $255  million.” 

“Obviously  this  estimate  is  something 
less  than  precise,”  Dr.  Larson  said. 

The  A.M.A.  president  said  that  support- 
ers of  the  Administration  proposal  have 
built  their  case  on  five  false  premises:  (1) 
that  the  sociological  problems  of  older  people 
can  be  solved  through  legislation;  (2)  that 
most,  if  not  all,  of  the  aged  are  in  poor 
health ; ( (3)  that  most,  if  not  all,  of  the  aged 
are  verging  on  bankruptcy;  (4)  that  the 
problem  of  the  aged  in  financing  their  health 
costs  will  get  worse  before  it  gets  better; 
and  (5)  that  voluntary  health  insurance  and 
prepayment  plans,  private  effort  and  exist- 
ing law  will  not  do  the  job  that  needs  do- 
ing. (From  Washington  Office,  A.M.A.). 
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A new  arug 
ivorks  in  a new  way 


itrol  blood  pressure 
without  serious  side  effects 


Capla  acts  centrally 
at  the  brainstem  vasomotor  center 


Capla  reduces  blood  pressure  by  act- 
ing predominantly  at  the  brainstem 
vasomotor  center;  is  not  a ganglionic 
blocker.  It  produces  no  depression, 
no  postural  hypotension,  no  nasal 
congestion,  no  gastric  hyperacidity. 
Transient  drowsiness  sometimes  oc- 
curs, usually  at  higher  dosage. 


Proved  effective  in  clinical  use 

Capla  reduces  both  systolic  and  di- 
astohc  pressure  usually  in  propor- 
tion to  pre-therapy  levels.  Patients 
on  Capla  often  report  a mild  calm- 
ing effect.  Capla  has  proved  excep- 
tionally weU  tolerated  in  clinical  use 
and  has  no  known  contraindications. 


New  therapy 

Alone,  Capla  is  highly  effective  for 
mild  to  moderate  hypertension.  In 
more  severe  cases,  it  can  be  com- 
bined with  diuretics  or  peripherally 
acting  antihypertensives. 


RECOMMENDED  DOSAGE:  one  tablet  3 or 
4 times  daily,  before  meals  and  at  bed- 
time. Dosage  should  be  adjusted  to  in- 
dividual requirements. 

COMPOSITION:  each  white,  scored  tablet, 
contains  300  mg.  of  Capla  (mebuta- 
mate,  Wallace). 
supplied:  bottles  of  100  tablets. 


Literature  and  samples  to  physicians  on  request. 


CAPLA 


Central  Acting  Pressure  Lowering  Agent 
Wallace  Laboratories,  Cranbury,  New  Jersey 


CLINICAL  & PHARMACOLOGICAL  REPORTS  1.  Berger, 
F.  M„  and  Margolin,  S.:  A Centrally  Acting  Blood  Pressure 
Lowering  Agent  (W-583).  Fed.  Proc.  20:113  (March)  1961. 
2.  Diamond,  S.,  and  Schwartz,  M.  Scientific  Exhibit  at  III. 
State  Med.  Soc.  Chicago,  (May)  1961.  3.  Douglas,  J.  F. 
Ludwig,  B.  J.,  Ginsberg,  t.  and  Berger,  F.  M.:  Studies  on 
W-583  Metabolism.  Fed.  Proc.  20:113  (March)  1961.  4. 
Duarte,  C.,  Brest,  A.  N„  Kodama,  R„  Naso,  F.,  and  Moyer, 
J.  H.:  Observations  on  the  Antihypertensive  Effectiveness 
of  a New  Propanediol  Dicarbamate  (W-583).  Curr.  Ther. 


Res.,  2:148-52  (May)  1960.  5.  DuChez,  J.  W.,  Scientific  Ex- 
hibit at  Amer.  Academy  of  Gen.  Practice,  Miami,  (April) 
1961.  6.  Kletzkin,  M.,  and  Berger,  F.  M.:  A Centrally  Acting 
Antipressor  Agent.  Fed.  Prod.  20:113  (March)  1961.  7. 
Mulinos,  M.  G.,  Scientific  Exhibit  at  Amer.  Coll.  Card.  New 
York,  (May)  1961.  8.  Mulinos,  M.  G.,  Saltefors,  S.,  Boyd, 
L.  J.  and  Cronk,  G.  A.:  Human  Pharmacology  Studies  with 
W-583.  Fed.  Proc.  20:113  (March)  1961.  9.  Shubin,  H.,  Sci- 
entific Exhibit,  Amer.  Coll.  Card.  New  York,  (May)  1961. 
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Daily  Hospital  Service  Charges — 

Basic  hospital  service  charges,  which  in- 
clude room,  board,  routine  nursing  care  and 
minor  supplies,  reach  from  $15  to  $20  a day 
in  hospitals  across  the  nation.  An  Ameri- 
can Hospital  Association  suiwey  described 
in  the  Nebraska  Hospital  Association  News- 
letter  indicates  that  rates  vary  widely  ac- 
cording to  the  type  of  accomodation,  the 
size  and  ownership  of  the  hospital,  and  the 
geographic  location  of  the  hospital.  More 
than  half  of  all  hospital  beds  are  in  accom- 
odations which  cost  from  $12  to  $20  per  day. 
Fifteen  per  cent  of  all  beds  cost  less  than 
$12  per  day.  An  additional  27  per  cent  are 
priced  from  $20  to  $28  and  only  4 per  cent 
are  listed  as  costing  $28  or  more  per  day. 

The  survey  indicated  a steady  and  marked 
increase  in  the  average  charge  for  basic 
hospital  service  with  increasing  size  of  hos- 
pitals. Costs  per  day  in  hospitals  with  more 
than  500  beds  were  almost  twice  the  cost  of 
accomodations  in  hospitals  with  fewer  than 
25  beds. 

Average  daily  charges  according  to  the 
type  of  accomodation  varied  from  $15  for 
six  or  more  bed  accomodations  per  room,  to 
an  average  of  $20  for  single  bed  accomoda- 
tions. 

Liability  for  Expulsion  of  Members — 

The  Committee  on  Discipline  of  the  State 
of  Pennsylvania  Medical  Society  recently 
asked  the  society’s  legal  council  for  an 
opinion  on  a medical  society’s  liability  for 
damages  if  it  expels  a member  for  disciplin- 
ary reasons. 

The  legal  opinion,  published  for  the  infor- 
mation of  members  in  the  Pennsylvania 
Medical  Journal,  does  not  answer  the  ques- 
tion with  an  absolute  yes  or  no. 

The  opinion  indicates  that  doctors  or 
other  individuals  may  join  together  to  form 
either  an  unincorporated  association  or  a 
nonprofit  corporation  for  purposes  which 
are  neither  against  public  policy  nor  in  con- 
flict with  a statute.  Such  an  organization 
may  establish  the  conditions  in  tenns  of 
membership.  Standards  of  procedures  to  be 
used  in  expelling  a member  may  also  be  es- 
tablished. 

A theory  of  these  principles  is  that  people 
(Continued  on  page  40- A) 
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Dimetapii  Extentab^ 

let  your  sinusitis,  allergy  and  U.R.  I.  patients  breathe  easier! 


DIMETAPP  Extentabs  contain  Dimetane*(parabromdyIamine  [brompheniramine]  maleate)  12  mg., 
phenylephrine  HCI  15  mg.,  and  phenylpropanolamine  HCI  15  mg.,  a proved  antihistamine  and  two  j 
outstanding  decongestants.  The  dependable  Extentab  form  provides  sustained  relief  from  the  ] 
stuffiness,  drip  and  congestion  of  sinusitis,  colds  and  U.R.I.  for  10-12  hours  with  a single  dose.  ‘ 
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Paxton 
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In  the  heart  of  downtown  Omaha,  Hotel 
Paxton  typifies  the  spirit  of  this  pro- 
gressive city  . . . continually  improving 
service  for  discriminating  guests,  accen- 
tuating charm,  individuality  and  livabil- 
ity in  all  guest  rooms,  extending  tradi- 
tionally famous  courtesy  to  travelers 
since  1882,  Hotel  Paxton  at  14th  and 
Farnam  is  your  choice  for  good  living. 

Vhif  fhe  . . . 

• PAX  ROOM 
• TAVERN  GRILL 
• COFFEE  SHOP 
• MURAL  LOUNGE 
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Liability  for  Expulsion  of  Members — 

(Continued  from  page  38- A) 

should  be  allowed  as  much  freedom  as  pos- 
sible in  the  organization  of  a voluntary  as- 
sociation. However,  because  membership  in 
an  association  may  come  to  have  a mone- 
tary or  professional  importance  to  an  indi- 
vidual, so  that  the  individual  would  be 
harmed  by  expulsion,  courts  in  Pennsyl- 
vania haxe  exercised  a limited  supervision 
in  equity  over  the  procedures  followed  in  de- 
priving members  of  their  continuing  mem- 
bership. 

If  expulsion  of  a member  is  to  be  proper 
and  legal,  the  association  must  follow  the 
rules  and  procedures  established  by  the 
charter,  constitution,  or  by-laws.  The  pro- 
cedure should  provide  for  adequate  notice 
and  a trial  or  hearing  which  provides  the  in- 
dividuals an  opportunity  to  participate  and 
defend.  The  hearing  must  be  conducted  by 
members  who  are  not  prejudiced  and  the 
expulsion  cannot  be  discriminatory.  All 
persons  guilty  of  a similar  infraction  of  the 
rules  must  receive  equal  treatment. 

If  a group  is  a nonprofit  corporation,  pro- 
( Continued  on  page  44-A) 
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How  to  use 


Trancopah 

Brand  ol  chlormezanone  m 


He  needs  his  muscles  working  properly— 
when  they  aren^t,  he  needs 


Trancopal 


for 

painful  muscles 

when  a muscle  is  strained,  it 
goes  into  a spasm  that  produces 
pain;  this  is  followed  by  more 
spasm  for  splinting,  and  then 
more  pain. 

When  you  prescribe  Tranco- 
pal, you  break  this  vicious  cycle 
and  relieve  the  patient’s  dis- 
comfort. Trancopal  will  ease 
the  spasm  and  consequently  the 
pain,  and  its  mild  tranquilizing 
effect  will  make  the  patient  less 
restless.  You  can  then  start  him 
on  purposeful  exercise  or  phy- 
sical therapy. 

In  addition  to  its  usefulness 
in  syndromes  resulting  from 
overstraining  (such  as  low  back 
pain  or  tennis  elbow ) , Tranco- 
pal will  relax  the  spasm  and 
pain  that  are  features  of  torti- 
collis, bursitis,  fibrositis,  myo- 
sitis, ankle  sprain,  osteoarthri- 
tis, rheumatoid  arthritis,  disc 
syndrome  and  postoperative 
muscle  spasm.  Trancopal  is 
available  in  200  mg.  Caplets® 
( green  colored,  scored ) and  in 
100  mg.  Caplets  (peach  col- 
ored, scored ) , bottles  of  100. 

Dosage:  Adults,  1 Caplet  (200 
mg. ) three  or  four  times  daily; 
children  (5  to  12  years),  from 
50  to  100  mg.  three  or  four 
times  daily. 
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Liability  for  Expulsion  of  Members — 

(Continued  fi-om  page  40- A) 

visions  of  the  state’s  nonprofit  corporation 
law  must  be  considered.  These  provisions 
are  similar  to  the  provisions  applicable  to 
unincorporated  associations. 

Each  case  must  depend  upon  the  particu- 
lar facts  and  the  society  is  not  likely  to  suf- 
fer damages  upon  expelling  a member  where 
a clear  breach  of  ethics  is  established  and 
proper  procedure  is  followed  in  good  faith. 
If  the  breach  is  less  clear  or  the  procedure 
defective,  liability  is  a possibility.  Even  if 
the  society  is  not  liable,  a member  expelled 
from  an  association  or  a nonprofit  corpora- 
tion is  perfectly  free  to  sue,  even  though  it 
may  be  determined  that  he  has  no  right  un- 
der the  law  to  recover  or  to  obtain  reinstate- 
ment. 

Private  Industry  and  Health  Labor  Costs — 

Through  private  industry,  this  countiw 
has  been  able  to  provide  all  of  its  mechanics, 
housing,  food,  clothing  and  health  needs  and 
leave  a reseiwe.  This,  according  to  an  edi- 
torial in  the  Journal  of  the  Michigan  State 
Medical  Society  has  been  done  by  paying 


salaries  and  wages  which  in  the  case  of  a 
hospital  constitutes  about  72  per  cent  of  the 
cost.  This  same  percentage  holds,  in  all 
probability,  for  all  medical  and  health  serv- 
ices. 

Labor  has  done  much  of  the  complaining 
that  medicine  and  health  insurance  is  pric- 
ing itself  out  of  reach  and  that  cuiTent 
costs  are  too  high.  Although  costs  are  high, 
it  is  not  true  that  they  are  too  high.  All 
other  costs  and  especially  labor  costs  are 
just  as  high.  Medical,  health,  and  hospital 
services  will  compare  in  their  cost  with  the 
other  cost  items  of  our  economy. 

It  is  doubtful  if  many  of  our  critics, 
whether  from  labor  or  industry,  would  have 
us  go  back  even  five  years  in  our  facilities. 
The  important  question  is  the  importance  or 
worth  of  what  we  are  doing.  If  what  we  do 
is  truly  impoi'tant,  the  public  will  meet  those 
costs  as  it  does  all  others. 

If  anyone  believes  that  what  can  be  done 
and  is  done  is  not  worth  the  cost,  all  he 
needs  to  do  is  to  support  proposed  legisla- 
tion which  would  put  medical  and  hospital 
care  under  the  Social  Security  progi-am. 

(Continued  on  page  48- A) 
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it  takes  so  little  to  trigger  an  asthmatic  attack 


it  takes  so  little  MORE  to  control  it. . . 

the  simpie  addition  of  .47.^  MX  to  your  ciassic  anti- 
asthmatic therapy  increases  therapeutic  success  even  in 

riiffiPIlIt  MARAX  tablet  contains:  ATARAX®  (hydroxyzine  HCI)  10  mg.— an 

Ull  I ll/UI  I UCll  Id  antihistaminic  tranquilizer  beneficial  in  bronchial  asthma  and  allergy.' 

Ephedrine  sulfate  25  mg.-to  reduce  congestion.  Theophylline  130  mg. 
-for  bronchospasmolysis. 


"Superiority  of  [MARAX]  seems  attributable  to  the  inclusion  in  it  of  hydroxyzine  in  place  of  the  conventional 
barbiturates.”*  In  a series  of  patients  generally  refractory  to  the  usual  antiasthmatics,  and  who  required 
steroids  in  order  to  obtain  temporary  relief,  70%  showed  good  to  excellent  symptomatic  relief  with  MARAX. 
Patients  "...slept  more  comfortably  and  breathed  more  easily.  The  characteristic  asthma  wheeze  was  either 
markedly  reduced  or  entirely  relieved."* 

If  your  asthma  patients  do  not  respond  to  standard  therapy,  they  may  need  the  "little  MORE"  that 
MARAX  offers. 


Usual  adult  dosage:  One  tablet  2 
to  4 times  daily.  Full  prescription 
information  on  request.  Supplied: 
Bottles  of  100  light  blue,  scored 
tablets.  Prescription  only. 
References:  1.  Santos,  I.  M.  H.,  and 
Unger,  L.:  Ann.  Allergy  18:172  (Feb.) 
1960.  2.  Charlton,  J.  D.:  Ann.  Al- 
lergy, In  press.  3.  Shaftel,  H.  E.: 
Clin.  Med.  7:1841  (Sept.)  1960. 


New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 
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NEBRASKA  STATE  MEDICAL  ASSOCIATION 
Cojincilor  Districts  and  Component  County  Medical  Societies 


Councilor  Districts  and  Counties 

First  District : Councilor : Harold 

Neu,  Omaha.  Counties : Doug- 

las, Sarpy. 

Second  District:  Councilor:  R.  E. 

Garlinghouse,  Lincoln.  Counties : 
Lancaster,  Otoe,  Ca^s. 

Third  District:  Councilor:  W.  W. 

Waddell,  Bea  trice.  Counties: 
Gage.  Johnson,  Nemaha,  Pawnee, 
Richardson. 

Fourth  District:  Councilor:  Geo. 

Salter,  Norfolk.  Counties : Knox, 
Cedar,  Dixon,  Dakota,  Antelope, 
Pierce,  Thurston,  Madison,  Stan- 
ton. Cuming,  Wayne. 

Fifth  District:  Councilor:  R.  C. 

Reeder,  Fremont.  Counties  : Burt, 
Washington,  Dodge,  Platte,  Col- 
fax, Boone,  Nance,  Merrick. 

Sixth  District:  Councilor:  C.  L. 

Anderson,  Stromsburg.  Counties: 
Saunders,  Butler,  Polk,  Seward, 
York,  Hamilton. 

Seventh  District:  Councilor:  H.  V. 
Nuss.  Sutton.  Counties : Saline, 
Clay,  Fillmore,  Nuckolls,  Thay- 
er. Jefferson. 

Eighth  District:  Councilor:  Rex 

Wilson.  O’Neill.  Counties:  Cher- 
ry, Keyapaha,  Brown,  Rock,  Holt, 
Sheridan.  Boyd. 

Ninth  District:  Councilor:  R.  S. 

Wycoff.  Lexington.  Counties : 
Hall,  Custer,  Valley,  Greeley, 
Sherman.  Howard,  Dawson,  Buf- 
falo, Grant,  Hooker,  Thomas, 
Blaine.  Wheeler.  Loup.  Garfield. 

Tenth  District:  Councilor:  L.  S. 

McNeill,  Campbell.  Counties:  Gos- 
per, Phelps,  Adams,  Furnas,  Har- 
lan, Webster,  Kearney,  Red  Wil- 
low, Chase,  Frontier,  Dundy, 
Hitchcock. 

Eleventh  District:  Councilor:  Max 
Raines.  North  Platte.  Counties: 
Lincoln,  Perkins.  Keith,  McPher- 
son, Garden,  Arthur,  Logan, 
Deuel. 

Twelfth  District : Councilor : R.  J. 
Morgan.  Alliance.  Counties : 
Scotts  Bluff,  Banner.  Box  Butte, 
Morrill.  Kimball,  Cheyenne, 
Sioux,  Dawes. 


COMPONENT  COUNTY  SOCIETIES 

COUNTY  PRESIDENT  SECRETARY 

Adams  (10) R,  L.  Mastin,  Hastingrs Donald  Murray,  Hastings 

Antelope  (4) Frank  McClanahan,  Neligh Dwaine  Peetz,  Neligh 

Boone  (5) Roy  James  Smith,  Albion Robt.  Westfall,  Albion 

Box  Butte  (12) Raymond  H.  Olson,  Alliance F.  P,  Sucgang,  Alliance 

Buffalo  (9) K.  F,  Kimball,  Kearney R.  C.  Rosenlof,  Kearney 

Burt  (5)- James  Allen,  Tekamah A.  J.  Mullman,  Oakland 

But,er  (6) L.  J.  Ekeler,  David  City W,  C.  Niehaus,  David  City 

„ ^ A?' Kunkel,  Weeping  Water__R.  F.  Brendel,  Plattsmouth 

Ced.-Dix,-Dak,-Th.-Wayne  (4)-C,  M,  Koe,  Wakefield L,  T,  Gathman,  So,  Sx.  City 

Chyenne-Kimball-Deuel  (12) 

Clay  (7) H.  V,  Nuss,  Sutton H,  V.  Nuss,  Sutton 

Colfax  (5) Howard  Fend,  Schuyler Merlin  L,  Sucha,  Schuyler 

Cuming  (4) Warren  Hansen,  Wisner Robt,  Scherer,  West  Point 

Custer  (9) Theo.  Koefoot,  Jr.,  Broken  Bow Thomas  Lucas,  Broken  Bow 

Dawson  (9) Donald  Inslee,  Gothenburg S.  H.  Perry,  Gothenburg 

Dodge  (5) Wallace  Vnuk,  FYemont G.  J.  Millet,  Fremont 

Fillmore  (7) V.  S.  Lynn,  Geneva C.  F.  Ashby,  Geneva 

Franklin  (10) W.  A.  Doering,  Franklin C.  J.  Thomas,  Franklin 

Four  County  (9) Wayne  Zlomke,  Ord Paul  Martin,  Ord 

Gage  (3) L.  D.  Moell,  Beatrice C.  T.  Frerichs,  Beatrice 

Garden-Keith-Perkins  (11) Willard  Seng,  Oshkosh Les  Potts,  Grant 

Hall  (9) Allan  Gilloon,  Grand  Island Robert  Geer,  Grand  Island 

Hamilton  (6) Donald  B.  Steenburg,  Aurora J.  M.  Woodard.  Aurora 

Harlan  (10) K.  C.  McGrew,  Orleans J.  S.  Long,  Alma 

Holt  & Northwest  (8) George  Carstens,  O’Neill 

Howard  (9) E.  Howard  Reeves,  Scotia E.  C.  Hanisch,  St.  Paul 

Jefferson  (7) K.  J.  Kenney,  Fairbury Wm.  P.  Yoachim,  Fairbury 

Johnson  (3) John  Schutz,  Tecumseh Ralph  E.  Paul,  Sterling 

Knox  (4) W.  E.  Wright,  Creighton R.  Tollefson,  Wausa 

Lancaster  (2) C.  K.  Elliott,  Lincoln E.  S,  Maness,  Lincoln 

Lincoln  (11) B.  D.  Taylor,  North  Platte R.  F.  Getty,  North  Platte 

Madison  (4) Wm.  J.  Lear,  Norfolk R.  E.  Klaas,  Norfolk 

Merrick  (5) Lee  C.  Holmes,  Central  City E.  T.  Zikmund,  Central  City 

Nemaha  (3) Paul  M.  Scott,  Auburn F.  M.  Tushla,  Auburn 

Northwest  Nebraska  (8) A.  J.  Courshon,  Chadron Eric  DeFlon,  Chadron 

Nuckolls  (7) Arnold  I.  Webraan,  Superior Claude  T.  Mason.  Superior 

Omaha-Douglas  (1) Raymond  G.  Lewis,  Omaha E.  K.  Connors,  Omaha 

Otoe  (2) C.  J.  Formanack,  Syracuse C.  R.  Williams,  Syracuse 

Pawnee  (3) A.  B.  Anderson,  Pawnee  City H.  C.  Stewart,  Pawnee  City 

Phelps  (10) Wm.  S.  Bivens,  Holdrege Evald  Prems,  Holdrege 

Pierce  (4) Robt.  Kopp,  Plainview W.  I.  Devers,  Pierce 

Platte  (5) T.  J.  Lemke.  Columbus C.  A.  Medlar,  Columbus 

Polk  (6) R.  L.  Bierbower,  Shelby Jim  S.  Carson,  Osceola 

Richardson  (3) Robt.  L.  Heins.  Falls  City Harlan  Jorgensen,  Falls  City 

Saline  (7) L.  W.  Forney,  Crete R.  W.  Homan.  Crete 

Saunders  (6) E.  J.  Hinrichs,  Wahoo John  E.  Hansen,  Wahoo 

Scotts  Bluff  (12) Walter  Harvey,  Jr.,  Gering Gerhardt  Schmitz.  Scottsbluff 

Seward  (6) Robt.  Herpolsheimer.  Seward Coll  Kamprath.  Utica 

Southwest  Nebraska  (10) Jack  Harris.  Stratton J.  L.  Batty,  McCook 

Thayer  (7) F.  A.  Mountford,  Davenport— R.  F.  Decker,  Byron 

Washington  (5) T-eslie  I.  Grace.  Blair Walter  Goehring,  Blair 

York  (fii J.  S.  Bell.  York B.  N.  Greenberg.  York 


Private  Industry  and  Health  Labor  Costs — 
(Continued  from  page  44- A) 

This  legislation,  if  accomplished  as  pro- 
posed, would  help  to  insure  that  there  would 
be  no  further  aiivances  in  the  skills  and  in 
the  research  which  has  increased  the  cost 
of  medical  care  in  a manner  that  is  well 
worth  the  cost. 


Compare  Blue  Shield  and  Social  Security — 

Certificates  of  the  Michigan  Blue  Shield 
available  to  persons  over  65  have  been  au- 
thorized and  sold  for  about  two  years.  The 
Michigan  Legislature  has  adopted  the  neces- 
sary laws  allowing  the  Michigan  eligibles 
to  benefit  under  the  Kerr-Mills  bill  and  pro- 
vided for  seiwices  and  benefits  correspond- 
ing to  a Michigan  Blue  Shield  and  Blue 
Cross  plan. 

A comparison  is  made  between  the  cost 
and  the  benefits  of  the  Michigan  Blue 
Shield  over-65  plan  and  the  King-Anderson 
bill  providing  for  the  addition  of  hospital 
and  medical  coverage  for  the  beneficiaries 
of  Social  Security. 

Described  in  the  Journal  of  the  Michigan 


State  Medical  Society,  Blue  Shield  and  Blue 
Cross  premiums  cost  each  person  over  65 
slightly  over  $100  per  year.  Under  the  pro- 
visions of  the  King-Anderson  bill,  the  ex- 
clusions and  the  requirement  that  the  pa- 
tient paj^  for  the  first  portion  of  hospitali- 
zation can  easily  result  in  an  annual  charge 
which  is  well  in  excess  of  the  Blue  Cross  and 
Blue  Shield  premiums.  A patient  could  pay 
$110  for  each  hospitalization,  that  is  for  lim- 
ited services  he  will  have  paid  almost  one 
month’s  charges  — more  than  Blue  Cross- 
Blue  Shield  yearly  charge. 

The  hospitalization  experience  in  Michi- 
gan will  demonstrate  to  its  beneficiaries 
that  they  have  been  sold  down  the  river  by 
those  who  substitute  the  King-Anderson  bill 
for  the  Michigan  Blue  Shield  coverage. 

A Trip  to  Washington 

Urging  every  physician  to  visit  Washing- 
ton to  obseiwe  for  himself,  the  President’s 
page  of  the  Journal  of  the  Michigan  State 
Medical  Society  provides  a description  of  our 
National  Government. 

Seven  physicians  from  the  Michigan 

(Continued  on  page  52- A) 
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benzthiazide 


in  edema 
and  hypertension 
achieves  82%  of 
its  diuretic  effect 
in  six  hours’ 

iNaClex  works  fast.  Does  its  work  quickly, 
[thoroughly,  safely— then  lets  your  patient 
{rest.  Completes  82%  of  its  excess  fluid  loss 
within  6 hours,  over  96%  within  12  hours^ 

!.  . . an  unsurpassed  potency.  Useful  also  in 
I long  or  short-term  treatment  of  congestive 
heart  failure,  obesity,  pre-menstrual  tension; 
'50  mg.  tablets. 

1.  Ford,  R.  V.:  “Human  Pharmacology  of  a 
New  Non-Mercurial  Diuretic:  Benzthiazide," 
:Cur.  Ther.  Research,  2:51,  1960. 

For  more  information,  ask  your  Robins 
representative  or  write: 

A.  H.  Robins  Company,  Inc. 

Richmond  20,  Virginia 


kAv«Uable  in  Canada  und«r  yt« 
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Serving 
all  of 


CUSACK-HARMON 

COMPANY 

for 

Physician's  and  Hospital  Supplies 
Physical  Therapy  Equipment 
Sick  Room  Supplies 
Surgical  Supports 
Laboratory  and  X-ray  Supplies 

in  Omaha,  Nebraska 

111  South  17th  St.  Medical  Arts  Bldg. 


ESTIMATES 


Equipment 
plans  for 
new  clinics 
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j Technical  Article 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor's  library. 


It  costs  very  little 
to  run  reprints — 
write  us  for  prices 
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A Trip  to  Washington — 

(Continued  from  page  48-A) 

State  Medical  Society  and  an  officer  of  the 
Michigan  Blue  Shield  visited  Washington, 
D.C.,  to  appraise  the  political  situation  on 
the  national  level. 

The  result  of  the  visit  was  the  conclusion 
that  the  situation  in  Washington  is  in  the 
nature  of  a political  deal.  The  issues  which 
required  decision  are  not  evaluated  by  intel- 
lectual methods.  The  seven  physicians 
considered  as  one  of  their  most  helpful  inter- 
views the  visit  they  had  with  a member  of 
the  Democratic  Party  who  flatly  stated  that 
he  agreed  with  the  position  of  the  visitors. 
The  Democrat  then  explained  that  he  would 
have  no  choice  but  to  vote  for  the  adminis- 
tration bill.  It  is  impossible  to  argue  against 
this  type  of  a situation;  the  difference  is 
one  of  political  life  or  oblivion. 

The  physicians  of  this  country  are  in  a 
difficult  position  and  we  are  either  together 
or  we  are  nothing.  Regardless  of  our  indi- 
vidual feelings  concerning  such  issues  as 
Blue  Shield,  we  have  no  choice  but  to  co- 
operate with  all  our  energy  to  keep  it  sol- 
vent and  workable  in  order  to  avoid  the  al- 
ternatives. 


lllllllllillllllllllllliilllllilllillllilllllllillilllillliH 


Nights  I sleep  fine.  Momings  — pretty 
good,  but  afternoons  I just  twist  and  turn! 
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IN  CERTAIN 

MENINGEAL  INFECTIONS 
effective  cerebrospinal 
fluid  levels-  I 
effective  antibacterial  action 

j '■ 


In  the  management  of  certain  meningeal  infections,  CHLOROMYcrrir^  offers  unique 
advantages.  It  has  been  described  by  one  investigator  as  “...the  best  chemother- 
apeutic agent  for  patients  with  H.  influenzae  meningitis....”^  In  comparative  in  vitro 
studies,^  CHLOROMYCETIN  showed  the  “hignest  effectiveness”  against  Hemophilus 
influenzae,  Diplococcus  pneumoniae,  streptococcus,  and  numerousother  pathogens. 
Another  report  states:  “Chloramphenicol  is  regularly  detected  in  the  cerebrospinal 
fluid  when  blood  levels  greater  than  10  micrograms  per  ml.  are  reached.”^  Blood  levels 
of  this  magnitude  are  easily  attainable  with  the  administration  of  Chloromycetin  by 
either  the  oral  or  parenteral  routes. 

CHLOROMYCETIN  effectively  penetrates  the  blood-brain  barrier;^'®  provides  effective 
action  against  H.  influenzae^'"^'^'^  and  other  invaders  of  the  meninges. Product 
forms  are  available  for  administration  by  the  intravenous,  intramuscular,  and  oral 
routes.  For  these  reasons,  Chloromycetin  has  contributed  conspicuously  to  the 
dramatic  drop  in  mortality  rates  in  meningeal  infections  caused  by  H.  influenzae 
and  other  susceptible  microorganisms. 

CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  available  in  various  forms,  including  Kapseals®  of 
250  mg.,  in  bottles  of  16  and  100.  See  package  insert  for  details  of  administration  and  dosage. 

Warning:  Serious  and  even  fatal  blood  dyscrasias  (aplastic  anemia,  hypoplastic  anemia,  thrombocy- 
topenia, granulocytopenia)  are  known  to  occur  after  the  administration  of  chloramphenicol.  Blood 
dyscrasias  have  occurred  after  both  short-term  and  prolonged  therapy  with  this  drug.  Bearing  in  mind  the 
possibility  that  such  reactions  may  occur,  chloramphenicol  should  be  used  only  for  serious  infections 
caused  by  organisms  which  are  susceptible  to  its  antibacterial  effects.  Chloramphenicol  should  not  be 
used  when  other  less  potentially  dangerous  agents  will  be  effective,  or  in  the  treatment  of  trivial  infec- 
tions such  as  colds,  influenza,  or  viral  infections  of  the  throat,  or  as  a prophylactic  agent. 

Precautions:  It  is  essential  that  adequate  blood  studies  be  made  during  treatment  with  the  drug.  While 

blood  studies  may  detect  early  peripteral  blood  changes,  such  as  leuko-  - — 

penia  or  granulocytopenia,  before  they  become  irreversible,  such  studies  PARKE-DAVIS 
cannot  be  relied  upon  to  detect  bone  marrow  depression  prior  to  develop-  DAl/tS  A COMPANY.  09trO>l  J?. 

ment  of  aplastic  anemia. 


CHLOROMYpETIN 
93% 


Antibacterial  A i i 
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Antibactisrial  C 
54% 


Antibactjerial  D 
49% 


Antibactjerial  E ' ‘ 
45% 


in  vitro  sensitivity 
of  Hemophilus 
influenzae  to 


CHLOROMYCETIN 
and  to  eight  other 
antibacterials* 


Sensitivity  tests  were  done  by  the  disc  method 
on  a total  of  100  strains  of  H.  influenzae  obtained 
from  clinical  isolates  from  1955  through  1958. 

'Adapted  from  Jolliff,  C.  R.;  Engelhard,  W.  E.; 
Ohisen,  J.  R.;  Heidrick,  P.  j.;  & Cain,  J.  A. ,2  with 
permission  of  the  authors. 

References:  (1)  Smith,  M.  H.  D.:  Pediatrics 
17:258,  1956.  (2)  Jolliff,  C.  R.,  et  ol.:  Antibiotics 
& Chemother.  10:694,  1960.  (3)  Harter,  D.  H.,  & 
Petersdorf,  R.  G.:  Yale  J.  Biol.  & Med.  32:280, 
1960.  (4)  Ross,  S.,  et  ol.,  in  Welch,  H.,  & Marti- 
Ibahez,  F.:  Antibiotics  Annual  1957-1958,  New 
York,  Medical  Encyclopedia,  Inc.,  1958,  p.  803. 

(5)  McCrumb,  F.  R.,  Jr.,  ef  ol..-  ibid.,  p.  837. 

(6)  Alexander,  H.  E.;  M.  Clin.  North  America 

42:575,  1958.  (7)  Haggerty,  R.  J.,  & Ziai,  M.: 
Pediatrics  25:742,  1960.  (8)  Baker,  A.  B.:  Journal- 
Lancet  80:593,  1960.  (9)  Appelbaum,  E.,  & Abler, 
C.:  New  York  J.  Med.  58:363,  1958.  (10)  Balter, 
A.  M.,  & Blecher,  I.  E.:  J.  M.  Soc.  New  Jersey 
57:479,  1960.  (11)  Redmond,  A.  J.,  & Slavin, 
H.  B.:  J.A.M.A.  175:708,  1961.  55701 
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A dual-acting  skeletal  muscle  relaxant-analgesic,  combining  the  clinically 
proven  relaxant  action  of  ROBAXIN  with  the  time-tested  pain  relieving 
action  of  aspirin. 

Each  Robaxisal  Tablet  contains : 

Robaxin  (methocarbamol  Robins)  400  mg.  Acetvlsalicvlic  acid  (5  gr.) 325  mg. 

U.S.  Pat,  No.  2770649 

Supply : Bottles  of  100  and  500  pink-and-white  laminated  tablets. 

Or  Robaxisal®-PH  (Robaxin  with  Phenaphen®) — when  anxiety  is 
associated  with  painful  skeletal  muscle  spasm. 

Each  Robaxisal-PH  Tablet  contains: 

Robaxin  (methocarbamol  Robins)  400 mg.  Acetylsalicylic  acid 81  mg. 

Phenacetin  97  mg.  Ht’oscyamine  sulfate  0.016mg.  Phenobarbital  (J^  gr.)  8.1  mg. 
Supply:  Bottles  of  100  and  500  green-and-white  laminated  tablets. 

A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Virginia 

Making  today’s  medicines  <ioit/t  integrity . .seeking  tomorronu’s  with  persistence. 


When 

severe  pain  aecompanies 

skeletal  musele  spasm 
ease  both ‘pain  & spasm’ 


with 


Robaxik®  with 


in  very  special  cases 
a very  superior  brandy... 
specify 

zzzmmksBY 

COGNAC  BRANDY 


Current  Comment 

The  Month  in  Washington — 

The  Senate  and  House  approved  a multi- 
million dollar  expansion  of  federal  aid  to 
community  health  services. 

The  Senate  approved  it  by  routine  voice 
a few  weeks  before  adjournment.  The 
House  earlier  had  approved  a slightly  differ- 
ent form  of  the  legislation.  No  difficulty 
was  anticipated  in  adjusting  the  differences 
of  the  two  versions  so  that  it  could  become 
effective  at  an  early  date. 

Some  of  the  programs  covered  by  the 
legislation  were  of  special  importance  to  the 
aged  and  the  chronically  ill.  Key  provisions 
of  the  bill  would ; 

— Raise  from  $30  to  $50  million,  for  five 
years  the  annual  authorization  for  matching 
grants  to  states  and  cities  for  public  health 
services  such  as  home  nursing,  home  health 
care  and  a variety  of  services  to  nursing 
homes. 

— Establish  a five-year  $10  million-a- 
year  program  of  special  grants  to  non-profit 
groups  for  research  and  development  aimed 


at  improved  health  services  given  outside 
the  hospital. 

— Raise  from  $10  million  to  $20  million 
the  annual  authorization  for  construction  of 
public  and  non-profit  nursing  homes. 

— Extend  loan  provisions  for  hospital 
construction  under  the  Hill-Burton  Act  un- 
til this  grant  program  expires  in  June  1964. 

— Raise  from  $1.2  billion  to  $10  million 
the  annual  ceiling  on  grants  for  hospital 
research  and  permit  grants  for  experimental 
or  demonstration  hospital  units. 

— Extend  for  three  years  the  matching 
grant  program  which  provides  federal  help 
for  construction  of  health  research  facilities 
and  authorizes  $50  million  rather  than  $30 
million  a year. 


Physicians  Give  Their  Time — 

The  physician’s  role  in  society  is  much 
discussed  and  criticism  has  been  expressed 
because  physicians  supposedly  do  not  par- 
ticipate in  civic  and  community  activities. 
Critics  have  also  charged  that  medical  care 
is  unavailable  to  those  unable  to  pay  for 
these  services. 

To  better  determine  the  truth  about  these 
matters,  the  Texas  Medical  Association  con- 
ducted a statewide  mail  survey  in  cooper- 
ation with  county  medical  societies  regard- 
ing the  role  of  the  physician  and  the  medical 
profession  with  respect  to  medical  services 
and  community  activities.  Answers  from 
3083  physicians  are  discussed  in  the  Texas 
State  Journal  of  Medicine. 

A public  misunderstanding  i-egarding  the 
physician’s  role,  the  survey  indicates  that 
the  average  Texas  physician  spends  more 
than  601/2  hours  each  week  in  the  practice 
of  medicine.  He  gives  more  than  7 2/3’s 
of  these  hours  to  the  care  of  patients  who 
are  unable  to  pay.  Professional  activities 
to  increase  his  medical  knowledge  require 
an  additional  5 hours  in  each  average  week. 
He  devotes  nearly  314  hours  each  week  to 
civic  and  community  activities.  One  out  of 
each  two  of  the  Texas  doctors  replying  to 
the  questionnaire  indicated  that  they  had 
been  elected  or  appointed  to  an  office  in  a 
civic  or  community  organization,  and  one 
out  of  each  four  has  held  an  elective  or  ap- 
pointive public  office. 

(Continued  on  page  20-A) 
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‘B.W.  & Co.’  ‘Sporin’  Ointments 
rarely  sensitize . . . 
give  decisive  bactericidal  action 
for  most  every  topical  indication 


‘CORTISPORIN’ 


® Broad-spectrum  antibac- 
terial action— plus  the 
soothing  anti-inflam- 
matory, antipruritic  ben- 
efits of  hydrocortisone. 


TOLYSPORIN’ 


brand  Antibiotic  Ointment 


A basic  antibiotic  com- 
bination with  proven 
effectiveness  for  the 
topical  control  of  gram- 
positive and  gram-nega- 
tive organisms. 


Contents  per  Gm. 

‘Polysporin’® 

‘Neosporin’® 

‘Cortisporin’® 

‘Aerosporin’®  brand 
Polymyxin  B Sulfate 

10,000  Units 

5,000  Units 

5,000  Units 

Zinc  Bacitracin 

500  Units 

400  Units 

400  Units 

Neomycin  Sulfate 

— 

5 mg. 

5 mg. 

Hydrocortisone 

10  mg. 

Supplied: 

Tubes  of  1 oz., 

Vz  oz.  and  Vs  oz. 
(with  ophthalmic  tip) 

Tubes  of  1 oz., 

Vz  oz.  and  Vs  oz. 
(with  ophthalmic  tip) 

Tubes  of  Vz  oz.  and 
Vs  oz.  (with 
ophthalmic  tip) 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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ANNUAL 

CLINICAL 

CONFERENCE 
★ ★ 

CHICAGO  MEDICAL  SOCIETY 
Febr.  27,  28,  March  1 and  2,  1962 
Palmer  House,  Chicago 

Lectures  Teaching  Demonstrations 

Medical  Color  Telecasts  Instructional  Courses 

The  CHICAGO  MEDICAL  SOCIETY  ANNUAL  CLINICAL 
CONFERENCE  should  be  a MUST  on  the  calendar  of 
every  physician.  Plan  now  to  attend  and  make  your 
reservation  at  the  Palmer  House. 


W.  B.  SAUNDERS  COMPANY  features 
the  following  recent  books  in  their  fall 
page  advertisement  appearing  elsewhere 
in  this  issue. 

DRIPPS,  ECKENHOFF  AND  VANDAM  - 
INTRODUCTION  TO  ANESTHESIA 

An  ideal  basic  guide  to  the  under- 
standing and  safe  administration  of 
anesthesia. 

CORDAY  AND  IRVING  - DISTURBANCES 
OF  HEART  RATE,  RHYTHM  AND  CON- 
DUCTION 

Covers  management  of  all  the  cardiac 
arrythmias  and  conduction  defects. 


Physicians  Give  Their  Time — 

(Continued  from  page  14-A) 

Of  the  7 2/3’s  hours  of  the  physicians 
basic  sixty-hour  work  week,  the  average 
Texas  physician  devoted  almost  31/2  hours 
to  the  care  of  patients  65  years  of  age  or 
older  for  which  the  physician  received  no 
financial  remuneration. 

The  survey  also  resulted  in  information 
regarding  the  method  of  payment  for  med- 
ical services  for  patients  more  than  65  years 
of  age.  Voluntary  Health  Insurance  was 
given  as  the  most  popular  method  of  the 
aged  in  paying  for  medical  care,  with  near- 
ly 30  per  cent  utilizing  this  device.  Local 
funds,  state,  or  Federal  Government  pay  the 
medical  care  for  5%  per  cent  of  the  aged, 
and  more  than  11%  per  cent  of  such  patients 
will  receive  no  charge  from  the  doctor. 

Live  Virus  Polio  Vaccine  Licensed — 

The  Type  I oral,  live  virus  polio  vaccine 
developed  by  Dr.  Albert  Sabin  has  been  li- 
censed by  the  U.S.  Public  Health  Service 
for  marketing  in  the  United  States. 

Hower,  the  P.H.S.,  the  American  Medical 
Association  and  others  urged  that  the  wid- 
est possible  use  still  be  made  of  the  Salk 
killed  vaccine.  The  principal  use  of  the 
newly  licensed  oral  vaccine  this  year  will  be 
against  epidemic  threats  of  Type  I polio. 

The  license  for  manufacture  of  the  oral 
vaccine  was  granted  to  Pfizer,  Ltd.,  Sand- 
wich, England,  and  it  is  being  marketed  in 
this  countiy  by  Chas.  Pfizer  & Co.,  Inc.,  of 
New  York  City. 

Dr.  Luther  L.  Terry,  Surgeon  General  of 
the  P.H.S.,  said  he  expected  Type  II  oral 
vaccine  to  be  licensed  soon  but  that  it  would 
be  several  months  before  Type  III  would  be 
licensed. 

Pfizer  is  expected  to  have  more  than  50 
million  doses  of  Type  I oral  vaccine  avail- 
able for  use  by  next  spring  at  the  start  of 
the  1962  polio  season.  For  an  epidemic  re- 
serve, the  P.H.S.  ordered  at  the  time  of  the 
licensing  a total  of  900,000  doses  of  the 
Type  I vaccine  in  frozen  form  at  a cost  of 
$81,000. 

Information  on  the  terms  for  obtaining 
vaccine  from  this  epidemic  reserve  was  sent 
to  State  and  Territorial  Health  Officers. 
The  requirements  include: 

(Continued  on  page  36-A) 
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PRO-BANTHINE  PA. 

<BRAND  OF  PROPANTHELINE  BROMIDE) 

Prolonged-Acting  tablets-3o  mg. 
Effective  • Convenient  • Sustained  Action 

pro-banthIne^',  the  leading  anticholinergic,  is  now  available  in  a distinctive 
prolonged-acting  dosage  form. 

The  prolonged  action  of  new  pro-banthIne  p.a.  is  regulated  by  simple  phys- 
ical solubility.  Each  pro-banthine  p.a.  tablet  releases  about  half  of  its  30  mg. 
promptly  to  establish  the  usual  therapeutic  dosage  level.  The  remainder  is 
released  at  a rate  designed  to  compensate  for  the  metabolic  inactivation  of 
earlier  increments. 

This  regulated  therapeutic  continuity  maintains  the  dependable  anticho- 
linergic activity  of  pro-banthine  all  day  and  all  night  with  only  two  tablets 
daily  in  most  patients. 

New  PRO-BANTHINE  P.A.  Will  be  of  particular  benefit  in  controlling  acid 
secretion,  pain  and  discomfort  both  day  and  night  in  ulcer  patients  and  in 
inhibiting  excess  acidity  and  motility  in  patients  with  peptic  ulcer,  gastritis, 
pylorospasm,  biliary  dyskinesia  and  functional  gastrointestinal  disorders. 
Suggested  Adult  Dosage:  One  tablet  at  bedtime  and  one  in  the  morning, 
supplemented,  if  necessary,  by  additional  tablets  of  pro-banthine  p.a.  or 
standard  pro-banthine  to  meet  individual  requirements. 


e.  d.SEARLE  & CO. 

CHICAGO  80,  ILLINOIS 

Research  in  the  Service  of  Medicine 
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V^_><oca-Cola,  too,  has  its  place 
in  a well  balanced  diet.  As  a 
pure,  wholesome  drink,  it 
provides  a bit  of  quick  energy., 
brings  you  back  refreshed  after 
work  or  play.  It  contributes  to 
good  health  by  providing  a 
pleasurable  moment’s  pause 
from  the  pace  of  a busy  day. 


Live  Virus  Polio  Vaccine  Licensed — 

(Continued  from  page  20-A) 

At  least  three  cases  of  Type  I polio  in 
the  community  within  a month,  of  which 
two  have  been  confirmed  to  be  Type  I by 
laboratory  analysis. 

Adequate  community  organization  and 
medical  leadership  to  insure  rapid  and  com- 
plete coverage  of  the  population  under  50. 

Agreement  to  make  the  vaccine  available 
without  charge  to  persons  under  50. 

All  local  requests  must  be  channeled 
through  State  health  departments. 

Of  the  three  types  of  polio  virus,  Type  I 
has  been  responsible  in  recent  years  for  be- 
tween 60  and  70  per  cent  of  all  paralytic 
polio  in  this  country,  P.H.S.  said.  How- 
ever, a sampling  of  virus  isolated  from  para- 
lytic cases  this  year  suggests  that  Type  III 
may  be  increasing  in  relative  importance  as 
a cause  of  paralytic  disease. 

Dr.  Terry  attributed  “the  progressive  de- 
cline in  polio  since  1955”  to  the  Salk  vac- 
cine. He  said  that  through  Aug.  5 only  234 
paralytic  cases  had  been  reported  this  year, 
as  compared  “with  13,850  for  the  polio  sea- 


son of  1955,  the  first  year  in  which  the  Salk 
vaccine  became  available  in  limited  quan- 
tities.” 

The  A.M.A.  said  the  licensing  of  the  live 
virus  vaccine  marked  “another  step  for- 
ward” in  the  fight  against  polio.  The  As- 
sociation predicted  the  new  vaccine  would 
be  “a  valuable  weapon  against  epidemics  of 
Type  I polio.”  However,  the  A.M.A.  again 
urged  that  everyone  complete  a series  of 
Salk  shots. 

“Until  such  time  as  oral  vaccine  against 
all  three  types  are  available,  the  Salk  vac- 
cine remains  the  only  protection  available 
against  all  types  of  paralytic  polio,”  the 
A.M.A.  said. 

Dangers  From  Blood  Transfusions — 

Each  year  3000  persons  die  from  an  esti- 
mated 3.5  million  blood  transfusions.  Trans- 
fusions probably  rank  with  appendicitis  and 
anesthesia  as  causes  of  death.  Legal  opin- 
ions have  indicated  that  a physician  would 
likely  be  liable  for  damages  following  and 
caused  by  a transfusion  that  was  not  indicat- 
ed by  the  facts  of  the  case. 

(Continued  on  page  38- A) 
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In  Dysmenorrliea . . . 


“cramps  don’t  cramp  her  style... 

when  you  prescribe 

Tvaneopriir 

Aspirin (5  grains)  300  mg. 

TranCOpal®  (brand  of  chlormezanone) 50  mg. 


Trancoprin  is  more  than  a simple  analgesic: 

It  deals  with  cramping  pains  in  three  ways.  Be- 
sides dimming  pain  perception,  Trancoprin, 
through  its  tranquilizing  action,  reduces  anxiety 
and  raises  the  tolerance  for  discomfort.  And, 
against  the  spasm  caused  by  pain  which,  in  turn. 


produces  more  pain,  Trancoprin  exerts  its  skeletal 
muscle  relaxant  action. 

Trancoprin  is  exceptionally  safe  to  use: 

Fewer  than  two  and  a half  per  cent  of  patients 
can  be  expected  to  have  any  side  effects,  and 
these  are  of  a minor  nature. 


Available  in  bottles  of  100  tablets.  The  usual  dosage  in  dysmenorrhea  is  2 tablets  3 or  4 times  daily. 


LABORATORIES, 
New  York  18,  N.Y. 
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We 


Splint  & Brace 
SHOP ... 


JACK  O.  CASEY.  Owner 
(Certified  Orthotist) 

Braces,  Belfs 
and 

ArfJficial  Limbs 


V/CERTIFIED 


We  Make  and 
Repair  All  Types 
of  Orthopedic  and 
Prosthetic  Appliances 
Shoe  Correction 
and  Extension 


Let  Us  Help  You  With  Your  Brace 
and  Artificial  Limb  Problems. 


1000  So.  13th  St.,  Lincoln,  Nebr. 
Phone  HE  2-1644 


Since  7925 

Nebraska's 

Leading 

Physicians  and 
Surgical 
Supply  House 

Phone  HE  5-2105 


OIVLEY  MEDICAL 

SUPPLY  CflMPAIVY 
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Dangers  From  Blood  Transfusions — 

(Continued  from  page  36-A) 

These  opinions  are  expressed  in  the  Jour- 
nal of  the  Michigan  State  Medical  Society 
by  the  Michigan  Pathological  Society.  The 
comment  continues  that  even  if  no  negli- 
gence could  be  proved,  an  action  for  damages 
could  result  if  the  plaintiff  could  prove 
that  a transfusion  was  not  medically  indicat- 
ed. A surgical  operation  per  se  is  not  a 
sufficient  reason  for  a transfusion. 

Transfusions  are  neither  tonics  nor  place- 
boes and  are  not  substitutes  for  careful 
medical  - surgical  therapy.  The  physician 
should  treat  the  patient,  not  his  laboratory 
reports  or  his  own  anxiety.  The  treatment 
of  iron-deficiency  anemia  is  better  accom- 
plished by  iron  replacement  than  by  transfu- 
sions. Because  of  the  risks  and  the  limited 
amount  of  hemoglobin  provided  for  the  pa- 
tient’s blood  volume  by  a single  transfusion, 
the  use  of  a single  unit  is  rarely  justified 
for  the  treatment  of  anemias  that  can  be 
treated  by  other  means. 

Other  risks  from  a transfusion  include; 
the  danger  of  hepatitis,  allergic  reactions, 
sensitization  of  the  patient  and  the  possibil- 
ity of  a reaction  of  incompatible  blood  or 
possible  bacterial  contamination  of  the 
transfused  blood. 

Except  for  exchange  transfusions  there 
are  two  indications  for  blood  transfusions. 
These  are  the  improvement  of  circulatory 
system  stability  by  replacement  of  volume 
where  the  patient’s  life  is  imperiled,  and 
the  prevention  of  acute  hypoxia  or  shock  by 
improving  the  oxygen  carrying  capacity  of 
the  blood. 


Influenza  Epidemic  Predicted — 

Dr.  Luther  L.  Terry,  Surgeon  General  of 
the  U.S.  Public  Health  Service,  predicted 
that  there  will  be  a new  influenza  epidemic 
in  the  United  States  this  fall  and  winter. 

He  urged  immediate  vaccinations  for 
people  over  65,  pregnant  women  and  persons 
with  heart  diseases  and  other  chronic  ill- 
nesses. 

“We  are  probably  due  for  some  Asian  flu 
outbreaks,  since  they  come  in  two  or  three 
year  cycles,”  Terry  said,  “and  we  are  over- 
due for  type  B flu  outbreaks  which  come  in 
four  to  six-year  cycles.” 

(Continued  on  page  40-A) 
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Influenza  Epidemic  Predicted — 

(Continued  from  page  38- A) 

More  than  86,000  people  in  the  three  most 
susceptible  groups  died  from  influenza  be- 
tween September  1957  and  March  1960. 
Asian  flu  has  been  dormant  in  this  country 
since  then.  It  has  been  more  than  six  years 
since  type  B flu  has  been  widespread. 

Both  types  of  flu  were  prevalent  in  other 
countries  in  1960-61,  especially  in  England. 
In  1951,  when  England  had  a similar  epi- 
demic, flu  reached  this  country  the  follow- 
ing year,  Terry  noted. 

The  U.S.  Public  Health  Service  is  alert- 
ing physicians,  state  health  officers  and 
welfare  agencies  to  include  flu  shots  in 
their  programs  of  public  assistance. 

Increase  in  Physicians’  Fee  Is 
Relatively  Moderate — 

In  spite  of  a rather  prominent  belief  that 
the  cost  of  illness  is  increasing  at  too  rapid 
a rate,  and  that  doctors  are  responsible  for 
the  increase  in  cost,  such  an  opinion  is  re- 
futed by  factual  studies. 

The  Bureau  of  Labor  Statistics  of  the 


United  States  Department  of  Labor  has  re- 
leased figures  relative  to  the  increase  in  cost 
of  various  services  which  indicate  that  the 
increase  in  physicians’  fees  has  been  a rela- 
tively modest  one. 

Noting  the  percentage  increase  in  cost 
during  1936  and  1960,  an  overall  increase 
on  all  items  is  113  per  cent.  Hospital  rates 
have  increased  370  per  cent,  public  trans- 
portation 146  per  cent,  food  139  per  cent  and 
the  cost  of  auto  repairs  102  per  cent.  Gen- 
eral practitioners’  fees  have  increased  90 
per  cent  and  surgeons’  fees  74  per  cent. 

Causes  of  Pre-Mature  Death — 

Defining  premature  death  as  mortality  oc- 
curring before  the  age  of  65,  and  excluding 
the  toll  in  infancy,  a report  in  the  Statistical 
Bulletin,  indicates  that  the  incidence  of  pre- 
mature death  in  the  United  States  is  still 
high.  Currently,  about  575,000  deaths  a 
year  or  more  than  a third  of  the  annual  to- 
tal, are  at  the  ages  under  65. 

Premature  death  is  considerably  more  fre- 
quent among  males  than  among  females, 
with  the  greatest  disparity  and  mortality  oc- 
( Continued  on  page  42-A) 
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Causes  of  Premature  Deaths — 

(Continued  from  page  40-A) 

curring  in  the  age  group  between  15  and  24 
where  the  rate  for  males  is  2 1/2  times  that 
for  females. 

Accidents  predominate  as  a cause  of  death 
among  children  and  young  adults,  with  males 
having  a greater  hazard  than  females.  In 
each  sex,  motor  vehicles  are  responsible  for 
more  than  one  third  of  the  fatal  injuries  be- 
fore the  age  14  and  two  thirds  of  those  be- 
tween the  ages  of  15  and  24. 

Over  one  tenth  of  all  deaths  at  ages  1 to 
24  are  due  to  malignancies  and  this  cause 
ranks  second  as  a cause  of  death.  Other 
diseases  causing  a considerable  number  of 
deaths  at  these  ages  are  pneumonia  and  in- 
fluenza, cardiovascular-renal  diseases  and 
congenital  malformations. 

Between  the  ages  of  25  and  44  the  ma- 
jority of  deaths  result  from  the  cardiovas- 
cular-renal diseases,  cancer,  and  accidents, 
but  there  are  some  differences  between  the 
sexes. 

j\Iore  than  400,000  deaths  a year  in  the 
United  States  are  among  people  in  the  age 


gi’oups  45  to  64  years.  At  least  half  of  these 
deaths  are  due  to  cardiovascular-renal  con- 
ditions, the  bulk  of  them  being  attributed 
to  heart  disease.  Cancer  ranks  second  as  a 
cause  of  death  in  this  group,  but  there  is 
a difference  between  men  and  women,  since 
malignant  tumors  are  responsible  for  a larg- 
er portion  of  the  mortality  among  women 
than  among  men. 


Senior  Citizens’  Placement  Service — 

A non-profit  organization  designed  to 
“add  life  to  the  later  years,”  and  operating 
by  developing  opportunities  for  earned  in- 
come for  older  citizens,  is  described  in  the 
Bulletin  of  the  Dade  County  Medical  Asso- 
ciation. 

Their  report  notes  the  urging  of  the 
American  Medical  Association’s  committee 
on  Aging  that  encouragement  be  given  local 
programs  for  older  persons,  especially 
those  which  emphasize  the  importance  of 
self-help  and  independence  by  the  senior 
citizens. 

It  is  also  urged  that  activities  of  other 
(Continued  on  page  44- A) 
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Senior  Citizens  Placement  Service — 

(Continued  from  page  42- A) 
organizations  in  the  area  of  assistance  to  the 
aging  be  reviewed  and  the  entire  subject  of 
employment  be  explored.  Continued  work 
or  other  activity  in  later  life  maintains 
physical  and  mental  health  and  is  recom- 
mended. It  is  noted  that  physicians  never 
retire. 

The  organization  described  is  the  Senior 
Service  Foundation  of  Miami  which  has 
perfected  its  plan  for  a central  placement 
and  counseling  center  for  the  abled  bodied, 
over-60  population  living  on  marginal  in- 
comes. It  is  estimated  that  100,000  senior 
citizens  of  Dade  county  may  be  assisted  by 
this  project.  Part-time  and  casual  jobs  will 
be  sought  from  employers  and  information 
supplied  with  regard  to  self-employment. 
Applicants  will  be  screened  in  the  light  of 
their  ability  for  undertaking  various  types 
of  work.  It  is  not  intended  that  a fee  will 
be  charged  for  this  activity. 

The  project  is  considered  as  one  of  top 
priority,  by  the  Welfare  Planning  Council, 
among  all  the  programs  for  older  persons. 
It  is  hoped  that  it  will  add  to  the  purchasing 


power  and  minimize  the  dependence  of  re- 
tired persons  on  tax  funds. 


“All  I can  say  is  it  took  him  all  evening  to 
diagnose  a simple  case  of  hiccups.” 
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Rautrax-N  lowers  high  blood  pressure  gently,  gradually  . . . protects 
against  sharp  fluctuations  in  the  normal  pressure  swing. 


Rautrax-N  offers  all  the  advantages  of  Raudixin, 
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mg.  Raudixin,  4 mg.  Naturetin  and  400  mg.  potassium 
chloride.  Rautrax-N  Modified  — capsule-shaped  tablets  pro- 
viding 50  mg.  Raudixin,  2 mg.  Naturetin  and  400  mg. 
potassium  chloride. 


Rautrax-N* 

Squibb  Standardized  Whole  Root  Rauwolfia  Serpentina  (Raudixin) 
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No  Geriatrics  Specialists — 

It  is  highly  unlikely  that  any  one  special- 
ist will  deyelop  who  can  confidently  concern 
himself  with  all  of  the  problems  of  medical 
management  of  the  aged.  The  care  of  the 
aged  requires  such  diverse  specialties  as 
ophthalmology',  gy'necology,  psychiatry,  and 
orthopedics.  It  is  difficult  to  expect  that 
competency  can  be  maintained  in  each 
of  these  and  other  specialties  applicable  to 
the  care  of  the  aged.  An  editorial  in  the 
New  Physician  which  presents  this  con- 
cept continues  with  the  prediction  that  Geri- 
atrics will  become  an  increasingly  impor- 
tant part  of  - the  teaching  of  each  of  the  med- 
ical specialties,  but  is  not  likely  to  become 
recognized  as  a separate  specialty. 

Since  the  good  medical  practice  is  char- 
acterized by  the  individualization  of  patient 
care  in  accordance  with  the  needs  of  the  pa- 
tient, it  is  expected  that  medical  education 
will  emphasize  geriatrics  as  it  utilizes  the 
problems  of  each  patient  to  illustrate  good 
medical  practice. 

The  greatest  difficulty  in  accomplishing 
effective  education  of  the  physician  in  the 


field  of  geriatrics  is  the  lack  of  a substantial 
body  of  scientific  information  to  define  and 
to  describe  the  process  of  aging. 


“I  hav^e  a constant  ringing  in  my  ears  • — 
like  a cash  register.” 
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Unsurpassed  General  Purpose’*  and  Special  Purpose”  Corticosteroid . . . 

Outstanding  for  Short-  and  Long-term  Therapy 
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Triamcinolone  Lederle 
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ESTIMATES 


Equipment 
plans  for 
new  clinics 


The  Month  in  Washington — 

The  American  Medical  Association  and 
the  federal  government  declared  all-out  war 
on  medical  quacks  and  charlatans  who  bilk 
the  sick  and  gullible  of  hundreds  of  millions 
of  dollars  each  year  through  useless  gadgets, 
phony  nostrums,  fake  reducing  pills  and  the 
many  other  gimmicks  of  the  medicine  show 
trade. 

The  campaign  was  launched  at  the  First 
National  Congress  on  Medical  Quackery,  un- 
der joint  sponsorship  of  the  A.M.A.  and  the 
U.S.  Food  and  Drug  Administration,  Oct.  6- 
7 at  the  Sheraton-Park  Hotel  in  Washing- 
ton. 

Among  the  keynote  speakers  were  two  top 
officials  in  President  Kennedy’s  cabinet.  Sec- 
retary of  Health,  Education  and  Welfare 
Abraham  A.  Ribicoff  and  Postmaster  Gen- 
eral J.  Edward  Daly.  Leonard  W.  Larson, 
M.D.,  president  of  the  A.M.A.,  and  Oliver 
Field,  Director  of  the  A.M.A.  Department  of 
Investigation,  spoke  for  organized  medicine. 

Others  on  the  program  included  Herbert 
J.  Miller,  assistant  U.S.  attorney  general  in 
charge  of  the  criminal  division;  George  P. 
Larrick,  commissioner  of  the  F.D.A.,  and 
Paul  Rand  Dixon,  chairman  of  the  Federal 
Trade  Commission. 

Other  speakers  included  representatives 
of  the  American  Cancer  Society,  the  Arthri- 
tis and  Rheumatism  Foundation,  and  the  Na- 
tional Better  Business  Bureau. 

C.  Joseph  Stetler,  director  of  the  Legal 
and  Socio-Economic  Division  of  the  A.M.A., 
presided  at  the  meeting. 

Many  state  and  county  medical  societies 
from  throughout  the  nation  sent  represent- 
atives to  the  Congress.  They  carried  back 
to  their  societies  plans  for  cooperation  with 
enforcement  agencies  at  the  local  level  and 
for  a step-up  of  public  education  on  the  sub- 
ject in  an  accelei-ated  campaign  against 
quacks. 

Highlights  of  the  talks  included : 

— Larson:  “We  must  educate  the  public 
thoroughly  and  effectively.  We  must  wage 
psychological  as  well  as  scientific  warfare. 
We  must  not  only  prove  the  worthlessness 
of  quackery,  but  we  also  must  establish  con- 
fidence in  sound  medical  and  health  care. 

(Continued  on  page  18-A) 
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^*nutrition... present  as  a modifying  or  complicat- 
ing factor  in  nearly  every  illness  or  disease  state^^ 

1.  Youmans,  J.  8.:  Am.  J.  Med.  25:659  (Nov.)  1958 


cardiac  diseases  “Who  can  say,  for  example,  whether  the  patient  chronically 
ill  with  myocardial  failure  may  not  have  a poorer  myocardium  because  of  a moderate 
deficiency  in  the  vitamin  B-complex?  Something  is  known  of  the  relationship  of  vitamin 
C to  the  intercellular  ground  substance  and  repair  of  tissues.  One  may  speculate  upon 
the  effects  of  a deficiency  of  this  vitamin,  short  of  scurvy,  upon  the  tissues  in  chronic 


disease.”^  2, 


Kampmeier,  R.  H.:  Am.  J.  Med.  25:662  (Nov.)  1958. 


arthritis  ‘ It  is  our  practice  to  prescribe  a multiple  vitamin  preparation  to  patients 
with  rheumatoid  arthritis  simply  to  insure  nutritional  adequacy.  . 


3.  Fernandez-Herlihy,  L:  Lahey  Clinic  Bull.  11:12  (July-Sept.)  1958. 


are  com- 


digestive  diseases  Symptoms  attributable  to  B-vitamin  deficiency 

monly  observed  in  patients  on  peptic  ulcer  diets. ^ Daily  administration  of  therapeutic 
vitamins  to  patients  with  hepatitis  and  cirrhosis  is  recommended  by  the  National 

P pcpQrrVi  r^minril  ^ Sebrell,  W.  H.:  Am.  J.  Med.  25:673  (Nov.)  1958.  5.  Pollack,  H.,  and  Halpern,  S.  L.;  Therapeutic  Nutrition. 
rvCoCdl  cll  National  Academy  of  Sciences  and  National  Research  Council,  Washington,  0.  C.,  1952,  p.  57. 

degenerative  diseases  “Studies  by  Wexberg,  Jolliffe  and  others  have  indi- 
cated that  many  of  the  symptoms  attributed  in  the  past  to  senility  or  to  cerebral  arterio- 
sclerosis seem  to  respond  with  remarkable  speed  to  the  administration  of  vitamins, 
particularly  niacin  and  ascorbic  acid.  These  facts  indicate  that  the  vitamin  reserve  of 
aging  persons  is  lowered,  even  to  the  danger  point,  more  than  is  the  case  in  the  average 

American  adult.  ’ e.  Overholser,  W„  and  Fong,  T.C.C.  in  Stieglitz,  E.  J.:  Geriatric  Medicine,  3rd  edition,  J,  B,  Lippincott,  Philadelphia,  1954,  p.  264. 

infectious  diseases  Infections  cause  a lowering  of  ascorbic  acid  levels  in  the 

plasma;  and  the  absorption  of  this  vitamin  is  reduced  in  diarrheal  states.'^  7.  Goldsmith,  G A.; 

Conference  on  Vitamin  C.  The  New  York  Academy  of  Sciences,  New  York  City,  Oct.  7 and  8, 1960.  Reported  in;  Medical  Science  8:772  (Dec.10)  1960. 

diabetes  Diabetics,  like  all  patients  on  restricted  diets,  require  an  extra  source 
of  vitamins.®  “Rigidly  limiting  the  bread  intake  of  the  diabetic  patient  automatically 
eliminates  a large  amount  of  thiamin  from  the  diet.  . . .There  is  some  evidence  of 
interference  with  normal  riboflavin  utilization  during  catabolic  episodes.  ® 

8.  Duncan  G.  G.;  Diseases  of  Metabolism  4th  edition  W.  B.  Saunders,  Philadelphia,  1959,  p.  812.  9.  Pollack,  H.:  Am.  J.  Med.  25:708  (Nov.)  1958. 
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ANNUAL  CLINICAL  CONLERENCE 

CHICAGO  MEDICAL  SOCIETY 

February  27,  28,  March  1 and  2,  1962 
Palmer  House,  Chicago 

Daily  Half-Hour  Lectures  by  Outstanding  Teachers  and  Speakers 
on  subjects  of  interest  to  both  general  practitioner  and  specialist. 

Panels  on  Timely  Topics  Teaching  Demonstrations 

Medical  Color  Telecasts  Instructional  Courses 

Scientific  Exhibits  worthy  of  real  study  and  helpful  and  time-saving 

Technical  Exhibits. 

The  Chicago  Medical  Society  Annual  Clinical  Conference  should  be  a MUST  on 
the  calendar  of  every  physician.  Plan  now  to  attend  and  make  your  reserva- 
tions at  the  Palmer  House. 


The  Month  in  Washington — 

(Continued  from  page  14- A) 

“Speaking  for  the  American  Medical  Asso- 
ciation and  our  180,000  physician-members, 
I pledge  our  efforts  to  the  final  eradication 
of  quackery  and  all  its  minions  and  satraps.” 

— Ribicoff : “The  total  cost  of  unneces- 

sary or  dangerous  medications  in  this  coun- 
try probably  exceeds  $1  billion  each  year. 
Much  of  this  expense  is  to  men,  women,  and 
children  who  dearly  need  this  money  for  good 
medical  care  or  for  other  necessities  of  life. 

“But  quackery’s  costs  in  dollars  only  in- 
troduces the  story.  In  terms  of  false  hopes 
raised,  in  terms  of  ugly  delusions  fostered, 
in  terms  of  tinkering  with  human  life  it- 
self, the  cost  cannot  be  measured.  The 
quack  flirts  with  disaster.  He  challenges 
the  sixth  Commandment:  ‘Thou  shalt  not 
kill’.” 

— Larrick : “The  most  widespread  and  ex- 
pensive type  of  quackery  in  the  United 
States  today  is  in  the  promotion  of  vitamin 
products,  special  dietary  foods,  and  food 
supplements.  Millions  of  consumers  are  be- 
ing misled  concerning  their  need  for  such 
products.  Complicating  this  problem  is  a 


vast  and  growing  ‘folk-lore’  or  ‘mythologj^’ 
of  nutrition  which  is  being  built  up  by 
pseudo-scientific  literature  in  books,  pamph- 
lets, and  periodicals.  As  a result,  mil- 
lions of  people  are  attempting  self-medica- 
tion for  imaginaiy  and  real  illnesses  with 
a multitude  of  more  or  less  irrational  food 
items.  Food  quackeiy  today  can  only  be 
compared  to  the  patent  medicine  craze  which 
reached  its  height  in  the  last  century.  Es- 
pecially disturbing  is  the  tendency  shown 
by  some  big  and  hitherto  respected  food  con- 
cerns to  use  quackery  in  their  sales  materi- 
al.” 

— Dixon:  “Properly  drafted  and  adminis- 
tered, legislation  giving  the  Federal  Trade 
Commission  power  to  issue  temporary  cease- 
and-desist  orders  would,  while  observing  all 
the  requirements  of  due  process,  make  it  pos- 
sible to  protect  the  public  interest  more  ade- 
quately in  many  areas. 

“Although  in  the  case  of  food,  drug,  and 
cosmetic  advertising,  the  Commission  can 
apply  to  district  courts  for  temporary  in- 
junctions, it  would  be  much  more  efficient 
for  the  Commission  itself  to  issue  temporary 
orders  in  those  cases  as  well  as  in  others.” 
(Continued  on  page  38-A) 
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When  it’s  mo 


grippe  or 

“flu” than  a sfi^ple 
cold,but  an  antibiotic 
is  not  indicated... 
prescribe  NEW 


WIN-CODIN*Tablets 

New  Win-Codin  tablets  provide  greater  symptomatic  relief 
from  influenza,  colds  and  sinusitis  than  do  simple  analgesic- 
antihistamine  combinations.  New  Win-Codin  tablets  contain 
a full  complement  of  the  most  effective  agents  available  to 
relieve  general  discomfort,  bring  down  fever  and  lessen 
congestive  symptoms. 

Each  tablet  contains: 

Codeine  phosphate  15  mg.— to  relieve  local  and  generalized 
pain  and  control  dry  cough 

Neo-Synephrine®  10  mg.— to  shrink  nasal  membranes  and 
open  sinus  ostia 

Acetylsalicyclic  acid  300  mg.  (5  grains)— to  reduce  fever  and 
relieve  aching 

Chlorpheniramine  maleate  2 mg.— an  antihistamine  to  shrink 
engorged  membranes  and  lessen  rhinorrhea 
Ascorbic  acid  (vitamin  C)  50  mg.  — to  increase  resistance  to 
infectionst 

New  Win-Codin  tablets  will  bring  more  comfort  to  many 
patients  suffering  from  severe  colds,  influenza  or  sinusitis. 

Average  dose:  Adults,  1 or  2 tablets  three  times  daily;  children 
6 to  12  years,  from  1/2  to  1 tablet  three  times  daily. 

Available  in  bottles  of  100  (Class  B narcotic). 

LABORATORIES  ’Traderaark  tFor  persons  with  vitamin  C deficiency 

New  York  18,  N.  Y.  Neo-Synephrine  (brand  of  phenylephrine),  trademark  reg.  U.  S.  Pat.  Off. 
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ESTABLISHED  1884  . . . BOOKLET  ON  REQUEST 

& Fully  Accredited 


1220  DEWEY  AVENUE 


A DYNAMICALLY  ORIENTED  HOSPITAL  FOR  THE 
TREATMENT  OF  MENTAL  AND  EMOTIONAL  ILLNESSES 


WAUWATOSA  13,  WISCONSIN 


For  information  write  to  Department  of  Admissions 
Tel.  No.:  Biuemound  8-2600 


The  -Month  in  Washington — 

(Continued  from  page  18- A) 

— Day:  “The  peddling  of  fake  medical 
cures  is  the  most  prominent  fraudulent  ac- 
tivity conducted  through  the  U.S.  mails  to- 
day. This  huge  ‘industry’  — and  it  has 
grown  to  that  extent  — is  so  prevalent  and 
so  widespread  that  it  taxes  the  manpower  of 
the  Postal  Inspection  Service  to  the  utmost 
in  trying  to  bring  the  perpetrators  to  justice. 

“We  are  doing  everything  we  can  to  make 
more  of  our  inspectors  available  to  work 
on  cases  of  this  nature,  to  the  extent  it  will 
not  jeopardize  enforcement  in  other  fields.” 

Dr.  L.  Henry  Garland,  American  Cancer 
Society:  “The  charlatan  is  in  business  to 
make  money  and  he  does  so  by  offering 
hope.  He  tends  to  be  courteous,  optimistic, 
easily  understood  by  the  laymen,  and  con- 
fident that  cure  can  be  obtained.  His  pa- 
tient does  not  care  that  the  method  used  is 
a secret  one,  that  the  testimonials  are  largely 
fraudulent,  or  that  the  ‘doctor’  may  not  even 
be  licensed.  All  he  knows  is  that  he  is  be- 
ing reassured  and  treated  by  someone  who 
seems  to  be  interested  in  him  as  a person. 

“If  it  is  granted  that  the  causes  of  charla- 


tanism are  . . . diverse,  it  seems  obvious  that 
control  must  be  equally  diverse  — composed 
of  the  difficult  and  slow  triad  — public  edu- 
cation, professional  education  and  continued 
research  in  cancer  prevention.” 

— Dr.  R.  W.  Lamont-Havers,  Arthritis  and 
Rheumatism  Foundation : “That  this  is  a 
large  problem  is  indicated  by  the  estimated 
250  million  dollars  a year  that  arthritic  vic- 
tims spend  upon  unproven,  and  misrepre- 
sented products  in  a vain  attempt  to  obtain 
unrealizable  relief  from  their  suffering.  Not 
all  of  these  products  are  quackery  in  the 
sense  of  being  useless.  Some  contain  active 
ingredients  — usually  salicylates,  or  appar- 
atus such  as  vibrators,  but  are  promoted 
with  such  misrepresentation  of  effects  that 
the  arthritic  fully  expects  results  beyond  the 
capabilities  of  the  drug.  Others  are  out- 
right quackery  and  include  such  popular 
items  as  alfalfa  tea,  uranium  pads,  honey 
and  vinegar,  etc.  Of  particular  concern  are 
the  widely  advertised  so  - called  ‘clinics,’ 
chiefly  in  Missouri  and  Florida.” 

— Field : “We  would  like  to  envision  the 

time  when  we  can  cease  to  woriy  about  the 
medical  quack.  But  it’s  going  to  take  an 
(Continued  on  page  41-A) 
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In  OMAHA,  NEBRASKA 
stay  af  Hotel 


14th  and  Famam 

In  the  heart  of  downtown  Omaha,  Hotel 
Paxton  typifies  the  spirit  of  this  pro- 
gressive city  . . . continually  improving 
service  for  discriminating  guests,  accen- 
tuating charm,  individuality  and  livabil- 
ity in  all  guest  rooms,  extending  tradi- 
tionally famous  courtesy  to  travelers 
since  1882,  Hotel  Paxton  at  14th  and 
Farnam  is  your  choice  for  good  living. 

Visif  fbe  . . . 

• PAX  ROOM 
• TAVERN  GRILL 
• COFFEE  SHOP 
• MURAL  LOUNGE 


AN  AFFILIATED  NATIONAL  HOTEL 


The  Month  in  Washington — 

(Continued  from  page  38- A- 
awful  lot  of  doing.  The  Food  and  Drug  Ad- 
ministration, the  Post  Office  Department, 
the  Federal  Trade  Commission  and  the  Food 
and  Drug  groups  of  many  states  of  the 
Union,  cannot  do  the  job  alone.  It  takes  a 
program  which  seeks  to  acquaint  the  public 
with  the  problem,  and  swings  into  action 
quickly  when  there  is  a threat  to  the  com- 
munity or  to  the  nation  at  large.  This  takes 
the  help  of  all  interested  people  — consumer 
groups,  educational  groups,  religious  organ- 
izations, and,  most  of  all,  those  responsible 
for  the  education  of  the  American  jmuth  . . . 
The  emphasis  should  be  on  letting  the  pub- 
lic know,  strengthening  the  laws  where 
necessary,  but,  most  of  all,  providing  a 
means  of  distinguishing  betwen  the  legiti- 
mate medical  practitioner  and  the  one  who 
pretends  to  be  one.” 

Control  of  Tuberculosis — 

The  question  has  been  asked,  “Since  you 
know  how,  why  don’t  you  stamp  out  tuber- 
culosis?” This  question  provides  an  edi- 
torial in  the  Texas  State  Journal  of  Medicine 
which  admits  that  although  we  do  know  how 


to  eliminate  tuberculosis,  the  disease  must 
be  eliminated  from  people,  and  this  com- 
plicates the  situation. 

The  first  step  is  to  discover  the  patient  at 
the  earliest  possible  moment,  which  requires 
an  excellent  case  detection  program.  It  is 
usually  agreed  that  such  a program  should 
include  skin  testing,  and  X-ray  and  labora- 
tory studies  when  indicated.  Official  and 
voluntary  health  agencies  participate  in  case 
detection,  and  mass  surveys  are  important. 
The  best  and  biggest  case  detection  program, 
however,  must  be  one  conducted  by  the  pri- 
vate physician. 

In  the  treatment  phase  of  a tuberculosis- 
eradication  program,  two  disturbing  facts 
become  apparent.  First,  many  cases  of  tu- 
berculosis are  not  known,  and  second,  many 
that  are  found  are  not  in  the  earliest  stages 
of  the  disease.  The  tools  for  finding  and 
treating  all  persons  with  tuberculosis  are 
available,  but  they  must  be  used.  Tubercu- 
losis can  be  eradicated  if  corrective  steps  are 
taken  before  drug-resistant  germs  infect  too 
many  people.  A plea  is  made  to  adopt  an 
implementive  program  that  will  rid  the  com- 
munity of  disease. 
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Gilmour- Danielson 

/*/  DRUG  COMPANY 


142  South  13th  Street 
Phone  HE  2-1246 


800  South  1 3th  Street 
Phone  HE  2-8851 
Medical  Village,  48th  and  "A"  St. 
Phone  IV  8-2305 


— FREE  DELIVERY  — 


PRESCRIPTIONS  - ETHICAL  SERVICE 


Esfablished  1927 


Current  Comment 

Disability  Gimmick — 

While  physicians  resist  the  attempts  to  get 
socialized  medicine  by  means  of  providing 
medical  care  to  aged  through  the  Social  Se- 
curity system,  social  planners  are  working 
with  success  in  another  direction  to  nullify 
their  efforts. 

An  editorial  in  the  Texas  State  Journal  of 
Medicine  reviews  the  history  of  Social  Se- 
curity legislation  to  provide  benefits  to  the 
totally  and  permanently  disabled.  In  1956, 
Congress  enacted  such  legislation  to  cover 
those  over  50  years  of  age  on  the  Social  Se- 
curity rolls.  Qualification  was  based  upon 
a person  being  disabled  for  at  least  six 
months  and  a prognosis  of  a long  and  inde- 
terminable disability.  This  legislation  fur- 
ther provided  that  workmen’s  compensation 
benefits  for  work-connected  disability  would 
be  an  offset  to  the  Social  Security  benefits. 

Congress,  in  1958,  removed  the  offset  pro- 
visions and,  as  a result,  the  disabled  from 
work-connected  disability  received  two  bene- 
fits in  those  states  having  workmen’s  com- 
( Continued  on  page  44- A) 


Come  over  right  away,  doctor.  He  was 
drinking  wine  from  my  shoe  when  he  swallowed 
the  arch  support. 
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Why  do  we  say  Mysteclin-F  is  decisive  in  infection? 


because. . . it  contains  phosphate-potentiated  tetracycline 

for  prompt,  dependable  broad  spectrum  antibacterial  action. 

because. . . it  cojitams  Fungizone,  the  antifungal  antibiotic, 

to  prevent  monilial  overgrowth  in  the  gastrointestinal  tract. 


Mysteclin-F  resolves  many  respiratory,  genitourinary  and  gastrointestinal  infections— as  well  as  such 
other  conditions  as  cellulitis,  bacterial  endocarditis,  furunculosis,  otitis  media,  peritonitis,  and  septi- 
cemia. It  combats  a truly  wide  range  of  pathogenic  organisms:  gram-positive  and  gram-negative 
bacteria,  spirochetes,  rickettsias,  viruses  of  the  psittacosis-lymphogranuloma-trachoma  group. 

Available  as:  Mysteclin-F  Capsules  (250  mg./50  mg.)  Mysteclin-F  Half  Strength  Capsules  (125  mg./25  mg.)  Mysteclin-F 
for  Syrup  (125  mg./25  mg.  per  5 cc.)  Mysteclin-F  for  Aqueous  Drops  (100  mg./20  mg.  per  cc.) 

'Mysieclin'®,  'Sumycin'®  and  ’Fungizone'®  are  Squibb  trademarks. 


Mysteclin-F 


For  full  iofonnalion, 
•ee  yoor  Squibb 
Project  Reference 
or  Product  Brief. 


Squibb  Pbosphaie-Potentiaied  Tetracycline  (sumyon)  plus  Amphotericin  B (Fuscuoxe) 


SqyiBB 


Squibb  Quality  — 
the  Priceless  Ingredient 
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Disability  Gimmick — 

(Continued  from  pag-e  42-A) 

pensation  programs.  In  about  30  states,  the 
combined  benefits  may  equal  or  exceed  the 
income  these  people  receive  before  becoming 
disabled. 

In  1960,  the  age  limit  of  50  years  as  a 
qualification  for  receiving  benefits  from  the 
program,  was  removed.  Thus,  benefits  of 
the  Social  Security  Act  became  available  to 
all  ages. 

During  the  recent  session  of  Congress,  the 
Ways  and  Means  Committee  of  the  House 
considered  a provision  intended  to  change 
the  definition  of  total  and  permanent  dis- 
ability to  include  anyone  whose  disability 
lasts  longer  than  six  months.  This  proposal 
was  not  included  in  the  bill  recently  passed 
but  it  may  be  expected  to  be  introduced  again 
into  the  next  session. 

Future  developments  of  this  type  of  legis- 
lation may  be  projected.  It  is  probable  that 
if  the  provisions  can  be  extended  to  include 
temporary  total  disability  for  periods  longer 
than  six  months,  the  next  step  would  be  to 
remove  the  six  months  waiting  period,  and 
thereby,  provide  benefits  for  all  temporary 


disability.  If  disability  benefits  to  this  ex- 
tent are  provided  by  Federal  legislation,  it 
would  not  be  surprising  if  the  proponents 
would  then  press  for  the  inclusion  of  medical 
benefits. 

If  the  Federal  Government  invades  this 
field  in  a comprehensive  manner,  the  states 
may  be  expected  to  reduce  their  own  respon- 
sibilities in  order  to  avoid  a duplication  of 
benefits.  Employers  probably  would  not  re- 
sist too  strongly  the  shifting  of  disability 
benefits  from  the  state  to  the  national  level. 
The  reason  for  this  is  that  workmen’s  com- 
pensation insurance  is  a cost  that  is  paid 
entirely  by  an  employer  and  Social  Security 
costs  are  shared  equally  between  the  em- 
ployee and  emploj^er. 

Regimented  Examination — 

The  legislature  of  Texas  recently  consid- 
ered enacting  a law  requiring  all  physicians 
or  other  persons  treating  infants  to  do  a 
urine  test  for  phenylketonuria  between  the 
ages  of  three  weeks  and  three  months.  The 
Texas  Medical  Association  opposed  this  bill. 

Opposition  was  not  based  upon  any  opin- 
ion that  the  test  was  unsafe,  difficult,  or  con- 
(Continued  on  page  50-A) 
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is  pharmaceutical 
advertising 
really 

“advertising”? 

of  course  it  is,  though  some  have  called  it 

“education”  . . . not  really  "advertising." 

Of  course  it’s  “advertising”. . . a frankly  competitive  activity  of  the  Ameri- 
can private  enterprise  system  to  which  this  industry  belongs.  Of  course  it’s 
“advertising”.  . .created  in  the  hope  of  getting  the  physician  to  note  and  read; 
of  persuading  him,  by  setting  forth  proven  indications  and  advantages,  to 
learn  about  a drug;  and  of  thereby  helping  him  alleviate  suffering  or  cure  dis- 
ease by  prescribing  it. 

“Advertising”?  Surely!  BUT  indisputably  different  from  any  other  adver- 
tising in  the  world  (which  is  just  what  has  led  people  to  devise  various  dif- 
ferent names  for  it).  For  in  its  proper  role  it  communicates  the  vital  information 
. . . good,  bad,  and  indifferent  . . . and  it  keeps  the  physician  abreast  of  each 
useful  new  clinical  application  and  each  new  danger  revealed  during  increas- 
ing use  of  the  drug. 

There's  been  a lot  of  talk  about  "over-advertising",  and  there  may  have  been 
occasional  excesses.  But  consider  the  potential  dangers,  in  this  era  of  astonishing 
new  drugs,  of  "under-advertising".  . . in  view  of  the  complexity  of  modern  drug 
therapy;  the  lag  of  6 to  more  than  18  months  before  the  appearance  of  defini- 
tive medical  articles  on  new  drugs;  and  the  fact  that  there  is  no  other  source  of 
such  comprehensive  information  about  a new  agent  as  the  company  that  ran  it 
through  the  crucial  gauntlet  of  animal  pharmacology  and  clinical  investigation. 

This  message  is  brought  to  you  on  behalf  of  the  producers  of  prescription  drugs. 
For  additional  information,  please  write  Pharmaceutical  Manufacturers  Associa- 
tion. 1411  K Street,  N.W..  Washington  5,  D C. 
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NEBRASKA  STATE  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 


Councilor  Districts  and  Counties 
First  District : Councilor : Harold 

Neu,  Omaha.  Counties ; Doug- 
las. Sarpy. 

Second  District:  Councilor:  R.  E. 

Garlinghouse,  Lincoln.  Counties : 
Lancaster,  Otoe.  Cass. 

Third  District:  Councilor:  W.  W. 

Waddell,  Bea  trice.  Counties: 
Gage,  Johnson,  Nemaha,  Pawnee, 
Richardson. 

Fourth  District:  Councilor:  Geo. 

Salter,  Norfolk.  Counties : Knox, 
Cedar,  Dixon,  Dakota.  Antelope, 
Pierce,  Thurston,  Madison,  Stan- 
ton, Cuming.  Wayne. 

Fifth  District:  Councilor:  R.  C. 

Reeder.  Fremont.  Counties  : Burt, 
Washington.  Dodge,  Platte.  Col- 
fax, Boone.  Nance,  Merrick. 

Sixth  District : Councilor : C.  L. 

Anderson,  Stromsburg.  Counties: 
Saunders,  Butler,  Polk.  Seward. 
York,  Hamilton. 

Seventh  District:  Councilor:  H.  V. 
Nuss.  Sutton.  Counties : Saline, 
Clay,  Fillmore,  Nuckolls,  Tliay- 
er,  Jefferson. 

Eighth  District:  Councilor:  Rex 

Wilson.  O’Neill.  Counties : Cher- 
ry. Keyapaha,  Brown.  Rock,  Holt, 
Sheridan,  Boyd. 

Ninth  District:  Councilor:  R.  S. 

Wycoff.  Lexington.  Counties : 
Hall,  Custer,  Valley,  Greeley. 
Sherman,  Howard,  Dawson,  Buf- 
falo. Grant.  Hooker,  Thomas. 
Blaine.  Wheeler,  Loup,  Garfield. 
Tenth  District : Councilor : L.  S. 

McNeill.  Campbell.  Counties : Gos- 
per, Phelps,  Adams,  Phjmas,  Har- 
lan, Webster,  Kearney,  Red  Wil- 
low, Chase,  Frontier,  Dundy, 
Hitchcock. 

Eleventh  District : Councilor : Max 
Raines,  North  Platte.  Counties: 
Lincoln,  Perkins,  Keith,  McPher- 
son. Garden.  Arthur,  Logan. 
Deuel. 

Twelfth  District : Councilor  : R.  J. 
Morgan,  Alliance.  Counties : 
Scotts  Bluff,  Banner,  Box  Butte, 
Morrill.  Kimball.  Cheyenne, 
Sioux,  Dawes. 


COMPONENT  COUNTY  SOCIETIES 

COUNTY  PRESIDENT  SECRETARY 

Adams  (10)- Donald  Murray,  Hastings 

Antelope  (4) Frank  McClanahan,  Neligh Dwaine  Peetz,  Neligh 

Boone  (5)-.  Roy  James  Smith,  Albion Robt.  Westfall,  Albion 

Box  Butte  (12) Raymond  H.  Olson,  Alliance F.  P.  Sucgang.  Alliance 

BuHalo  (9) K.  F.  Kimball.  Kearney R.  C.  Rosenlof,  Kearney 

James  Allen.  Tekamah A.  J.  Mullman,  Oakland 

But.er  (6) L.  J.  Ekeler,  David  City W.  C.  Niehaus,  David  City 

i. Weeping  Water.. R.  F.  Brendel,  Plattsmouth 

C^.-Dix.-Dak.-Th^Wayne  (4).C.  M.  Koe.  Wakefield L.  T.  Gathman,  So.  Sx.  City 

Chyenn^Kimball-Deuel  (12)...C.  J.  Cornelius,  Sidney R.  H.  Siedenburg,  Kimball 

nir  H-  V.  Nuss,  Sutton H.  V.  Nuss,  Sutton 

Colrax  (5) Howard  Fend,  Schuyler Merlin  L.  Sucha,  Schuyler 

Cuming  (4) Warren  Hansen,  Wisner Robt.  Scherer,  West  Point 

Custer  (9) Theo.  Koefoot,  Jr.,  Broken  Bow.. Thomas  Lucas,  Broken  Bow 

Dawson  (9) Donald  Inslee,  Gothenburg S.  H.  Perry,  Gothenburg 

Dodge  (5). Wallace  Vnuk,  Fremont G.  J.  Millet,  Fremont 

billmore  (i) V.  S.  Lynn,  Geneva C.  F.  Ashby,  Geneva 

franklin  (10) W.  A.  Doering,  Franklin C.  J.  Thomas,  Franklin 

Four  County  (9) Wayne  Zlomke,  Ord Paul  Martin,  Ord 

Gage  (3) L.  D.  Moell,  Beatrice C.  T.  Frerichs,  Beatrice 

Garden-Keith-Perkins  (11) Willard  Seng.  Oshkosh Les  Potts.  Grant 

Hall  (9) Allan  Gilloon,  Grand  Island Robert  Geer.  Grand  Island 

Hamilton  (6) Donald  B,  Steenburg,  Aurora J.  M.  Woodard.  Aurora 

Harlan  (10) K.  C.  McGrew,  Orleans S.  Long.  Alma 

Holt  & Northwest  (8) George  Carstens,  O’Neill 

Howard  (9) E.  Howard  Reeves.  Scotia E.  C.  Hanisch,  St.  Paul 

Jefferson  (7) K.  J.  Kenney,  Fairbur>' Wm.  P.  Yoachim.  Fairbury 

Johnson  (3) John  Schutz,  Tecumseh Ralph  E.  Paul,  Sterling 

Knox  (4) W.  E.  Wright,  Creighton R.  Tollefson,  Wausa 

Lancaster  (2) C.  K.  Elliott,  Lincoln E.  S.  Maness,  Lincoln 

Lincoln  (11) B.  D.  Taylor,  North  Platte R.  F.  Getty,  North  Platte 

Madison  (4) Wm.  J.  Lear,  Norfolk R.  E.  Klaas,  Norfolk 

Merrick  (5) Lee  C.  Holmes,  Central  City E.  T.  Zikmund,  Centi*al  City 

Nemaha  (3) Paul  M.  Scott,  Auburn Jackson  Bence,  Auburn 

Northwest  Nebraska  (8) A.  J.  Courshon,  Chadron Eric  DeFlon,  Chadron 

Nuckolls  (7) Arnold  I.  Webman,  Superior — Claude  T.  Mason.  Superior 

Omaha-Douglas  (1) Raymond  G.  Lewis,  Omaha E.  K.  Connors,  Omaha 

Otoe  (2) C.  J.  Formanack,  Syracuse C.  R.  Williams,  Syracuse 

Pawnee  (3) A.  B.  Anderson,  Pawnee  City H.  C.  Stewart,  Pawnee  City 

Phelps  (10) Wm.  S.  Bivens,  Holdrege Evald  Prems,  Holdrege 

Pierce  (4) Robt.  Kopp,  Plainview W.  I.  Devers.  Pierce 

Platte  (5) T.  J.  Lemke.  Columbus C.  A.  Medlar.  Columbus 

Polk  (6) R.  L.  Bierbower,  Shelby Jim  S.  Carson.  Osceola 

Richardson  (3) Robt.  L.  Heins.  Falls  City Robt.  L.  Heins,  Falls  City 

Saline  (7) L.  W.  Forney,  Crete R.  W.  Homan,  Crete 

Saunders  (6) E.  J.  Hinrichs,  Wahoo John  E.  Hansen.  Wahoo 

Scotts  Bluff  (12) Walter  Harvey.  Jr.,  Gering Gerhardt  Schmitz.  Scottsbluff 
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York  (6) J.  S.  Bell,  York B.  N.  Greenberg,  York 


Regimented  Examination — 

(Continued  from  page  44-A) 
traindicateci.  No  one  is  in  favor  of  neglect 
that  might  doom  an  infant  to  a lifetime  of 
irreversible  mental  deficiency.  Rather, 
opposition  was  based  upon  an  opinion  that 
no  legislative  body  could  ever  keep  current 
the  essential  statutes  embodying  all  of  the 
principles  of  diagnosis  and  treatment  of  pa- 
tients. Even  if  they  could,  the  tremendous 
effort  required  would  not  accomplish  the  in- 
tended result.  The  diagnosis  of  disease  and 
the  choice  of  appropriate  methods  for  diag- 
nosis, must  be  accepted  as  the  responsibility 
of  the  individual  physician.  It  is  his  respon- 
sibility to  keep  abreast  of  new  advances  and 
to  exercise  good  judgment  in  the  choice  of 
appropriate  tests  and  treatment  for  each  pa- 
tient. Phenylketonuria  is  the  result  of  an 
inborn  error  of  metabolism  that  occurs  infre- 
quently. The  defect  results  from  an  absence 
in  the  liver  of  an  enzyme  necessary  to  metab- 
olize the  amino  acid,  phenylalanine,  and  as 
a result  this  omino  acid  accumulates  in  the 


serum.  Presumably,  the  excessive  levels  of 
this  amino  acid  result  in  failure  in  develop- 
ment of  the  brain. 

The  testing  of  the  urine  with  a 10  per  cent 
ferric  chloride  solution  will  detect  the  ab- 
normality which  can  be  controlled  by  dietary 
measures. 

.A.O.A.  Reacts  to  A.M.A.  Action — 

The  American  Osteopathic  Association  at 
its  annual  House  of  Delegates  meeting  in 
Chicago  criticized  the  American  Medical  As- 
sociation’s efforts  at  “elimination  of  the 
osteopathic  profession  in  the  state  of  Cali- 
fornia and  elsewhere.” 

The  A.O.A.  House  of  Delegates  made  mem- 
bership in  the  Association  compulsory  for 
all  members  of  local  component  societies, 
voted  to  step  up  research  on  the  osteopathic 
concept,  and  assessed  members  $75  for  a 
‘war  chest”  to  fight  the  legal  battle  currently 
pending  in  California. 

(Continued  on  page  51-A) 
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V_><oca-Cola,  too,  has  its  place 
in  a well  balanced  diet.  As  a 
pure,  wholesome  drink,  it 
provides  a bit  of  quick  energy., 
brings  you  back  refreshed  after 
work  or  play.  It  contributes  to 
good  health  by  providing  a 
pleasurable  moment’s  pause 
from  the  pace  of  a busy  day. 


A.O.A.  Reacts  to  A.M.A.  Action — 

(Continued  from  page  50- A) 

In  addition,  dues  were  raised  from  $75  to 
$100  a year. 

“We  have  begged  for  peaceful  coexist- 
ence,” said  True  B.  Eveleth,  executive  direc- 
tor of  the  A.O.A.,  “and  had  hoped  that  the 
A.M.A.  at  their  New  York  meeting  would 
lift  their  boycott  against  osteopathy.  In- 
stead, they  decided  on  a program  which  we 
can  only  interpret  as  an  attempt  to  divide 
and  destroy  osteopathy.” 

“Now  we  will  use  everything  that  we  have 
to  prevent  their  going  into  the  state  asso- 
ciations and  dividing  us  up,”  he  warned. 

Delegates  were  told  that  organized  medi- 
cine has  made  moves  in  other  states  to  fol- 
low California’s  example. 

Mindful  of  frequent  criticisms  of  the  os- 
teopathic concept  as  unscientific  and  un- 
proved, the  delegates  unanimously  approved 
a measure  calling  for  acceleration  of  “re- 
search programs  relative  to  the  basic  con- 
tributions of  the  osteopathic  school  of  medi- 
cine.”— Journal  Michigan  State  Medical  So- 
ciety. 


You  say  it  won’t  be  until  four  in  the  morn- 
ing ? What  time  do  you  get  off  duty,  girlie  ? 
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W.  B.  SAUNDERS  COMPANY  features  the 
following  recent  books  in  their  full  page 
advertisement  appearing  elsewhere  in  this 
issue: 

GRAHAM,  S O T T O and  PALOUCEK  - 

CANCER  OF  THE  CERVIX 

Full  and  authoritative  coverage  of  the 
diagnosis  and  management  of  cervical 
cancer  — from  Roswell  Park  Memorial 
Institute. 

HOGAN  and  ZIMMERMAN  - OPHTHAL- 
MIC PATHOLOGY 

An  atlas  and  textbook  on  diagnosis  of 
diseases  of  the  eye  and  an  the  path- 
ology of  involved  tissue. 

OWEN  - HOSPITAL  ADMISSION 

Covers  every  aspect  in  the  construc- 
tion, organization  and  administration 
of  today's  hospitals. 


The  Month  in  Washington — 

The  Public  Health  Service  said  that  radio- 
active fallout  levels  resulting  in  the  United 
States  up  until  early  November  from  the 
new  series  of  Soviet  nuclear  explosions  “do 
not  warrant  undue  public  concern”  nor  ini- 
tiation of  any  special  public  health  action. 

The  federal  agency  said  that  the  prevail- 
ing levels  were  not  high  enough  for  the  pub- 
lic to  be  concerned  about  the  safety  of  milk 
and  other  foodstuffs. 

But  P.H.S.  added  that  “ continuous,  inten- 
sive suiweillance”  by  federal,  state  and  local 
governments  was  justified. 

In  a special  statement  issued  after  a two- 
day  conference  of  government  and  private 
radiation  experts,  the  P.H.S.  pointed  out 
that  “very  little  is  known  about  the  effects 
on  animals  or  humans  of  very  low  but  pro- 
longed exposures”  from  either  natural  back- 
ground radiation  or  fallout  from  nuclear 
tests. 

“The  concensus  of  scientific  opinion  is 
that  the  most  prudent  course  is  to  assume 
there  is  no  level  of  radiation  exposure  be- 
low which  one  can  be  absolutely  certain  that 
harmful  effects  may  not  occur  to  at  least  a 
few  individuals  when  sufficiently  large 
numbers  of  people  are  involved,”  the  P.H.S. 
said.  “This  is  known  as  the  ‘non-threshold’ 
concept.” 

This  concept  is  the  basis  for  U.S.  policies 
and  programs  for  assessment  of  radiation 
hazards  and  for  control  measures  designed 
to  limit  exposures  of  the  population,  the 
P.H.S.  said  and  added: 

“When  this  non-threshold  concept  is  ap- 
plied to  present  radiation  exposure  levels  be- 
ing experienced  in  the  U.S.  from  all  sources, 
including  fallout,  the  following  assessment 
can  be  made : 

“The  extra  radiation  caused  by  the 
Soviet  tests  will  add  to  the  risk  of  gen- 
etic effects  in  suceeding  generations, 
and  possibly  to  the  risk  of  health  dam- 
age to  some  people  in  the  United  States. 
It  is  not  possible  to  determine  how  ex- 
tensive these  ill  effects  will  be  — nor 
how  many  people  will  be  affected.  At 
present  radiation  levels,  and  even  at 
somewhat  higher  levels,  the  additional 
(Continued  on  page  22-A) 
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The  Month  in  Washington — 

(Continued  from  page  18- A) 

risk  is  slight  and  very  few  people  will 
be  affected.  Nevertheless,  if  fallout  in- 
creased substantially,  or  remained  high 
for  a long  time,  it  would  become  far 
more  important  as  a potential  health 
hazard  in  this  country  and  throughout 
the  world. 

“It  is  the  obligation  of  our  Federal  and 
State  governments  to  undertake  all  possible 
measures  to  assess  accurately  the  public 
health  significance  of  the  present  fallout 
situation,  and  to  prepare  for  actions  to  safe- 
guard the  public  health  if  these  become 
necessary.” 

Federal  officials  said  radioactive  fallout 
on  the  United  States  will  increase  next  Feb- 
ruary, March,  April  and  May  when  the  late 
winter  and  spring  rains  wash  to  earth  the 
remainder  of  the  fallout  from  the  Soviet 
nuclear  tests  but  it  isn’t  expected  to  reach  a 
danger  level.  President  Kennedy  said  any 
U.S.  nuclear  tests  in  the  atmosphere  would 
be  designed  to  hold  radioactive  fallout  to  an 
absolute  minimum. 


The  P.H.S.  said  that  the  nation’s  health 
authorities  are  giving  careful  consideration 
to  the  posible  situations  that  might  require 
various  corrective  actions. 

“It  is  evident  that  an  important  element 
of  health  protection  is  continuous  suiweil- 
lance  and  analysis,”  the  P.H.S.  said. 

“To  achieve  this,  a number  of  Federal- 
State  systems  for  public  health  suiweillance, 
detailed  investigation,  and  radiation  control 
measure  have  been  developed  ...  In  coopera- 
tion with  State  and  local  health  departments, 
the  P.H.S.  operates  a nationwide  early  warn- 
ing atmospheric  radiation  surveillance  net- 
work currently  comprised  of  58  stations,  and 
a 60-station  milk  radiation  monitoring  sys- 
tem. In  addition,  the  P.H.S.  has  well-estab- 
lished networks  for  general  air  and  water 
pollution  monitoring  with  a total  of  343  sta- 
tions. All  of  these  include  radiation  moni- 
toring among  their  capabilities  and  all  are 
being  expanded.  For  example,  daily  sam- 
ples of  drinking  water  are  being  collected 
in  12  major  cities  and  analyzed  for  specific 
radioactive  content  on  a weekly  basis,  and 
plans  are  ready  for  more  extensive  monitor- 
(Continued  on  page  32-A) 
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The  Weeders,  Van  Gogh.  Bernard  Koehler  Collection,  Berlin 


Essential  in  moving  external  masses,  but  potentially  dangerous  in  moving  the 
bowels,  since  vascular  accidents  may  be  precipitated  in  heart  patients  by 
excessive  straining  at  stool.  For  cardiac  patients  with  constipation,  Metamucil 
adds  a soft,  bland  bulk  to  the  bowel  contents  to  stimulate  normal  peristalsis 
and  also  to  hold  water  within  stools  to  keep  them  soft  and  easy  to  pass.  Thus 
Metamucil,  with  an  adequate  water  intake,  induces  natural  elimination  with  a 
minimum  of  straining.  Metamucil  also  promotes  regularity  through  “smooth- 
age”  in  all  types  of  constipation. 

brand  of  psyllium  hydrophilic  mucilloid  ® 

Metamucil 

Available  as  Metamucil  powder  or  as  the  new  lemon-flavored  Instant  Mix  Metamucil 
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Councilor  Districts  and  Counties 

First  District:  Councilor:  Harold 

Neu,  Omaha.  Counties : Doug- 

las. Sarpy. 

Second  District:  Councilor:  R.  E. 

Garlinghouse,  Lincoln.  Counties: 
Lancaster,  Otoe.  Cass. 

Third  District : Councilor : W.  W. 

Waddell,  B e a trice.  Counties  : 
Gage.  Johnson,  Nemaha.  Pawnee, 
Richardson. 

Fourth  District:  Councilor:  Geo. 

Salter,  Norfolk.  Counties:  Knox, 
Cedar,  Dixon,  Dakota.  Antelope. 
Pierce,  Thurston,  Madison,  Stan- 
ton, Cuming,  Wayne. 

Fifth  District:  Councilor:  R.  C. 

Reeder,  Fremont.  Counties  : Burt. 
Washington,  Dodge.  Platte,  Col- 
fax, Boone,  Nance.  Merrick. 

Sixth  District:  Councilor:  C.  L. 

Anderson,  Stromsburg.  Counties : 
Saunders,  Butler,  Polk,  Seward, 
York,  Hamilton. 

Seventh  District:  Councilor:  H.  V. 
Nuss,  Sutton.  Counties : Saline, 
Clay.  Fillmore,  Nuckolls,  Thay- 
er, Jefferson. 

Eighth  District:  Councilor:  Rex 

Wilson,  O’Neill.  Counties:  Cher- 
ry, Keyapaha,  Brown,  Rock,  Holt, 
Sheridan,  Boyd. 

Ninth  District:  Councilor:  R.  S. 

Wycoff,  Lexington.  Counties : 
Hall,  Custer,  Valley,  Greeley, 
Shennan,  Howard.  Dawson.  Buf- 
falo, Grant.  Hooker,  Thomas, 
Blaine.  Wheeler,  Loup.  Garfield. 

Tenth  District : Councilor : L.  S. 

McNeill,  Campbell.  Counties : Gos- 
per, Phelps.  Adams,  Furnas.  Har- 
lan, Webster.  Kearney,  Red  Wil- 
low. Chase,  Frontier,  Dundy, 
Hitchcock. 

Eleventh  District:  Councilor:  Max 
Raines.  North  Platte.  Counties: 
Lincoln,  Perkins.  Keith,  McPher- 
son. Garden,  Arthur,  Logan, 
Deuel. 

Twelfth  District : Councilor : R.  J. 
Morgan.  Alliance.  Counties: 
Scotts  Bluff.  Banner.  Box  Butte, 
Morrill.  Kimball,  Cheyenne, 
Sioux,  Dawes. 


COMPONENT  COUNTY  SOCIETIES 

COUNTY  PRESIDENT  SECRETARY 

Adams  (10) Donald  Murray,  Hastings 

Antelope  (4) Frank  McClanahan,  Neligh Dwaine  Peetz,  Neligh 

Boone  (5) Roy  James  Smith.  Albion Robt.  Westfall,  Albion 

Box  Butte  (12) — ' Raymond  H.  Olson,  Alliance F.  P.  Sucgang,  Alliance 

Buffalo  (9) K.  F.  Kimball.  Kearney R.  C.  Rosenlof,  Keamey 

Burt  (5) James  Allen,  Tekamah A.  J.  Mullman,  Oakland 

Butler  (6) L.  J.  Ekeler,  David  City W.  C.  Niehaus,  David  City 

Cass  (2) L.  N.  Kunkel,  Weeping  Water__R.  F.  Brendel.  Plattsmouth 

Ced.-Dix.-Dak.-Th.-Wayne  (4)_C.  M.  Koe,  Wakefield L.  T.  Gathman,  So.  Sx.  City 

Chyenne-Kimball  Deuel  (12)  __.C.  J.  Cornelius,  Sidney R.  H.  Siedenburg,  Kimball 

Clay  (7)- H.  V.  Nuss.  Sutton H.  V.  Nuss.  Sutton 

Colfax  (5) Howard  Fend,  Schuyler Merlin  L.  Sucha,  Schuyler 

Cuming  (4) Warren  Hansen.  Wisner Robt.  Scherer,  West  Point 

Custer  (9) Theo.  Koefoot,  Jr.,  Broken  Bow Thomas  Lucas,  Broken  Bow 

Dawson  (9) Donald  Inslee,  Gothenburg S.  H.  Perry,  Gothenburg 

Dodge  (5) Wallace  Vnuk,  Fremont G.  J.  Millet,  Fremont 

Fillmore  (7) V.  S.  Lynn,  Geneva C.  F.  Ashby,  Geneva 

Franklin  (10) W.  A.  Doering.  Franklin C.  J.  Thomas.  Franklin 

Four  County  (9) Wayne  Zlomke,  Ord Paul  Martin,  Ord 

Gage  (3)__ L.  D.  Moell,  Beatrice C.  T.  Frerichs,  Beatrice 

Garden-Keith-Perkins  (11) Willard  Seng,  Oshkosh Les  Potts,  Grant 

Hall  (9) Allan  Gilloon,  Grand  Island Robert  Geer,  Grand  Island 

Hamilton  (6) Donald  B.  Steenburg,  Aurora J.  M.  Woodard.  Aurora 

Harlan  (10) K.  C.  McGrew,  Orleans J.  S.  Long,  Alma 

Holt  & Northwest  (8) George  Carstens,  O’Neill 

Howard  (9) E.  Howard  Reeves.  Scotia E.  C.  Hanisch,  St.  Paul 

Jefferson  (7) K.  J.  Kenney,  Fairbury Wm.  P.  Yoachim.  Fairbury 

Johnson  (3) John  Schutz,  Tecumseh Ralph  E.  Paul.  Sterling 

Knox  (4) W.  E.  Wright,  Creighton R.  Tollefson,  Wausa 

Lancaster  (2) C.  K.  Elliott,  Lincoln E.  S.  Maness,  Lincoln 

Lincoln  (11) B.  D.  Taylor,  North  Platte R.  F.  Getty,  North  Platte 

Madison  (4) Wm.  J.  Lear,  Norfolk R.  E.  Klaas,  Norfolk 

Merrick  (5) Lee  C.  Holmes.  Central  City E.  T.  Zikmund,  Central  City 

Nemaha  (3) Paul  M.  Scott,  Auburn Jackson  Bence,  Auburn 

Northwest  Nebraska  (8) A.  J.  Courshon,  Chadron Eric  DeFlon,  Chadron 

Nuckolls  (7) Arnold  I.  Webman,  Superior Claude  T.  Mason.  Superior 

Omaha-Douglas  (1) Raymond  G.  Lewis,  Omaha E.  K.  Connors,  Omaha 

Otoe  (2) C.  J.  Formanack,  Syracuse C.  R.  Williams,  Syracuse 

Pawnee  (3) A.  B.  Anderson,  Pawnee  City H.  C.  Stewart,  Pawnee  City 

Phelps  (10) Wm.  S.  Bivens,  Holdrege Evald  Prems,  Holdrege 

Pierce  (4) Robt.  Kopp,  Plainview W.  I.  Devers,  Pierce 

Platte  (5) T.  J.  Lemke.  Columbus C.  A.  Medlar,  Columbus 

Polk  (6) R.  L.  Bierbower,  Shelby Jim  S.  Carson.  Osceola 

Richardson  (3) Robt.  L.  Heins.  Falls  City Robt.  L.  Heins,  Falls  City 

Saline  (7) L.  W.  Forney,  Crete R.  W.  Homan,  Crete 

Saunders  (6) E.  J.  Hinrichs,  Wahoo John  E.  Hansen.  Wahoo 

Scotts  Bluff  (12) Walter  Harv’ey,  Jr.,  Gering Gerhardt  Schmitz.  Scottsbluff 

Seward  (6) Robt.  Herpolsheimer,  Seward Coll  Kamprath.  Utica 

Southwest  Nebraska  (10) Jack  Harris.  Stratton J.  L.  Batty,  McCook 

Thayer  (7) F.  A.  Mountford,  Davenport R.  F.  Decker,  Byron 

Washington  (5) Leslie  I.  Grace,  Blair Walter  Goehring,  Blair 

York  (6) J.  S.  Bell,  York B.  N.  Greenberg,  York 


The  Month  in  Washington — 

(Continued  from  page  22- A) 
ing  if  necessary.  Rounciing  out  the  P.H.S. 
resources  is  a system  of  highly  specialized 
regional  radiological  health  laboratories. 

“The  Food  and  Drug  Administration  has 
expanded  its  program  of  monitoring  the 
levels  of  radioactive  contamination  in  foods. 
Working  through  18  District  offices  and  39 
Resident  Inspection  Stations,  its  inspectors 
are  sampling  foods  from  all  parts  of  the  Na- 
tion ; particularly  those  areas  where  the 
Public  Health  Service’s  air  monitoring  net- 
work has  indicated  the  highest  concentration 
of  atmospheric  contamination.  Additionally, 
F.D.A.  collects  samples  from  selected  lots 
of  food  being  imported  into  the  United 
States. 

“These  samples  are  being  analyzed  for 
total  beta  activity  and  selected  samples  are 
further  tested  to  determine  what  specific 
radioisotopes  are  present  and  in  what 
amount. 


“In  addition  there  are  the  extensive  spe- 
cial-purpose radiation  surveillance  and  re- 
search facilities  of  the  Atomic  Energy  Com- 
mission and  the  Departments  of  Defense, 
Commerce,  and  Agriculture. 

“All  Federal  programs  and  resources  work 
in  close  concert,  and  follow  the  same  radia- 
tion protection  standards,  through  the  co- 
ordinating influence  of  the  Federal  Radia- 
tion Council  . . . 

Supplementing  these  Federal  programs 
and  resources  is  a steadily  increasing  radio- 
logical health  capability  among  State  and 
large  city  governments.  Their  programs  are 
usually  centered  in  the  departments  of  pub- 
lic health,  with  certain  special  responsibili- 
ties often  located  in  other  agencies  such  as 
State  or  city  departments  of  public  safety. 
At  every  level  of  government,  resources  and 
programs  are  being  expanded  to  cope  with 
the  potentially  hazardous  situation  the  na- 
tion now  faces. 
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EDITORIALS 


The  Nebraska  State 


Medical  Journal 

URINE  ALCOHOL  AS  TEST  OF 
DRUNKENNESS:  NO.  2 

(A  Guest  Editorial) 

TO  THE  EDITOR: 

I wish  to  thank  you  for  sending  me  The 
Nebraska  State  Medical  Journal  of  August, 
1960,  calling  my  attention  to  the  editorial, 
“Urine  Alcohol,  as  Test  of  Drunkenness.” 
The  ai’ticle  has  been  well  written,  but  in  my 
opinion  demands  further  clarification. 
Having  personally  performed  more  than 
6000  chemical  tests  involving  urine,  and/or 
blood,  spinal  fluid,  saliva,  gastric  contents, 
breath,  and  tissues  including  brain,  and 
having  inaugurated  the  Milwaukee  system 
of  urinalysis  involving  a thousand  tests  a 
year  for  15  years,  I believe  that  I am  quali- 
fied to  render  an  opinion  regarding  the  ad- 
vantages and  disadvantages  of  urinalysis  as 
a test  for  intoxication. 

Much  of  the  controversy  arises  from  the 
fact  that  blood  and  urine  alcohol  do  not 
necesarily  run  parallel  to  each  other.  It  is 
then  assumed  that  the  error  necessarily  lies 
in  the  urine  alcohol  reading.  I was  one  of 
a committee  of  the  American  Medical  Asso- 
ciation and  also  a member  of  the  Committee 
on  Intoxication  of  the  National  Safety  Coun- 
cil, which  arbitrarily  defined  the  medico- 
legal interpretation  of  various  percentages 
of  alcohol  in  terms  of  blood  alcohol.  Did 
we  necessarily  choose  the  ideal  medium 
which  we  now  regard  as  the  criterion  for 
intoxication?  Possibly.  But  it  so  happens 
that  we  are  not  primarily  concerned  with 
the  alcohol  in  the  blood,  but  with  the  al- 
cohol in  the  brain.  Although  the  brain  test 
is  feasible  only  when  it  is  too  late  to  absolve, 
punish  or  rehabilitate,  it  would  probably  be 
superior  to  the  blood  alcohol  test.  Further- 
more, simultaneous  tests  of  urine  alcohol  and 
spinal  fluid  alcohol  have  shown  almost  iden- 
tical readings  at  all  stages  of  intoxication. 
This  relationship  does  not  occur  with  blood 
and  spinal  fluid  alcohol.  Practical  proof  of 
the  importance  of  urinalyses  in  evaluating 
the  degree  of  intoxication  was  furnished  by 
my  colleague.  Dr.  Benjamin  Halporn,  when 
he  was  able  to  predict  with  reasonable  ac- 
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curacy  the  percentage  of  alcohol  to  be  found 
in  the  twine  after  examining  persons  who 
had  been  arrested  as  drunken  drivers. 

It  is  true  that  shortly  after  drinking,  the 
alcohol  percentage  rises  rapidly  in  the  blood, 
and  that  the  urine  alcohol  lags  behind  the 
blood  alcohol  by  about  half  an  hour.  If  a 
person  were  arrested  and  given  a urine  test 
shortly  after  a single  large  dose  of  alcohol, 
he  might  have  a blood  alcohol  of  0.15%  and 
a urine  alcohol  of  0.08%.  On  this  basis  he 
would  not  necessarily  be  exonerated,  even 
though  the  estimated  blood  alcohol  at  that 
time  would  be  reported  as  “at  least  0.06%.” 
However,  in  the  hundreds  of  urinalyses  that 
I have  performed  on  persons  suspected  of 
D.W.I.,  I find  that  all  have  been  on  the 
downward  part  of  the  curve  representing 
the  stage  of  disappearance  of  alcohol  from 
the  body.  These  persons  usually  have  been 
having  repeated  drinks  over  a period  of  an 
hour  or  more,  and  by  the  time  they  have 
been  arrested  and  specimens  have  been  col- 
lected, they  have  passed  the  peak  of  concen- 
tration of  alcohol.  In  order  to  learn  the 
approximate  time  of  drinking  it  is  a simple 
expedient  to  perform  simultaneous  blood  and 
urine  tests,  or  breath  and  blood,  or  any  one 
kind  of  test  at  intervals  of  about  15  minutes. 

It  is  true  that  urine,  being  a filtrate  of 
the  blood,  accurately  reflects  blood  alcohol 
only  when  ureteral  urine  is  tested.  From 
the  practical  standpoint,  the  diuretic  action 
of  alcohol  combined  with  large  amounts  of 
water  usually  consumed  as  part  of  the 
drinks,  necessitates  frequent  urination  when 
the  percentages  of  alcohol  in  blood  and  urine 
are  in  the  culpable  range.  Any  person  who 
has  tested  many  urine  specimens  from  per- 
sons suspected  of  being  “under  the  influ- 
ence” is  struck  by  the  dearth  of  color  in  the 
specimens.  In  fact,  by  arranging  the  speci- 
mens according  to  their  pallor  and/or  low 
specific  gravity  he  can  roughly  arrange 
them  according  to  their  alcohol  content.  It 
is  not  sui'prising  then,  that  blood  alcohol  can 
be  predicted  with  reasonably  accuracy  from 
a urinalysis  when  the  results  have  legal  sig- 
nificance. In  intoxicated  persons  urine  al- 
cohol approaches  ureteral  alcohol,  because  of 
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the  rapid  filling  and  frequent  emptying  of 
the  bladder.  Even  if  there  is  a discrepancy 
of  a few  hundredths  of  one  per  cent,  it  must 
be  remembered  that  our  chemical  deteiTnin- 
ations  are  capable  of  greater  accuracy  than 
is  necessary  to  diagnose  the  crude  condition 
of  intoxication.  One  of  the  often  repeated 
nonsensical  legal  opinions  is  that  a person 
is  drunk  at  0.15%  blood  alcohol,  but  sober 
at  0.14%. 

Many  persons  are  under  the  impression 
that  the  alcohol  in  the  bladder  remains  there 
until  the  bladder  is  emptied.  This  leads  to 
the  fantastic  legal  defense  that  the  person 
who  was  arrested  as  a drunken  driver,  ad- 
mits that  he  was  so  drunk  at  7 p.m.,  that  he 
neglected  to  empty  his  bladder  before  he 
went  to  bed  to  sleep  off  his  binge.  The 
next  morning  he  was  cold  sober,  but  again 
forgot  to  empty  his  bladder  containing  last 
night’s  urine,  so  that  when  he  was  arrested 
later  on,  he  claimed  that  he  was  penalized 
for  what  had  happened  the  previom  day. 
Whataman ! 

In  order  to  determine  whether  or  not  al- 
cohol could  be  reabsorbed  from  the  bladder 
into  the  blood,  I injected  my  own  bladder 
with  measured  amounts  of  various  percent- 
ages of  alcohol.  The  rate  of  absorption  was 
on  a logarithmic  basis,  rapid  when  the 
amounts  had  legal  significance,  and  slow  as 
the  amount  approached  zero.  Later  on,  I 
duplicated  the  mechanism  with  far  gi’eater 
comfort  by  immersing  plastic  bags  contain- 
ing various  amounts  of  alcohol  in  a bath  of 
running  water  at  37 °C.  Therefore,  in  spite 
of  several  publications  with  opinions  to  the 
contrary,  at  least  one  human  bladder  rapidly 
loses  its  alcohol  when  the  percentage  of  al- 
cohol has  legal  significance. 

Urinalysis  for  alcohol  has  certain  advant- 
ages. First  of  all,  a truly  intoxicated  indi- 
vidual is  usualy  so  burdened  by  a full  blad- 
der that  he  welcomes  the  opportunity  of  fur- 
nishing a specimen.  There  can  be  no  doubt 
that  the  specimen  is  given  without  compul- 
sion. The  urine  can  be  tested  wdth  gi'eat 
accuracy  because  of  the  large  quantities 
available  and  the  ease  of  measuring.  Fur- 
thermore, the  specimen  may  be  collected 
when  no  one  is  available  for  the  drawing  of 
blood,  or  when  no  breath  testing  devices  are 
available.  The  specimen,  then,  could  exon- 
erate or  convict  according  to  the  analysis. 
Specimens  of  urine,  preserved  with  saturat- 
ed zenzoic  acid  will  retain  their  alcohol  per- 
centage for  over  a year  if  tightly  stoppered. 


Thus  repeated  tests  may  be  made  so  that  the 
defense  aimed  at  a possible  error  of  technic 
or  of  apparatus  may  definitely  be  proved  or 
disproved. 

Recently  some  states  have  warned  doctors 
not  to  draw  blood  from  persons  suspected 
of  being  under  the  influence  since  they 
might  be  subject  to  having  committed  an 
“assault.”  This  matter  is  being  studied  by 
the  Legal  Department  of  the  American  Med- 
ical Association.  In  the  meantime,  the  col- 
lection of  a specimen  of  urine  is  an  innocu- 
ous procedure. 

I wish  to  thank  you  for  the  privilege  of 
discussing  this  important  subject,  particu- 
larly since  the  writer  of  your  editorial  rec- 
ommended discontinuing  urine  tests  for  al- 
cohol. I am  certain  that  our  effoi’ts  to  curb 
the  drunken  driver  would  be  seriously 
hampered  if  urinalysis  were  banned. 

Herman  A.  Heise,  M.D., 
Chairman,  Committee  on 
Medicolegal  Problems, 

A.M.A. 


MEDICAL  AID  TO  THE  AGED 
(M.A.A.) 

The  medical  profession  of  our  State  must 
be  ready  and  willing  to  prompt  and  guide 
Nebraska  in  the  matter  of  implementing 
Title  VI  of  the  Kerr-Mills  bill,  which  has 
become  Public  Law  66-778. 

This  bill,  supported  by  the  American 
Medical  Association,  provides  Medical  Aid 
for  the  Aged  (M.A.A.)  whose  need  becomes 
evident  when  heavy  expense  for  medical 
care  is  added  to  the  usual  expense  of  living, 
as  contrasted  with  the  fully  indigent  whose 
needs  are  met  by  Old  Age  Assistance 
(O.A.A.).  Furthermore,  Public  Law  66-778 
leaves  the  responsibility  for  the  care  of 
these  people  where  it  belongs  — the  family, 
the  community,  the  state,  and  finally,  help 
from  the  Federal  Government  if  required. 
The  Plan  is  locally  controlled  and  permits 
free  choice  of  doctor  and  hospital.  The  law 
insists  that  the  oldsters  shall  receive  med- 
ical care  of  the  best  quality  the  community 
affords.  When  the  emergency  has  passed, 
the  recipient  retuims  to  his  former  status 
in  the  community.  No  lien  may  be  placed 
against  his  property  or  that  of  his  spouse 
to  collect  any  part  of  the  monies  spent  for 
(Continued  on  page  33) 
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Whipples  Disease 

Report  of  Case  With 

FAVORABLE  RESPONSE  TO  TREATMENT 


The  authors  record  the  usual  symptoms,  physi- 
cal findings,  and  laboratory  data  in  Whipple's 
disease,  a condition  the  central  defect  of  which 
seems  to  be  impaired  function  of  the  small  in- 
testine. There  follows  a case  history  of  a pa- 
tient whose  diagnosis  is  confirmed  by  exploratory 
laparotomy  with  biopsy  of  the  involved  organs. 
It  is  interesting  that  marked  and  seemingly  last- 
ing improvement  has  occurred  in  this  patient 
under  therapy  with  alcohol-free  hydrocortisone. 

—EDITOR 


HIPPLE,’  in  1907,  first  de- 
scribed a condition  which  he 
termed  intestinal  lipodystrophy. 
It  occurs  predominantly  in  men  between 
the  ages  of  30  and  50  years.  Only  a few 
cases  have  been  reported  in  women,  these 
occurring  in  the  same  age  group.  It  is 
characterized  by  a debilitating  course  of 
which  the  chief  symptoms  are  vague  abdom- 
inal pain,  bulky  stools,  malnutrition,  tan- 
ning of  the  skin,  arthritis,  loss  of  weight  and 
strength.  The  arthritic  symptoms  often 
antedate  the  other  symptoms,  but  usually 
are  not  incapacitating,  the  arthritis  shifting 
from  one  joint  to  another  without  causing 
deformities  or  contractures.  Cough  and  low- 
grade  fever  are  frequently  present.  The 
pigmentation,  ordinarily  diffuse,  is  brown- 
ish-tan or  greenish-brown,  suggesting  the 
pigmentation  of  adrenal  insufficiency  but 
usually  without  pigmentation  of  the  buccal 
or  alveolar  membranes  and  without  in- 
creased pigment  of  the  extensor  surfaces. 

On  clinical  examination  of  a person  with 
well-established  disease,  malnutrition  is 
striking.  Generalized  or  regional  lympha- 
denopathy  may  be  present.  Pleuritis  or  poly- 
serositis may  be  present.  The  cardiovascu- 
lar system  usually  presents  no  abnormalities 
although  pericardial  effusion  may  be  pres- 
ent. Hypotension  is  common  and  probably 
due  to  emaciation.  The  abdomen  frequently 
is  described  as  “doughy.”  Greatly  enlarged 
abdominal  lymph  nodes  may  be  palpated.  As 
a rule,  the  liver  and  spleen  are  not  palpable. 
The  joints  may  appear  normal  or  simulate 
the  changes  present  in  rheumatoid  arthritis.^ 

The  most  striking  laboratory  findings  are 
those  having  to  do  with  impaired  function 
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of  the  small  intestine.  These  include  an  in- 
crease in  the  neutral  fats  and  fatty  acid  in 
the  stool.  Glucose  and  galactose  tolerance 
curves  are  flat.  Vitamin  A absorption  is  be- 
low normal.  The  d-xylose  test®  reveals  im- 
paired absorption  and  excretion.  Hypergly- 
coproteinemia  has  been  reported.'*  Hypo- 
albuminemia  and  hypochromic  anemia  may 
be  present.  Serum  cholesterol  is  usually  low. 
X-ray  studies  may  show  a “deficiency  pat- 
tern” of  the  small  bowel,  changes  varying 
from  mild  to  severe. 

The  pathological  changes  include  deposi- 
tion of  fat  and  foam  cells  in  the  tunica  pro- 
pria of  the  small  intestine.  The  foam  cells 
stain  with  the  periodic-acid-Schiff  reaction, 
indicating  the  presence  of  an  abnormal  sub- 
stance. The  mesenteric  lymph  nodes  have 
an  altered  architecture  with  changes  similar 
to  those  seen  in  the  submucosa  of  the  small 
intestine.  Whipple  described  the  finding  of 
yellowish  granulomatous  appearing  deposits 
in  the  liver,  but  did  not  report  the  micro- 
scopic appearance  of  these.  No  further  men- 
tion of  liver  involvement  in  this  condition 
was  made  until  Apperly  and  Copley,®  in 
1943,  noted  small  yellowish  granulomatous 
bodies  in  the  liver.  Apparently  no  attempt 
was  made  to  correlate  these  with  the  dis- 
ease. Sieracki  and  Fine®  report  involve- 
ment of  many  organs  in  autopsy  material 
studied.  In  the  case  here  reported,  the  find- 
ings of  granulomata  in  the  liver,  associated 
with  the  intestinal  and  lymph-node  changes 
are  described. 

The  diagnosis  of  Whipple’s  disease  is 
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usually  made  only  by  biopsy  of  intestinal 
mucosa  or  lymph  nodes.  An  enlarged  peri- 
pheral node  occasionally  may  reveal  charac- 
teristic changes.  The  periodic-acid-Schiff 
(P.A.S.)  staining  technique  reveals  heavily 
stained  granules  in  the  foam  cells,  suggest- 
ing the  presence  of  glycoprotein.  W h i 1 e 
some  authors  have  emphasized  the  need  for 
demonstrating  the  Schiff-positive  granules, 
the  characteristic  foam  cells  and  fat  vacuoles 
should  suffice  in  the  diagnosis  since  no 
gi’eat  specificity  can  be  attributed  to  the 
Schiff  reaction.  Biopsy  material  has  been 
obtained  by  use  of  the  Crosby  capsule  or 
Shiner"  apparatus,  but  usually  laparatomy 
is  employed. 

Several  theories  have  been  presented  to 
explain  the  pathologic  findings  in  this  dis- 
ease. One  theory  postulated  obstruction  of 
the  lymphatic  channels  draining  the  small 
intestine.  Animal  experimentation  has  in- 
validated this  concept.  A later  theory*  sug- 
gests a form  of  collagen  disease  in  which 
derangement  of  mucoprotein  metabolism 
results.  This  substance,  reacting  as  an  al- 
lergen, m.ay  produce  the  widespread  sys- 
temic lesions.  The  frequent  favorable  re- 
sponse to  steroid  therapy  tends  to  support 
the  relationship  of  Whipple’s  disease  to  col- 
lagen disease.  Several  writers  attribute  the 
disease  to  local  metabolic  defect  in  the  in- 
testinal mucosa. 

The  symptoms  of  the  disease  may  be  long- 
standing. Sometimes  they  are  present  for 
many  years  before  becoming  sufficiently  in- 
capacitating to  force  the  patient  to  seek  med- 
ical advice.  Remissions  and  relapses  are 
frequent.  A well-established  case  usually 
progresses  steadily  to  extreme  debilitation 
and  results  in  death  within  five  years. 

Some  of  the  conditions  from  which  Whip- 
ple’s disease  must  be  differentiated  include 
Addison’s  disease,  sprue,  intestinal  sarcoma, 
and  granuloma. 

Since  the  introduction  of  the  use  of  coi’ti- 
costeroids,  the  disease  has  been  ameliorated 
in  a high  percentage  of  cases  reported.  The 
administration  of  corticosteroids  seems  un- 
doubtedly to  have  prolonged  the  lives  of 
these  individuals.  Cortisone  may  be  used, 
although  some  cases  not  responding  to  corti- 
sone have  responded  to  alcohol-free  hydro- 
cortisone. At  the  present  time,  the  use  of 
these  substances  constitutes  the  basic  treat- 
ment.® 


Report  of  a Case 

A 52-year-old  white  man  was  first 
seen  ^lay  2,  1958,  complaining  of  wa- 
tery, voluminous,  nonbloody  stools,  oc- 
curring first  in  February,  1958.  This 
symptom  subsided  somewhat  after  a 
month. 

On  April  8th,  an  inguinal  hernior- 
raphy  had  been  performed.  Diarrhea 
recurred  and  continued  in  spite  of  pal- 
liative therapy.  Stools  occurring  dur- 
ing the  night  were  ordinarily  preceded 
by  abdominal  cramps,  sufficient  to  in- 
terfere with  sleeping.  He  usually  had 
a stool  shortly  after  awakening.  The 
stools  were  not  foul  smelling  nor  gi’easy, 
but  were  grey  and  voluminous.  No 
blood  was  noted  in  the  stools.  Early 
morning  vomiting  occuiTed  a few  times. 
There  was  no  specific  food  intolerance. 
A loss  of  12  pounds  in  weight  had  oc- 
curred and  weakness  was  a major  com- 
plaint. The  patient  occasionally  had 
nocturnal  chills.  He  had  smoked  about 
a pack  of  cigarettes  a day  for  many 
years.  He  used  no  alcohol. 

Approximately  twelve  years  prior  to 
the  present  illness  he  had  arthritis  in- 
volving multiple  joints.  This  lasted  for 
ten  years  and  hampered  him  in  his  work 


FigTire  1.  Insufficiency  pattern  in  small  bowel. 
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as  a letter  carrier  but  never  totally  in- 
capacitated him.  On  his  own  initiative, 
he  started  drinking  r a w vegetable 
juices.  The  arthritis  disappeared  short- 
ly after  this  diet  was  started,  and  has 
not  recurred. 

Previous  illnesses  included  severe 
mental  depression  for  which  he  had  re- 
ceived electroshock  therapy  numerous 
times.  Shock  therapy  was  last  em- 
ployed in  August,  1957.  Surgery  in- 
cluded appendectomy  in  1935;  vasec- 
tomy in  1950;  orchiectomy  for  non- 
malignant  tumor  in  1956;  and  bilateral 
herniorraphy  in  1935.  Repair  of  the  re- 
current left  inginual  hernia  was  accom- 
plished in  April,  1958. 

There  is  no  family  history  of  gastro- 
intestinal or  mental  disease.  One 
brother  died  of  cerebral  hemorrhage  at 
the  age  of  65.  One  brother  died  of  brain 
tum.or  at  the  age  of  60. 


Figure  2.  Photomicrograph  of  jejunal  biopsy  (low  power  H.&E.  Stain).  Note  large  vacuoles  (fat)  and 
the  cells  with  swollen  cytoplasm  in  the  mucosal  layer. 


The  patient,  a well-developed  but 
poorly  nourished  man,  appeared  ten 
years  older  than  his  age  of  52.  The 
crown  of  the  head  was  bald.  The  skin 
over  the  trunk  was  pale,  although  the 
exposed  areas  of  the  body  presented  a 
greenish-tawny  color.  The  mucous 
membranes  were  pale  but  there  was  no 
pigmentation.  He  was  5 feet  10  inches 
tall  and  weighed  141  pounds.  The 
lungs  and  cardiovascular  system  were 
normal.  The  abdomen  was  scaphoid, 
presenting  three  scars  on  the  right  and 
one  on  the  left  (previous  laparotomies 
and  herniorrhaphies).  Neither  the  liv- 
er nor  the  spleen  was  palpable.  There 
were  no  masses  and  there  was  no  ten- 
derness. The  lymph  nodes  were  not 
enlarged.  The  joints  showed  no  en- 
largement, deformity,  heat,  or  restric- 
tion of  motion,  and  were  not  tender. 
Pupillary  reflexes  were  normal.  Quad- 
riceps reflexes  were  present,  although 
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knee  jerks  and  ankle  jerks  were  not  ob- 
tained. Sensation  was  normal.  Rectal 
examination  and  sigmoidoscopy  w ere 
normal. 

Laboratory  examinations  during  the 
initial  admission  revealed  an  essential- 
ly normal  urinalysis.  There  was  a 
moderate  anemia  with  11  gm.  of  hemo- 
globin and  3.8  million  erythrocytes  per 
cu.  mm.  of  blood.  The  leukocytes  num- 
bered 9600  with  a slight  shift  to  the 
left.  Free  hydrochloric  acid  after  al- 
cohol test  meal  was  normal.  The  stool 
contained  meat  fibres  and  fatty  acid 
crystals.  There  were  no  parasites. 

X-ray  examination  of  t h e gastroin- 
testinal tract  revealed  a deficiency  pat- 
tern of  the  small  bowel  as  shown  by  a 
tendency  to  segmentation  and  dilatation ; 
the  latter  involving  the  terminal  ileum 
(fig.  1). 

A diagnosis  of  sprue  syndrome  was 


made  and  treatment  directed  along 
this  line. 

Following  these  studies  he  was  dis- 
missed from  the  hospital  and  followed 
as  an  outpatient.  He  was  placed  on  a 
gluten-free  diet.  Medication  included 
pancreatic  extract,  oral  detergent,  and 
parenteral  injection  of  vitamin 
He  also  received  cortisone.  At  times 
there  seemed  to  be  some  response,  but 
his  course  in  general  was  unsatisfac- 
tory. His  weight  fell  from  141  to  130 
pounds. 

Further  laboratory  studies  at  this 
time  found  the  urinalysis  normal.  The 
anemia  was  more  pronounced,  with  9.6 
gm.  hemoglobin.  Hematocrit  was  30. 
The  leukocyte  count  was  9600  with 
77  per  cent  segmented  neutrophiles,  8 
per  cent  band  forms,  and  3 per  cent 
eosinophiles.  Sedimentation  rate  (un- 
corrected) was  50  mm.  per  hour.  The 
stool  revealed  32  per  cent  total  fats,  to- 


Figrure  3.  Higher  magnification  of  figure  2. 
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tal  acids  20  per  cent.  The  blood  serum 
proteins  were  normal.  Trypsin  activity 
in  the  stool  was  inhibited.  Serum 
amylase  was  67  Somogyi  units.  Serum 
cholesterol  was  106  mg.  per  100  ml. 
Electrolytes,  including  sodium,  potas- 
sium, and  chloride,  were  normal.  Liver 
function  tests  were  within  normal 
range,  as  was  the  ACTH  (intravenous) 
adrenal  cortex  function  study.  Glucose 
tolerance  revealed  a flat  cuiwe.  Dimin- 
ished d-xylose  absorption  was  revealed 
following  oral  administration  of  25  gm. 
of  d-xylose.  (Normal  recovery  in  urine, 

4.5  gm. ; recovery  in  urine  of  patient, 

1.5  gm.).  Vitamin  A absorption  after 
administration  of  5 cc.  of  oleum  per- 
comorph  revealed  less  than  a 10  mg. 
rise  at  5-  and  7-hour  interveals. 

After  consultation  with  Dr.  Eric  Wol- 
laeger,  of  the  Mayo  Clinic,  it  was  sug- 
gested that  his  condition  might  be 
Whipple’s  disease.  A jejunal  biopsy. 


liver  biopsy,  and  mesenteric  lymph  node 
biopsy  were  peformed  on  September  16, 
1958.  Preliminary  exploration  of  the 
abdomen  encountered  enlarged  mesen- 
teric lymph  nodes,  particularly  in  the 
jejunal  and  retroperitoneal  regions. 
The  pancreas  appeared  to  be  normal. 
The  mucosal  surface  of  the  jejunum  ap- 
peared yellow  and  finely  granular.  The 
anterior  liver  edge  was  blunted,  and 
multiple  yellow-grey  plaques  up  to  1 
mm.  in  diameter  were  noted  beneath 
the  capsule. 

The  microscopic  description  was  as 
follows: 

“These  sections  include  jejunum  (fig. 
2)  with  the  surface  epithelium  support- 
ed on  a markedly  distorted  submucosal 
pattern  in  which  large  vacuoles  are 
abundant.  In  the  supporting  stnicture, 
there  are  many  large  round  and  oval 
cells  in  which  the  nuclei  are  small,  gen- 
erally centrally  placed,  and  having  gran- 


Figure  4.  Periodic  Acid  Schiff  stain  of  jejunum  revealing  positive  staining  of  abnormal  cells.  Note  that 
mucus  in  the  lining  epithelium  takes  the  stain  also. 
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ular  cytoplasm  (fig.  3),  (fig.  4).  The 
patteim  is  representative  of  an  imbibi- 
tion abnormality.  The  lymph  nodes  from 
the  mesentery  have  a similar  pattern 
with  considerable  number  of  vacuoles 
such  as  remain  where  fat  has  been  dis- 
solved out.  There  is  minimal  lymphoid 
hyperplasia.  There  are  many  “foam” 
cell  aggregates  in  the  nature  of  those 
seen  in  the  jejunal  mucosa.  The  liver 
biopsy  (fig.  5)  reveals  similar  struc- 
tures in  the  periportal  regions  and  in 
isolated  regions  are  small  granuloma- 
like lesions  with  epithelioid  cells,  mar- 
ginal lymphocytes,  plasma  cells,  and  oc- 
casional giant  cells.  This  pattern  ap- 


pears to  be  compatible  with  the  abnonn- 
ality  known  as  Whipple’s  disease  or  in- 
testinal lipodystrophy.” 

The  patient  tolerated  surgery  well. 
Following  surgery  he  was  placed  on 
moderate  doses  of  alcohol-free  hydro- 
cortisone, following  which  he  developed 
a severe  fluid  retention  and  gained  20 
pounds  in  two  months.  Paralytic  ileus  en- 
sued, but  bowel  function  soon  returned 
after  temporaiy  omission  of  hydrocorti- 
sone. He  was  again  placed  on  a gluten- 
free  diet.  He  received  tetracycline  125 
mg.  t.i.d.,  and  hydrocortisone,  5 mg. 
b.i.d.  He  then  made  rapid  progi’ess 


Figure  5.  Liver  biopsy  section  revealing  the  granulomatus  lesion. 
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with  correction  of  the  various  symptoms 
of  which  he  had  previously  complained. 
The  stools  became  formed  and  normal 
in  appearance,  occurring  with  normal 
frequency.  His  appetite  became  vora- 
cious and  he  gained  strength  rapidly. 
By  D e c e m b e r 1st  he  weighed  143 
pounds.  His  recovery  has  been  well 
maintained.  He  was  able  to  return  to 
employment  December  15th.  Re-evalu- 
ation tests  of  absorption  carried  out 
during  November,  1959,  showed  marked 
improvement.  The  administration  of 
radioactive  tagged  oleic  acid  resulted  in 
absorption  of  96  per  cent  in  72  hours, 
compared  with  a normal  absorption  of 
98  per  cent  or  more.  Except  for  the 
occurrence  of  severe  furuncles  and  a 
period  of  depression  for  which  he  again 
was  hospitalized  and  received  electro- 
shock therapy,  his  improvement  has 
been  well  maintained.  His  weight  on 
May  1,  1959,  was  160  pounds.  The  pig- 
mentation receded  while  he  was  under 
treatment. 

Comment 

This  case  presents  three  points  of  primary 
interest;  (1)  The  finding  of  deposits  of 
granulomata  in  the  liver,  similar  and  ap- 
parently related  to  the  deposits  in  the  mesen- 
teric lymph  nodes  and  the  jejunum.  While 
these  liver  lesions  rarely  have  been  reported 
(Apperly  and  Copley,  1943,s  and  more  re- 
cently Sieracki  and  Fine),®  it  would  appear 
that  the  lesions  are  a part  of  the  disease 
and  should  be  so  recognized.  (2)  The  asso- 
ciated psychosis  of  Whipple’s  disease  may 
be  more  than  coincidence,  since  other  au- 
thors have  reported  this  association  occur- 
ring frequently  in  Whipple’s  disease.  (3) 
The  continued  well-being  of  a patient  having 
a disease  which  has  proved  fatal  prior  to  the 
introduction  of  adrenal  steroids.  Although 
most  cases  benefit  from  the  administration 
of  cortisone,  a few  cases  require  the  admin- 
isration  of  alcohol-free  hydrocortisone  to 
bring  about  improvement.  In  this  case  tetra- 
cycline was  also  administered  and  may  have 
been  of  some  benefit,  but  primarily  im- 
provement was  due  to  alcohol-free  hydro- 
cortisone. 


While  the  etiology  of  this  disease  is  un- 
known, the  occurrence  of  arthritis,  poly- 
serositis, elevation  of  serum  glycoprotein, 
and  clinical  response  to  corticosteroids  would 
suggest  that  it  may  well  be  placed  among 
the  collagen  diseases. 

The  prognosis  in  this  case  seems  to  be 
reasonably  good  insofar  as  the  Whipple’s 
disease  is  concerned.  It  seems  entirely  pos- 
sible that  he  may  maintain  health  for  an 
indefinite  period  with  the  present  treatment- 
program.  Jones'®  cites  a case  which  has 
shown  improvement  for  a period  of  four 
years. 

Summary 

A description  of  Whipple’s  disease  and  an 
illustrative  case  report  have  been  presented. 
Methods  of  diagnosis  and  treatment  have 
been  given.  Although  rare  and  formerly 
uniformly  fatal,  this  is  a disease  which  now 
appears  to  be  amenable  to  treatment.  It  is 
important  for  physicians  to  be  familiar  with 
this  disease  and  make  a determined  effort  to 
diagnose  it,  since  correct  diagnosis  and 
treatment  may  result  in  prolonging  the  life 
of  the  patient. 
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Effect  of 


I 


Griseofulvin  ( Fulvicin ) 

IN  SUPERFICIAL  FUNGOUS  INFECTIONS 


Griseofulvin,  a metabolic 

product  of  several  species  of 
PeniciUium,^-*  is  the  first  pre- 
dictably effective  agent  for  the  oral  treat- 
ment of  superficial  fungous  infections.  Since 
publication  of  the  early  reports®"’^  of  its  suc- 
cessful use  in  human  dermatomycoses,  this 
drug  has  become  widely  accepted  as  the 
treatment  of  choice  for  tinea  of  the  scalp, 
skin,  and  nails  caused  by  species  of  Epider- 
mophyton,  Microspoi-um,  and  Trichophyton. 

Methods 

Griseofulvin*  was  used  to  treat  54  pa- 
tients with  fungous  infections  of  the  scalp, 
skin,  and  nails.  The  usual  dosage  of  one 
tablet  (250  mg.)  four  times  daily  was  con- 
tinued until  there  was  clinical  and  labora- 
tory evidence  of  cure  or  until,  after  a suit- 
able trial,  it  became  evident  that  a favor- 
able response  probably  would  not  occur. 

Before  treatment  was  begun,  scrapings 
were  taken  from  the  affected  area  and 
stained  with  potassium  hydroxide.  Micro- 
scopic examination  of  the  slides  confirmed 

•Griseofulvin  (Fulvicin)  was  made  available  for  this  study 
through  the  courtesy  of  G.  Kenneth  Hawkins.  M.D.  of  the 
Medical  Research  Division.  Schering  Corporation,  Bloomfield, 
New  Jersey. 


R.  Q.  CROTTY,  M.D. 
Omaho,  Nebraska 


the  clinical  diagnosis  of  fungous  infection. 
Scrapings  were  also  used  to  inoculate  Sa- 
bouraud’s  dextrose  agar  culture  media  and 
the  specific  organism  responsible  for  the  in- 
fection was  identified  by  its  characteristic 
gi’OAHh  patterns  in  the  medium.  Patients 
were  examined  weekly  during  the  course  of 
treatment  and  the  laboratory  tests  were  re- 
peated at  frequent  inteiwals. 

Tinea  capitis,  usually  due  to  Microsporuin 
audouini  or  canis,  was  present  in  14  chil- 
dren from  three  to  nine  years  of  age  and 
one  woman.  Tinea  corporis  or  cniris  was 
diagnosed  in  11  adults,  of  whom  eight  have 
been  infected  for  one  year  or  longer.  Tinea 
pedis,  usually  chronic  or  recurrent,  was  seen 
in  14  adults.  Long-standing  fungous  infec- 
tions of  the  feet  with  “id”  reactions  on  the 
hand  and,  in  some  patients,  nail  changes  sug- 
gestive of  onychomycosis  were  present  in 
nine  adults.  Onychomycosis  was  the  pri- 
mary diagnosis  in  five  adults.  In  the  pa- 


TABLE  1 


Diagnosis 

RESPONSE  TO 

Culture 

THERAPY 

No.  of  Satis- 

Patients  factory 

Unsatis- 

factory 

No 

Follow- 

Up 

tinea  capitis 

M.  audouini 

11 

5 

_ 

6 

(15  patients) 

M.  canis 

_ 2 

2 

undetermined 

2 

- 

1 

1 

tinea  coi-poris 

C.  albicans 
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1 

1 

_ 

(9  patients) 

T.  rubrum 

6 

4 

1 

1 

tinea  unguium 
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_ 

1 

Summary  for  54  Patients 
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13 
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tients  with  infections  of  the  skin  or  nails, 
the  responsible  organisms  were  Trichophy- 
ton mentagrophytes  or  ruhrum,  or  Epider- 
mophyton  floccosum  (table  1).  In  a few  pa- 
tients it  was  not  possible  to  obtain  a positive 
culture. 

Results 

The  results  are  summarized  in  table  1. 
The  response  to  griseofulvin  was  considered 
satisfactoiy  if  there  was  clinical  cure,  con- 
firmed by  laboratory  tests,  without  a signifi- 
cant untoward  reaction  to  the  medication  oi’ 
a recurrence  of  the  infection  after  discon- 
tinuance. 

Seven  children  with  tinea  capitis  could  not 
be  evaluated  because  they  did  not  return  or 


because  the  period  of  follow-up  was  insuffi- 
cient. In  the  other  seven  children,  a favor- 
able response  to  griseofulvin  was  evident 
clinically  by  the  second  or  third  week  of 
treatment,  and  clearing  was  complete  after 
four  weeks.  This  was  confirmed  by  nega- 
tive cultures  and  Wood’s  light  examinations. 
There  were  no  recurrences.  Griseofulvin 
was  discontinued  after  one  week  in  the  adult 
who  was  pregnant  and  who  complained  of 
light-headedness  and  headache. 

Eight  of  the  11  patients  with  tinea  cor- 
poris or  cruris  were  cured  within  five  weeks ; 
substantial  improvement  usually  was  evident 
after  the  first  or  second  week.  There  were 
no  recurrences.  (Figures  1-a  and  1-b). 


Figure  1-a : T.  rubrura  infection  of  the  buttocks. 
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One  patient  whose  infection  was  due  to  E. 
floccosum  and  another  patient  infected  with 
C.  albicans  did  not  improve.  One  patient 
did  not  return. 

Of  the  14  patients  with  tinea  pedis,  three 
were  lost  to  follow-up  and  one  did  not  im- 
prove. Ten  patients  showed  satisfactory 
clearing  of  the  lesions  within  one  to  eight 
weeks;  however,  the  infection  recurred  in 
one  patient  two  weeks  after  griseofulvin  had 
been  discontinued. 

Eight  patients  with  tinea  pedis  and  “id” 
reactions  on  the  hands  showed  clearing  of 
the  lesions,  usually  within  eight  weeks.  In 
this  group  there  were  two  recurrences,  four 
and  eight  weeks  after  discontinuance  of  med- 
ication. One  patient  reported  gastric  symp- 


toms during  therapy  but  was  able  to  tolerate 
reduced  doses  of  the  drug,  with  satisfactory 
therapeutic  results.  One  patient  was  not 
followed. 

One  of  the  five  patients  with  onychomy- 
cosis did  not  return  for  follow-up ; the  other 
four  are  responding  slowly  but  satisfactor- 
ily and  are  being  continued  on  gidseofulvin 
until  the  infected  nail  is  entirely  replaced 
with  healthy  growth.  Major  improvement 
usually  was  evident  after  four  months  of 
treatment.  (Figures  2-a  and  2-b,  3-a  and 
3-b,  4). 

Comment  and  Conclusions 

Cases  of  tinea  capitis  due  to  M.  audouini 
or  canis  can  be  expected  to  respond  rapidly 
to  griseofulvin.  We  have  h a d no  known 


Figure  2-a ; Onychomycosis  diie  to  T.  rubrum. 


Figure  2-b : Same  patient  after  four  months  of  treatment  with  griseofulvin 

All  but  one  of  the  nails  are  clinically  normal. 
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Figure  3-a:  Nails  grossly  distorted  by  infection  with  T.  rubrum. 


Figure  3-b:  Same  patient  after  four  months  of  treatment  with  griseofulvin. 

The  infection  is  evident  at  the  distal  borders  only. 


Figure  4 : After  several  months  of  treatment  with  griseofulvin,  the  infection 

is  arrested  and  the  parasitized  nail  is  being  replaced  with  healthy  growth. 
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therapeutic  failures.  Ancillary  measures 
such  as  clipping  the  hair  short,  frequent 
washing,  and  application  of  topical  anti- 
fungal medication  can  expedite  cure.  ]\Ior- 
phological  changes  in  the  fungi  occur  as 
early  as  the  first  or  second  week.®  Negative 
cultures  and  Wood’s  light  examinations  con- 
firm the  clinical  cure. 

Tinea  corporis  and  cruris  also  respond 
rapidly.  During  the  first  week,  pruritis  dis- 
appears and  the  lesions  diminish  in  size  and 
severity.  The  first  negative  cultures  usual- 
ly are  obtained  within  one  month.  When  the 
hyperkeratotic  soles  or  palms  are  invaded, 
more  time  is  required  for  cure,  since  the  rate 
of  tissue  replacement  is  slower,  and  recur- 
rences apparently  are  more  frequent.  Con- 
tinuing treatment  with  griseofulvin  for  a 
few  weeks  after  clinical  cure  may  help  to 
prevent  recurrence. 

Four  months  is  the  minimum  period  of 
treatment  for  onychomycosis.  Since  the  toe- 
nails gi’ow  even  more  slowly  than  the  finger- 
nails, an  especially  long  duration  of  therapy 
can  be  anticipated  before  the  entire  nail  is 
free  from  infection. 

Side  effects  were  not  a problem  among 
our  patients,  only  one  of  whom  discontinued 
the  drug  because  of  an  untoward  reaction. 
According  to  the  experience  repoi*ted  by 
other  authors,  some  patients  will  have  head- 
aches or  gastrointestinal  distress  but  these 
effects  tend  to  disappear  spontaneously  and 
therefore  premature  reduction  or  discontinu- 
ance of  the  drug  is  not  necessaiy.  Very 
rarely,  an  urticarial  eruption  appears  during 
administration  of  gidseofulvin.  A histoiy 
of  penicillin  sensitivity  is  not  a contraindica- 
tion. 

The  accumulated  experience  indicates  that 
pretreatment  laboratory  values  tend  to  re- 
main constant  during  and  after  administra- 
tion of  gi’iseofulvin.  Very  rarely,  a transient 
and  apparently  insignificant  albuminuria 
or  a slight  fall  in  the  leukocyte  count  is  ob- 
served, but  these  findings  do  not  persist  aft- 
er the  drug  has  been  discontinued. 

It  is  impoi’tant  to  verify  a clinical  diag- 
nosis of  fungous  infection  by  microscopic 
examination  of  scrapings,  since  some  non- 
fungous  dermatoses  are  clinically  indistin- 
guishable from  tinea.  The  infecting  organ- 


ism should  be  identified  in  culture  when 
possible  so  that  administration  of  gidseo- 
fulvin  is  confined  to  patients  with  infections 
due  to  species  of  Epidermophyton,  Micro- 
sporum,  and  Trichophyton.  Griseofulvin  is 
not  active  against  C.  albicans  or  M.  furfur. 

Summary 

Griseofulvin  (Fulvicin),  250  mg.  four 
times  daily,  was  used  to  treat  fungous  in- 
fections of  the  scalp,  skin,  or  nails  in  14 
children  and  40  adults.  Evaluations  could 
not  be  made  in  13  of  these  patients;  of  the 
other  41,  34  responded  satisfactorily  to 
gi’iseofulvin  without  significant  untoward  re- 
actions or  recurrences  on  discontinuance. 
Tinea  capitis,  corporis,  and  cruris  usually 
could  be  cleared  in  one  month;  tinea  pedis 
required  up  to  two  months;  and  onychomy- 
cosis must  be  treated  for  at  least  four 
months.  Results  were  considered  unsatisfac- 
tory in  one  patient  in  whom  the  drag  was 
discontinued  because  of  side  reactions,  in 
three  patients  who  did  not  improve  after  a 
reasonable  period  of  therapy,  and  in  three 
patients  who  had  recuraences  of  the  infec- 
tion several  weeks  after  gi’iseofulvin  was 
discontinued. 
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Fats 

Cholosterol 

and 

Atherosclerosis* 


The  author  briefly  reviews  some  of  our  present 
information  about  the  alleged  role  of  fat  con- 
sumption, cholesterol  metabolism,  and  atheroscle- 
rosis. He  accepts  the  present  concepts  with 
proper  reservations  and  suggests  the  therapy  of 
atherosclerosis  appropriate  to  these  concepts. 

—EDITOR 

For  more  than  a decade  the 
problem  of  atherosclerosis  has 
been  considered  tn  be  a meta- 
bolic derangement  with  a hereditary  pre- 
disposition and  probably  initiated  and  sus- 
tained by  environmental  factors.  Its  natural 
evolution  is  probably  modified  by  a host  of 
variables.  These  include  sex,  age,  blood 
pressure,  level  of  physical  activity,  psycho- 
biological  stresses  and  strains.  One  of  the 
important  variables  may  be  dietary,  with 
particular  reference  to  animal  fats,  the 
source  of  exogenous  cholesterol,  the  lipid 
constituent  of  the  blood  that  continues  to 
play  the  dominant  role  in  the  story  of  plasma 
lipids. 

Some  promising  generalizations  have  been 
drawn  from  epidemiological  studies  on  diet 
and  atherosclerosis.  There  are,  however, 
some  facts  that  proponents  of  the  dietary 
hypothesis  must  dispose  of,  such  as:  (1) 
marked  generalized  atherosclerosis  with  nor- 
mal or  low  blood  lipids;  (2)  absence  of 
changes  in  the  pulmonary  arteries  despite 
advanced  disease  in  other  arteries  unless 
there  is  pulmonary  hypertension;  (3)  severe 
systemic  atherosclerosis  seen  with  advanced 
hypertensive  heart  disease  irrespective  of 
levels  of  blood  lipids;  and  (4)  the  low  inci- 
dence of  atherosclerosis  among  peoples  who 
indulge  in  high  fat  intake,  as  Holland,  Nor- 
way, and  Denmark.  Nor  is  there  any  clear 
evidence  that  there  is  anything  in  dietary 
regimen  that  has  ever  deHnitely  controlled 

•Presented  before  Omaha  Mid-West  Clinical  Society  27th 
Annual  Session,  November,  1959. 
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progress  of  atherosclerosis  in  human  beings. 
Epidemiological  studies  have  also  shown 
that  the  association  between  protein  con- 
sumption and  atherosclerosis  was  at  least  as 
strong  as  that  for  the  intake  of  animal  fat 
and  atherosclerosis.  Despite  such  unescap- 
able  problems,  there  is  sufficient  evidence 
from  experimental  and  epidemiological 
studies  to  compel  acceptance  of  the  concept 
that  excessive  ingestion  of  animal  fats  is 
more  than  casually  related  to  atherosclerosis. 
This  apparent  relationship  has  been  formu- 
lated chiefly  from  five  phenomena : ( 1 ) ath- 
erosclerotic plaques  in  human  arteries  be- 
fore calcification  has  set  in,  are  rich  in 
cholesterol  esters;  (2)  atherosclerosis  occurs 
more  frequently  in  older  persons,  in  whom 
serum  cholesterol  levels  appear  to  be  higher 
than  in  younger  persons;  (3)  atherosclerosis 
is  seen  in  young  persons  if  they  have  long- 
standing diabetes  or  nephrosis  or  any  condi- 
tion producing  prolonged  hypercholester- 
emia; (4)  coronary  artery  disease  is  more 
prevalent  in  individuals  particularly  among 
men  50  years  or  younger  with  elevated  se- 
rum cholesterols ; (5)  a large  proportion  of 
rabbits  fed  cholesterol  for  several  months 
developed  atherosclerosis.  Whether  this  nu- 
tritional hypothesis  is  acceptable  or  not  there 
can  be  no  doubt  that  one  of  its  major  con- 
tributions has  been  the  removal  of  atheros- 
clerosis from  the  stagnant  pool  of  degenera- 
tive diseases  where  the  only  pathogenic  fac- 
tor seemed  to  have  been  aging. 

To  date,  one  of  the  principal  approaches 
to  the  study  of  individuals  with  clinical  evi- 
dence of  atherosclerosis  has  been  the  deter- 
mination of  the  serum  lipids.  It  seems  for- 
tunate, from  the  standpoint  of  simplicity  and 
economy,  that  the  determination  of  serum 
cholesterol  probably  has  as  great  a predic- 
tive value  as  that  of  lipoproteins  and  other 
lipids.  We  must  remember,  however,  that 
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the  determination  of  cholesterol  does  not 
always  give  closely  reproducible  results, 
even  in  duplicate  determinations.  Patients 
with  the  highest  cholesterol  levels  have  the 
greatest  degree  of  variability.  We  have 
seen  them  vary  as  much  as  100  mg.  per  100 
cc.  It  is  also  important  to  recognize  that  a 
great  variability  exists  between  different 
laboratories.  The  physician  must  be  ac- 
quainted with  the  performance  of  the  lab- 
oratory he  selects.  It  is  best  to  have  at 
least  Wo  determinations  on  separate  sam- 
ples of  serum  before  launching  any  thera- 
peutic program  to  attempt  to  correct  an 
elevated  level  of  serum  cholesterol.  Again, 
it  must  be  emphasized  that  as  far  as  known 
there  is  no  evidence  that  the  determination 
of  the  blood  cholesterol  in  any  way  assists 
with  diagnosis  or  prognosis  in  an  individual 
case  with  atherosclerosis. 

What  constitutes  “a  normal”  or  a “desir- 
able” cholesterol  level?  The  concept  of  nor- 
mality is  usually  derived  from  what  is  “av- 
erage,” but  the  average  level  is  not  neces- 
sarily a desirable  level.  This  is  shown  in 
cholesterol  determinations  by  Dr.  Furman 
and  his  groups  as  compared  with  those  of 
Dr.  Louis  Shaeffer,  in  New  York,  showing 
levels  that  range  from  196  to  276,  in  nor- 
mal individuals.  However,  as  a general 
rule  the  serum  cholesterol  levels  of  all  popu- 
lations deriving  between  30  and  40  per  cent 
of  calories  from  fat  are  the  same.  Thus, 
figures  from  almost  every  country  or  area 
having  this  percentage  of  caloric  intake  from 
fat  are  about  the  same. 

Another  interesting  point  is  the  period  of 
physiological  increase  of  serum  cholesterol 
level.  It  begins  about  13  years  earlier  in 
men  than  in  women.  This  difference  in  age 
trends  may  have  some  bearing  on  the  docu- 
mented preponderance  of  coronary  heart  dis- 
ease in  young  men.  The  fact  that  atheros- 
clerosis is  endemic  in  this  country  and,  by 
implication,  lipemia  is  widespread,  deriving 
the  normal  blood  cholesterol  from  average  in 
an  American  population,  may  give  rise  to 
erroneously  high  results.  If  a figure  is  to  be 
entertained,  it  can  be  argued  with  some  mer- 
it that  a normal  serum  cholesterol  for  adults 
should  be  in  the  neighborhood  of  150  to  185 
mg.  per  100  cc.  This  is  in  order  of  the  mag- 
nitude noted  in  children.  It  is  generally  ac- 
cepted however  that  for  adults  a serum 
cholesterol  much  above  235  mg.  per  100  cc. 
is  undesirably  high. 


As  stated  earlier,  a high  or  low  figure  for 
blood  lipids  or  blood  cholesterol  has  no  value 
in  predicting  or  ruling  out  a serious  atheros- 
clerotic lesion.  It  may  prove,  however,  of 
some  significance  as  an  indicator  of  athero- 
sclerosis in  general.  Since  there  is,  at  pres- 
ent, no  biochemical  method  to  distinguish 
persons  with  occult  disease,  it  follows  that 
there  is  no  justification  for  a general  modi- 
fication of  the  American  diet. 

With  our  knowledge  today,  it  is  reason- 
able to  limit  nutritional  therapy  to : ( 1 ) in- 
dividuals who  exhibit  a lipid  abnormality  in 
the  absence  of  any  recognizable  atheroscle- 
rosis because  of  the  greater  hazard  of  ath- 
erosclerotic disease  that  exists  among  such 
persons;  (2)  patients  with  a strong  family 
history  of  cardiovascular  disease;  and  (3) 
patients  already  affected  with  sequela  of 
atherosclerosis. 

In  the  first  group,  attention  should  be 
given  to  weight  reduction,  particularly  if 
the  patient  is  overweight.  If  he  is  of  a de- 
sirable weight,  a loss  of  as  little  as  three  to 
five  pounds  is  frequently  accompanied  by  a 
decrease  of  serum  cholesterol  of  from  10  to 
15  mg.  per  100  cc.  To  accomplish  this,  it 
is  not  necessary  to  eliminate  any  single  food 
from  the  diet.  It  is  simply  a matter  of  eat- 
ing less.  In  addition  to  weight  loss  the  total 
calories  derived  from  fat  should  be  reduced 
to  25  or  30  per  cent.  This  entails  a reduc- 
tion of  most  of  the  saturated  fats  in  the 
food.  It  can  be  accomplished  by  trimming 
fat  from  the  meat,  eating  more  lean  meat 
and  smaller  servings,  more  fish,  less  butter, 
margarine,  whole  milk,  cheese  (except  cot- 
tage cheese),  bacon,  and  egg  yolk.  If  a pa- 
tient is  acutely  ill  from  one  of  the  complica- 
tions of  atherosclerosis,  therapy  includes  a 
very  low  fat  diet,  one  in  which  20  per  cent 
or  less  of  the  calories  are  derived  from  fat. 
Also,  for  the  sick  patient  a diet  should  be 
tried  containing  a suitable  vegetable  oil  as  a 
sole  source  of  fat. 

In  prescribing  such  diets,  it  is  of  utmost 
importance  to  outline  a regimen  that  will 
afford  tasty  food.  A book  recently  pub- 
lished by  Dr.  Ancel  and  Margaret  Keys  has 
pages  of  menus  that  have  proven  acceptable. 
The  title  of  the  book  “Eat  Well  and  Stay 
Well.”  It  is  available  at  all  book  stores. 

Food  patterns  can  reduce,  in  approximate- 
ly 80  per  cent,  the  total  serum  cholesterol. 
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This  does  not  mean,  however,  that  the  other 
lipid  constituents  are  equally  affected.  It 
would  be  rash  indeed  to  suggest  that  these 
other  constituents  are  of  no  concern  from 
the  viewpoint  of  atherogenesis.  It  must 
also  be  remembered  that  it  clearly  remains 
to  be  shown  that  any  food  pattern  so  far 


proposed  is  antiatherogenic.  This  can  be 
determined  only  on  a large  number  of  people. 

The  problem  of  atherosclerosis  is  far  from 
settled,  but  some  facts  are  sufficiently  cer- 
tain to  warrant  a modification  of  our  advice 
to  people  who  consult  us  about  such  matters. 


“The  prominent  historian,  Channing  Pollack,  addressing  a group 
of  teachers,  observed  that  most  democracies  last  for  about  200  years. 
They  are  conceived  and  developed  by  simple,  vigorous,  idealistic, 
hard-working  people  who,  unfortunately,  with  success  become  rich 
and  decadent,  learn  to  live  without  labor,  depend  more  on  the  largess 
of  big  government  and  end  by  trading  domestic  tyrants  for  foreign 
tyrants.”  (John  H.  Stambaugh:  How  Democracies  Die,  Spotlight  No. 
J-466-467). 
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ETIOLOGY  of 


Cerebral  Vascular  Accidents 


The  author  presents  the  necessity  for  determin- 
ing the  underlying  pathologic  condition  in  each 
instance  of  cerebrovascular  accident.  With  this 
knowledge,  prevention  of  repeated  episodes  often 
can  be  assured,  and  rehabilitation  made  more 
effective.  He  discusses,  in  brief,  the  various 
possible  underlying  conditions  and  indicates  those 
that  can  be  effectively  treated. 

—EDITOR 

A CEREBRAL  vascular  accident 
should  be  considered  a mani- 
festation or  sequel  of  some  dis- 
ease and  not  as  an  entity  in  itself.  Estab- 
lishing a cause  often  can  help  prevent  fur- 
ther episodes. 

An  increasing  number  of  patients  who 
have  suffered  a cerebral  vascular  accident 
are  entering  programs  of  intensive  rehabili- 
tation. In  evaluating  a large  number  of 
these  patients,  it  was  a frequent  experience 
to  find  cases  in  which  an  adequate  attempt 
had  not  been  made  to  detennine  the  etiology. 
Rehabilitation  is  of  little  value  if  an  effort 
is  not  made  to  prevent  further  cerebral  ac- 
cidents. Although  the  number  of  patients 
having  diseases  amenable  to  treatment  is 
relatively  small,  it  is  well  worth  the  expense 
and  effort  to  determine  the  cause  in  order  to 
help  these  few. 

The  diagnostic  problem  of  a cerebral  vas- 
cular accident  usually  begins  with  the  coma- 
tose patient.  Once  the  coma  is  definitely 
established  as  having  a cerebral  basis,  the 
next  step  is  to  determine  the  disease  which 
has  given  rise  to  the  cerebral  accident. 

Too  much  stress  may  be  placed  on  an  at- 
tempt to  discover  whether  the  cerebral  ac- 
cident has  been  a thrombosis,  a hemorrhage, 
or  an  embolus.  It  is  true  that  the  type  of  ac- 
cident affects  the  prognosis  and  method  of 
treatment,  but  it  is  more  valuable  in  han- 
dling these  patients  to  think  in  terms  of 
cause  rather  than  type.  This  does  not  mean 
that  one  should  make  no  effort  to  determine 
the  type  of  accident  for  this  is  also  impor- 
tant in  the  diagnostic  workup  of  the  patient. 

Below  is  a brief  classification  of  cerebral 
vascular  accidents  based  on  diseases  or  con- 
ditions which  can  give  rise  to  them. 


SABATINO  S.  DiCENSO,  M.D. 

Rancho  Los  Amigos  Hospital 
Downey,  California 

I.  Cerebral  arteriosclerosis 

II.  Hypertension 

A.  Essential 

B.  Occlusion  of  vessels 

1.  Coarctation  of  the  aorta 

2.  Superior  vena  cava  syn- 
drome 

C.  Unilateral  renal  disease 

1.  Renal  artery  obstruction 

2.  Infection 

D.  Adrenal  diseases 

1.  Pheochromocytoma 

2.  Cushing’s  syndrome 

E.  Transient  hypertensive  states 

1.  Coughing 

2.  Sneezing 

III.  Diseases  that  give  rise  to  cerebral 
emboli 

A.  Cardiovascular  disease 

1.  Fibrillation 

a.  Rheumatic  heart  dis- 
ease 

b.  Arteriosclerotic  heart 
disease 

c.  Hyperthyroidism 

2.  Myocardial  infarction 

3.  Endocarditis 

a.  Bacterial 

b.  Nonbacterial 

B.  Conditions  that  produce  fat 
.emboli 

1.  Bone  fractures 

2.  Surgical  manipulation  of 
fat-tissue 

C.  Conditions  that  produce  air 
emboli 
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1.  Chest  injuries 

2.  Chest  surgery 

3.  Caisson  disease 

D.  Suppurative  diseases  of  t h e 
lungs,  pleura  and  pelvis 

E.  Chorionic  and  decidual  tissue 
emboli 

IV.  Diseases  of  the  blood 


A. 

Hemorrhagic  disorders 

B. 

Hemolytic  anemias 

C. 

Polycythemia 

V.  Cerebral  aneuiysms 

A. 

Congenital 

B. 

Acquired 

VI.  Tumors 

A.  Primary 

B.  Metastatic 

VII.  Arteritis  of  cerebral  vessels 

A.  Diseases  of  collagen 

B.  Thromboangitis  obliterans 

VIII.  Cerebral  trauma 

IX.  Infectious  diseases 

A.  Syphilis 

B.  Typhoid 

C.  Typhus 

D.  Rocky  Mountain  spotted  fever 

E.  Pneumonia 

X.  Chemicals 

A.  Arsenicals 

B.  Carbon  monoxide 

C.  Antihypertensive  drugs 

By  using  this  type  of  classification,  the 
physician’s  thinking  is  directed  along  the 
line  of  cause  rather  than  type.  This  method 
has  been  more  useful  than  any  other  in  de- 
termining the  prognosis  and  type  of  treat- 
ment. It  is  hoped  that  this  approach  will 
also  be  of  value  to  others  who  deal  with 
the  problem  of  cerebral  vascular  accidents. 

Cerebral  Arteriosclerosis 

Cerebral  vascular  accidents  are  frequently 
seen  with  arteriosclerosis  of  the  cerebral  ves- 
sels causing  both  hemorrhage  and  thrombo- 
sis. This  disease  is  often  associated  with 
essential  hypertension.  In  the  presence  of 
a weakened  vessel  because  of  arteriosclero- 
sis, an  increase  in  the  blood  pressure  is  ca- 
paljle  of  causing  rupture  of  the  vessel. 


These  two  diseases  account  for  about  80 
per  cent  of  all  cerebral  vascular  accidents. 
Because  of  this  high  frequency,  one  almost 
always  thinks  of  these  two  diseases  when  a 
cerebral  vascular  accident  is  encountered. 
As  a result  of  this,  other  causes  may  be  over- 
looked. 

The  diagnosis  of  a cerebral  vascular  acci- 
dent secondary  to  cerebral  arteriosclerosis 
is  made  on  the  basis  of  arteriosclerosis  being 
found  elsewhere  and  by  excluding  other 
causes.  The  diagnosis  of  essential  hyperten- 
sion is  also  made  by  the  method  of  exclusion. 

When  hypertension  is  associated  with 
cerebral  arteriosclerosis  and  a cerebral  ac- 
cident, a hemoiThage  is  usually  found. 
About  75  per  cent  of  these  patients  will  have 
a bloody  cerebrospinal  fluid. 

When  hypertension  and  cerebral  arterio- 
sclerosis are  found  together,  it  is  best  to  use 
antihypertensive  agents  alone.  If  thrombo- 
sis occurs  because  of  cerebral  arteriosclero- 
sis but  is  not  associated  with  hypertension, 
the  long-term  use  of  anticoagulants  is  indi- 
cated. It  is  essential  to  have  proper  labor- 
atory facilities,  a cooperative  patient,  and 
a physician  experienced  with  the  use  of  an- 
ticoagulants when  long-term  therapy  is  go- 
ing to  be  employed. 

Hypertension 

Perera^  found  that  in  49  hypertensive  pa- 
tients who  had  died,  17  of  the  deaths  were 
due  to  a cerebral  vascular  accident.  Unfor- 
tunately, the  great  majority  of  cases  are  of 
the  essential  type.  This  type  was  discussed 
with  cerebral  arteriosclerosis. 

Coarctation  of  the  aorta — The  association 
of  this  disease  with  hypertension  proximal 
to  the  obstruction  leads  to  rupture  of  a cere- 
bral vessel  at  the  site  of  a miliary  aneurysm. 
Some  10  per  cent  of  deaths  are  attributed  to 
a cerebral  vascular  accident.^  This  disease 
will  not  be  overlooked  if  blood  pressures  are 
taken  routinely  in  both  upper  and  lower  ex- 
tremities. 

It  is  easy  to  miss  the  rare  case  of  coarcta- 
tion of  the  abdominal  aorta  because  the 
blood  pressures  in  the  lower  extremities 
may  be  normal  and  the  other  classical  physi- 
cal signs  of  coarctation  absent.®  The  most 
common  complication  of  the  hypertension  in 
this  type  of  coarctation  is  a cerebral  vascu- 
lar accident.®  A helpful  diagnostic  finding 
is  an  abdominal  bruit  in  a young  hyperten- 
sive patient. 
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Treatment  in  both  types  of  coarctation 
consists  of  surgical  removal  of  the  obstruc- 
tion. 

Vnilateral  renal  disease  — Cerebral  vas- 
cular accidents  can  occur  secondary  to  the 
hypertension  associated  with  diseases  of  the 
kidneys.  Only  the  unilateral  renal  diseases 
will  be  discussed  briefly  here.  They  are  un- 
common cause  of  hypertension  but  are  im- 
portant because  they  may  be  amenable  to 
treatment. 

Unilateral  renal  disease  can  be  produced 
by  obstruction  of  the  renal  artery.  Obstruc- 
tion may  result  from  arterial  occlusion  sec- 
ondary to  embolus,  thrombosis,  atheromat- 
ous plaques  and  external  compression.  An- 
other cause  of  this  type  of  renal  disease  is 
infection  regardless  of  the  etiology*. 

This  disease  should  be  suspected  in  a 
child  or  young  adult  with  a sudden  onset 
of  hypertension  in  whom  there  may  be  a 
history  of  renal  colic  or  renal  trauma.  It 
may  be  demonstrated  by  pyelography  or 
aortography.  Following  either  the  removal 
of  the  obstruction  or  nephrectomy  of  the 
involved  kidney,  one  may  obtain  a lowering 
of  the  blood  pressure. 

An  illustration  of  renal  artery  obstruction 
is  the  case  of  a 42-year-old  white  man  re- 
ferred to  the  hospital  for  physical  therapy. 
He  had  had  a cerebral  hemorrhage  secon- 
dary to  severe  hypertension.  Abdominal 
aortograms  revealed  an  obstruction  of  the 
left  renal  artery  thought  to  be  on  the  basis 
of  an  arteriosclerotic  process.  Split  renal 
function  studies  demonstrated  a greatly  di- 
minished function  on  the  left.  Surgical  cor- 
rection of  this  condition  may  permit  control 
of  the  hypertension.  Future  cerebral  hemor- 
rhages may  thus  be  prevented. 

Obstniction  of  the  superior  vena  cava  — 
In  this  condition  there  is  a decreased  cere- 
bral venous  blood  flow  and  an  increased 
venous  pressure.  This  may  lead  to  cerebral 
hemorrhage  or  thrombosis. 

The  common  cause  of  this  syndrome  today 
is  a thoracic  tumor.  Other  causes  are  tu- 
mors of  the  pericardium  and  mediastinal 
infectious  diseases  which  cause  fibrosis  and 
contracture.  Syphilis  and  tuberculosis  were 
common  causes  of  this  fibrosing  mediastin- 
itis  many  years  ago. 

The  diagnosis  of  a superior  vena  cava 
syndrome  is  made  easily  from  the  physical 


findings  of  dilated  superficial  veins  in  the 
system  of  veins  which  drain  into  the  su- 
perior vena  cava  and  from  the  presence  of 
a dusky  hue  to  the  skin  in  the  head  and 
upper  portions  of  the  body. 

Unfortunately  there  is  no  satisfactory 
treatment  for  this  condition  even  if  the 
cause  is  a benign  one.  This  is  true  be- 
cause thrombosis  occurs  rather  rapidly  in  the 
superior  vena  cava  following  resection  of 
the  obstruction.  Surgery  is  indicated  only 
if  the  obstruction  is  of  acute  onset  in  order 
to  allow  for  development  of  collaterals. 

An  example  of  this  condition  is  the  case 
of  a female  patient  with  mediastinal  histo- 
plasmosis and  secondary  contracting  fi- 
brosis who  had  a cerebral  hemorrhage.  Be- 
cause there  is  no  effective  treatment  for 
this,  the  possibility  of  having  another  cere- 
bral accident  is  high. 

Diseases  of  the  adrenals  — Neurologic 
complications  including  cerebral  hemorrhage 
occur  in  about  15  per  cent  of  patients  with 
pheochromocytoma.^ 

The  classical  picture  of  this  disease  is  one 
of  paroxysmal  hypertension,  tachycardia, 
tremor,  anxiety,  headaches,  flushing,  sweat- 
ing, nausea  and  vomiting.  Persistent  hyper- 
tension is  more  common  than  the  paroxysmal 
type.®  The  basal  metabolic  rate  is  elevated 
and  the  patient  usually  has  a diabetic  glu- 
cose tolerance  curve.  The  diagnosis  is  made 
by  the  use  of  the  various  pharmacologic 
tests  and  by  determinations  of  urinary  cate- 
cholamines. 

This  disease  should  be  suspected  in  a pa- 
tient with  sustained  or  paroxysmal  hyper- 
tension associated  with  diabetes,  a hyper- 
metabolic  state,  or  both.®  Treatment  con- 
sists in  surgical  removal  of  the  tumor. 

Brief  mention  should  be  made  of  hyper- 
tension seen  in  Cushing’s  syndrome  which 
has  been  reported  to  have  caused  cerebral 
hemorrhage.'^ 

Transient  hypertensive  states  — Cough- 
ing, sneezing  and  sexual  intercourse  may 
produce  cerebral  hemorrhage.  Although  this 
usually  occurs  in  the  presence  of  diseased 
cerebral  vessels,  it  has  been  known  to  occur 
even  with  normal  ones.  Pertussis  is  a good 
example  of  a disease  in  which  cerebral  hem- 
orrhage has  followed  a severe  episode  of 
coughing. 
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Cerebral  Embolism 

Cerebral  embolism  may  occur  at  any  age 
and  usually  has  a sudden  onset.  The  cere- 
brospinal fluid  contains  no  blood  unless  there 
has  been  an  associated  subarachnoid  hemor- 
rhage. The  diagnosis  is  best  made  by  estab- 
lishing a possible  source  for  the  embolus. 

Atrial  fibrillation  — The  atrial  thrombo- 
sis seen  with  atrial  fibrillation  may  lead  to 
a cerebral  embolus  and,  at  times,  to  sudden 
death.  This  arrythmia  is  associated  with 
a variety  of  diseases  but  most  often  with 
rheumatic  heart  disease  with  mitral  steno- 
sis, coronary  heart  disease,  and  hyperthy- 
roidism. 

The  importance  of  fibrillation  may  be  il- 
lustrated by  the  fact  that  in  patients  with 
rheumatic  heart  disease  complicated  with  a 
systemic  embolus,  90  per  cent  had  fibrilla- 
tion and  50  per  cent  of  the  emboli  were 
cerebral.® 

Because  of  this  possible  complication,  an 
attempt  should  be  made  to  convert  them  to  a 
regular  rhythm.  This  is  particularly  im- 
portant in  cases  with  recent  onset  or  in  any 
case  which  has  been  complicated  by  a sys- 
temic embolus.  There  has  been  a fear  in 
the  past  that  conversion  in  the  chronic 
cases  would  lead  to  more  emboli.  However, 
in  119  successful  conversions  no  emboliza- 
tion occurred.^ 

Myocardial  infarction  — An  embolus  may 
arise  from  a mural  thrombus  overlying  a 
myocardial  infarction.  In  41  per  cent  of  pa- 
tients with  infarction,  there  was  an  asso- 
ciated mural  thrombus. Twenty-nine  per- 
cent had  a cerebral  vascular  accident  secon- 
dary to  a thrombus  overlying  a myocardial 
infarction.!®  In  other  words,  about  12  per 
cent  of  patients  who  have  a myocardial  in- 
farction will  suffer  a cerebral  accident  from 
emboli  arising  from  a thrombus  situated 
over  the  infarcted  myocardium. 

The  patient  may  have  the  myocardial  in- 
farction overlooked  as  attention  is  directed 
to  the  cerebral  accident.  In  the  elderly  pa- 
tient who  has  a silent  type  of  myocardial 
infarction,  the  cerebral  vascular  accident 
may  be  the  first  manifestation  of  the  infarc- 
tion. The  electrocardiogram,  which  should 
be  one  of  the  routine  diagnostic  procedures 
in  evaluating  a patient  with  a cerebral  vas- 
cular accident,  will  usually  show  evidence  of 
the  infarction. 


One  of  the  I’easons  for  the  use  of  anti- 
coagulants in  patients  with  recent  myocar- 
dial infarction  is  to  prevent  mural  thrombi 
and  subsequent  cerebral  emboli. 

Bactei-ial  endocarditis  — This  disease  can 
produce  septic  cerebral  emboli.  Eighty  per 
cent  are  associated  with  rheumatic  heart 
disease  and  the  remainder  are  distributed 
among  syphilitic  aortic  valvular  disease,  car- 
diovascular anomalies,  and  arteriovenous 
aneurysms. 

If  the  patient  is  known  to  have  an  endo- 
carditis and  later  develops  neurologic 
changes,  a diagnosis  of  embolus  is  usually 
made  easily.  However,  if  the  disease  is 
first  manifested  by  cerebral  changes,  the 
condition  may  be  misdiagnosed  as  a primary 
neurologic  disorder.  This  is  shown  by  the 
fact  that  many  of  these  patients  are  initially 
admitted  to  the  neurological  seiwice  of  a 
hospital.!!  The  presence  of  a cardiac  mur- 
mur and  fever  should  alert  the  physician  to 
the  possibility  of  endocarditis  as  the  source 
of  the  embolus.  The  treatment  of  cerebral 
emboli  secondary  to  bacterial  endocarditis 
is  the  treatment  of  the  endocarditis. 

Non-bacterial  endocarditis  — The  vegeta- 
tions in  non-bacterial  endocarditis  may  pro- 
duce emboli  to  the  brain. !^  They  are  usually 
seen  in  chronic  wasting  diseases  such  as  tu- 
berculosis, carcinomatosis,  uremia,  and 
osteomyelitis.  It  can  also  be  seen  in  Lib- 
man-Sacks’  disease  and  rheumatic  endo- 
carditis. Death  usually  is  a result  of  the 
primary  disease. 

Fat  and  air  emboli  — Fat  from  the  site 
of  fracture  of  a bone  can  enter  the  venous 
system,  traverse  the  pulmonary  capillaries 
and  gain  access  to  the  arterial  circulation. 
On  occasion,  fat  emboli  may  also  originate 
from  surgical  incisions  through  fat-tissue. 
These  fat  emboli  can  cause  cerebral  mani- 
festations such  as  convulsions,  paralysis  and 
loss  of  sphincter  control.  When  these  symp- 
toms are  seen  after  a fracture  of  a bone  rich 
in  fatty  marrow,  a fat  embolus  should  be 
considered.  In  the  case  of  a fracture,  fur- 
ther emboli  can  be  prevented  by  proper  im- 
mobilization of  the  fracture  site. 

After  chest  injuries  and  operations,  one 
may  see  air  emboli  with  resultant  cerebral 
manifestations.  The  air  reaches  the  cerebral 
circulation  via  the  pulmonary  veins.  The 
paralysis  seen  in  this  condition  usually  dis- 
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appears  if  the  patient  survives  the  first  few 
hours. 

When  the  pressure  in  Caisson  disease  is 
suddenly  released,  the  gases  which  were  dis- 
solved in  the  blood  are  released  and  liber- 
ated into  the  blood  vessels.  The  air  emboli 
can  produce  a number  of  neurologic  changes. 

Suppurative  diseases  of  the  lungs,  pleura 
and  pelvis  — Because  the  vertebral  sys- 
tem of  veins  have  no  valves,  blood  can  by- 
pass the  lungs.  Consequently,  emboli  aris- 
ing in  the  systemic  venous  circulation  may 
reach  the  brain  by  this  route.  Atrial  or  in- 
terventricular septal  defects  can  also  permit 
systemic  venous  emboli  to  bypass  the  lungs. 
Emboli  which  reach  the  brain  by  these  routes 
include  infected  emboli  from  suppurative 
diseases  of  the  lungs,  pleura,  and  pelvis  as 
well  as  bland  emboli  from  thrombotic  veins 
of  extremity  and  pelvis. 

Thrombosis  of  the  aorta,  pulmonary,  and 
carotid  arteries  — Thrombosis  of  the  pul- 
monary artery  and  of  the  aorta  occur  most 
often  from  some  previously  existing  lesions 
such  as  arteriosclerosis,  a narrowed  vascu- 
lar lumen,  or  invading  tumor.  The  emboli 
are  usually  a terminal  phase  of  the  primary 
disease.  Operative  manipulations  of  the 
carotid  artery  have  been  followed  by  throm- 
bosis and  subsequent  cerebral  emboli. 

Diseases  of  the  Blood 

There  are  many  diseases  of  the  blood  in 
which  cerebral  vascular  accidents  can  oc- 
cur. In  the  majority  of  cases,  the  blood  dis- 
order is  obvious  at  the  time  of  the  cerebral 
accident.  However,  in  some  cases  the  cere- 
bral accident  may  be  the  first  condition  to 
bring  the  patient  to  the  attention  of  the 
physician.  Treament  is  that  of  the  blood 
disorder. 

Hemorrhagic  disorders  — Because  of  a 
vascular  weakness,  inadequate  blood  plate- 
lets, or  faulty  coagulation  of  the  blood,  bleed- 
ing occurs.  Manifestations  may  be  produced 
by  intracranial  bleeding.  Only  mild  head- 
trauma  is  needed  at  times  to  ca.use  extensive 
cerebral  hemorrhage. 

Some  of  the  hemorrhagic  disorders  in 
which  there  may  be  cerebral  hemorrhage  in- 
clude primary  thrombocytopenic  purpura,^® 
secondary  thrombocytopenic  purpura  such  as 
is  seen  in  leukemia,^^  hypoprothominemia, 
hemophilia,  and  scurvy^ 


Hypoprothrombinemia  can  be  secondary 
to  a variety  of  disorders.  An  illustration  is 
a case  of  Laennec’s  cirrhosis  in  which  the 
cerebral  hemorrhage  was  the  first  mani- 
festation of  hypoprothrombinemia.  The  pri- 
mary cause  of  the  hemorrhage  was  com- 
pletely overlooked  until  the  patient  began  to 
bleed  into  the  urinary  tract  and  thus  point 
to  a hemorrhagic  disorder.  It  should  also  be 
mentioned  that  the  hypoprothrombinemia 
produced  by  the  vitamin  K antagonists  used 
as  anticoagulants  can  cause  cerebral  hemor- 
rhage. 

Hemolytic  anemias  — These  anemias  in 
the  acute  stage  may,  on  rare  occasions,  give 
rise  to  hemorrhagic  manifestations  into  the 
cerebral  cortex.  In  sickle  cell  anemia  there 
can  be  a thrombosis  of  cerebral  vessels  with 
hemiplegia,  aphasia,  convulsions,  and  cranial 
nerve  palsies.^®  The  cerebrospinal  fluid  may 
show  increased  pressure,  elevated  protein, 
and  sickled  red  blood  cells. 

Polycythemia  — An  increased  incidence 
of  recurrent  focal  ischemic  attacks  and  of 
brain  infarctions  is  seen  in  polycythemia. 
The  mechanism  which  encourages  intravas- 
cular clotting  is  not  definitely  established 
but  it  may  be  due  to  a decreased  cerebral 
blood  flow  and  increased  vascular  resistance 
which  has  been  demonstrated  in  this  dis- 
ease.Neurological  deficits  may  occur,  and 
in  some  cases  paralysis  can  be  the  first 
sjTnptom  of  the  disease.^’ 

Cerebral  Aneurysms 

Aneurysms  of  the  cerebral  vessels  are 
either  of  the  congenital  or  the  acquired  type. 
In  the  congenital  type  there  is  a defect  in 
the  media  of  the  vessel,  usuallj^  at  a point  of 
bifurcation.  Because  of  the  defect,  a weak- 
ness in  the  wall  exists  which  allows  the 
aneurysm  to  form. 

The  acquired  fonn  results  from  injury  to 
the  vessel  secondary  to  arteriosclerosis,  in- 
fected em.boli,  syphilis,  trauma,  or  prolifer- 
ative arteritis. 

The  majority  of  patients  are  in  the  young- 
er age  group.  However,  they  can  be  seen 
in  the  very  young  and  very  old. 

Symptoms  of  a cerebral  anemysm  may  be 
from  compression  of  surrounding  structures 
or  as  a result  of  its  rupture.  Signs  of  com- 
pression vary  as  to  the  structure  involved. 
The  cranial  nerves,  cerebral  vessels,  or  brain 
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stem  may  be  affected.  Since  the  anterior 
portion  of  the  Circle  of  Willis  is  the  most 
common  site  of  aneurysms,  the  cranial 
nerves  are  the  structures  most  often  in- 
volved. Of  the  cranial  nerves,  the  optic  and 
oculomotor  are  more  frequently  involved 
than  any  others.  Aneurysms  of  the  middle 
cerebral  artery  are  characterized  by  hemi- 
plegia because  of  rupture  into  the  brain  sub- 
stance. 

With  rupture  of  the  aneurysm,  there  is  a 
sudden  onset  of  intense  headache  followed 
by  a loss  of  consciousness.  The  headache 
can  be  unilateral,  frontal,  or  occiptal.  Since 
there  is  bleeding  into  the  subarachnoid  space, 
signs  of  meningeal  irritation  are  common. 

The  cerebrospinal  fluid  is  bloody  and  the 
pressure  may  be  normal  or  elevated.  The 
supernatant  fluid  is  xanthochromic.  Arteri- 
ography may  demonstrate  the  aneurysm. 

About  one  half  of  patients  following  rup- 
ture survive  the  first  episode.  The  mortal- 
ity is  higher  for  any  subsequent  hemor- 
rhages. 

Treatment  of  cerebral  aneurysms  is  un- 
satisfactory. However,  ligation  of  the  caro- 
tid artery  is  used,  especially  for  the  miliary 
ones.  This  procedure  can  cause  severe  neu- 
rologic deficits  including  hemiplegia.  These 
are  more  likely  to  occur  in  the  older  indi- 
vidual. Ligation  of  the  larger  aneurysm  can 
be  attempted  if  it  is  accessible. 

Tumors 

The  onset  of  symptoms  varies  greatly 
with  the  type  of  tumor.  Slowly  gi’owing  tu- 
mors are  usually  not  characterized  by  oc- 
currence of  a cerebral  vascular  accident. 
However,  the  rapidly  growing  ones  such  as 
medulloblastoma,  glioblastoma  multiforme 
and  metastatic  tumors  may  have  an  apoplec- 
tic onset  with  bleeding  into  the  tumor  and 
a typical  picture  of  a cerebral  accident. 

The  presence  of  a choked  disc  favors  a tu- 
mor. If  any  doubt  should  exist,  pneumoen- 
cephalography or  other  diagnostic  proce- 
dures may  be  indicated. 

The  most  likely  sources  of  metastatic 
brain  tumors  are  the  lungs,  breast,  prostate, 
kidney,  thyroid,  upper  respiratory  tract, 
gastrointestinal  tract  and  generative  organs. 
The  diagnosis  is  made  easily  if  there  is  a 
history  of  the  tumor  prior  to  the  metastasis. 
It  is  made  with  more  difficulty  if  the  cere- 
bral symptoms  constitute  the  first  manifes- 


tation. A tumor  should  be  considered  in 
every  case  of  a cerebral  vascular  accident 
regardless  of  the  patient’s  age. 

Arteritis  of  the  Cerebral  Vessels 

Diseases  of  collagen  — Nervous  system 
manifestations  occur  in  about  25  per  cent  of 
patients  with  lupus  erythematosis.^®  There 
may  be  diplopia,  nystagmus,  and  hemiplegia. 
In  approximately  10  per  cent  of  cases  of 
periarteritis  nodosa  there  is  central  nervous 
system  involvement  with  subarachnoid  hem- 
orrhage, facial  palsy,  convulsions,  and  hemi- 
plegia.Both  of  these  diseases  should  be 
considered  in  any  illness  in  which  there  is 
multisystem  involvement. 

Thromboangitis  obliterans  — Burger’s 
disease  affects  the  peripheral  vessels  but  it 
has,  in  rare  instances,  involved  the  cerebral 
vessels  with  resultant  mental  confusion,  and 
even  hemiplegia.^® 

Cerebral  Trauma 

Meningeal  and  cerebral  hemorrhage  may 
occur  with  severe  head  trauma,  or  with 
minor  trauma  in  the  case  of  blood  dys* 
crasias.  Cerebral  hemorrhage  is  more  fre- 
quent than  meningeal  hemorrhage.  Trauma 
is  not  likely  to  be  missed  as  a cause  of  a 
cerebral  accident  because  of  the  history  and 
physical  findings. 

Infectious  Diseases 

Syphilis  in  the  meningovascular,  menin- 
gitic, or  paretic  form  can  cause  either  cere- 
bral hemorrhage  or  thrombosis  with  a vari- 
ety of  neurologic  changes.  These  types  of 
syphilis  are  seen  in  the  younger  age  groups, 
particularly  between  ages  35  and  50.  The 
spinal  fluid  Wasserman  is  always  positive 
and  there  may  be  an  increase  of  protein  and 
cells.  In  syphilitic  meningitis,  the  marked 
lymphocytosis  of  the  spinal  fluid  may  cause 
this  disease  to  be  confused  with  viral  men- 
ingitis. 

Cerebral  vascular  accidents  have  also  been 
seen  in  typhoid  fever,  typhus.  Rocky  Moun- 
tain spotted  fever  and  pneumonia.  In  ty- 
phus there  is  hemorrhage  into  the  typus 
nodules  scattered  throughout  the  cerebral 
cortex.  Necrosis  and  thrombosis  of  the 
cerebral  arterioles  occurs  with  Rocky  Moun- 
tain spotted  fever. 

Chemicals 

Chemicals  are  very  uncommon  causes  of 
cerebral  vascular  accidents.  The  arsenicals 
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and  cyanides  have,  on  rare  occasions,  pro- 
duced cerebral  vascular  lesions.  Carbon 
monoxide  produces  necrosis  and  hemorrhage 
into  the  globus  pallidus  and  putamen.  When 
antihj-pertensive  agents  are  given  in  suffi- 
cient dosages  to  cause  a marked  hypotension, 
the  slowing  of  the  cerebral  blood  flow  can  re- 
sult in  thrombosis. 

Summary 

An  attempt  has  been  made  to  focus  atten- 
tion on  the  importance  of  establishing  the 
basic  disease  process  in  every  case  of  a cere- 
bral vascular  accident.  Only  by  doing  this 
can  the  physician  hope  to  prevent  further 
episodes. 

The  causes  of  cerebral  vascular  accidents 
are  many.  A number  of  these  are  discussed. 
For  many  of  these  diseases  the  treatment  is 
limited  and  unsatisfactoiy.  In  other  cases, 
treatment  is  more  effective  and  in  these  the 
prognosis  is  much  better. 

Finally,  it  should  be  said  that  there  is  no 
gi’eater  satisfaction  than  to  find  a patient 
with  a cerebral  vascular  accident  secondary 
to  a disease  which  is  amenable  to  treatment 
and  in  whom  the  prognosis  was  thought  to 
have  been  hopeless. 
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“The  newborn  infant  has  to  make  a tremendous  transition  after 
months  of  existence  in  a fluid  medium.  Within  a matter  of  minutes 
he  has  to  adjust  to  a situation  where  he  is  dependent  on  many  of 
his  own  systems  for  his  existence.”  (Doctor  Or\'ar  Swenson:  The 
Physiologic  Differences  Between  Infants  and  Adults.  Annual  Ses- 
sion N.S.M.A.,  1960). 
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Nebraska's  Milk  Problem 


PRODUCTION  of  Grade  A milk 
in  Nebraska  was  inaugurated 
in  1942,  when  the  Lincoln  Air 
Base  demanded  Grade  A milk,  and  Lincoln, 
in  order  to  provide  this,  adopted  a Grade-A- 
milk  ordinance.  This  was  followed  later  by 
Omaha  adopting  a Grade-A-milk  ordinance. 
They  in  turn  were  followed  by  other  cities 
including  Grand  Island,  Hastings,  Holdrege, 
Kearney,  North  Platte,  and  McCook.  By 
1950,  approximately  twenty-five  other 
municipalities  had  ordinances  establishing 
Grade-A-milk  regulations  but  without  pro- 
visions for  enforcement. 

On  a statewide  basis,  permissive  legisla- 
tion was  first  passed  in  1953.  In  1957,  the 
law  was  amended  to  make  it  binding  on  all 
dairies  producing  Grade  A milk.  The  com- 
pulsory part  of  the  act  was  to  go  in  force  on 
July  1,  1959. 

Recently,  the  Supreme  Court  of  Nebraska 
has  held  this  Grade-A-milk  law  to  be  in- 
valid. 

Boston  was  the  first  city  to  attempt  to 
regulate  the  quality  of  milk,  setting  out  some 
rules  against  adulteration,  in  1856.  In  1894, 
a New  Jersey  physician.  Dr.  Henry  L.  Coit, 
succeeded,  after  several  years  of  effort,  in 
having  appointed  the  Medical  Milk  Commis- 
sion of  the  Essex  County  Medical  Society. 
This  was  the  first  commission  of  its  kind  in 
America.  With  this  system  of  inspection  by 
doctors,  in  1907  Essex  County  and  other 
medical  commissions  held  a meeting  to 
promulgate  uniform  regulations.  As  more 
epidemics  were  traced  to  contaminated  milk, 
interest  in  pasteurization  and  quality  control 
increased.  In  1893,  Nathan  Straus,  at  his 
personal  expense,  installed  milk  depots 
which  served  pasteurized  milk  free  to  under- 
nourished children  in  the  City  of  New  York. 
In  1923,  Alabama  requested  the  aid  of  the 
U.S.  Public  Health  Service  in  promulgating 
Grade-A-milk  regulations  on  a statewide 
basis.  In  1924,  with  the  aid  of  Mr.  L.  C. 
Frank  of  the  U.S.  Public  Health  Service,  the 
first  set  of  Grade  A regulations  were  pub- 
lished in  the  “Public  Health  Reports”  of  No- 
vember 7 of  that  year.  These  regulations 
have  since  been  revised  several  times. 

This  question  naturally  arises:  Why  is 
milk  inspection  so  vital  ? The  answer  is  that 
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ungraded  milk  may  carry  bovine  tubercu- 
losis, typhoid,  fever,  septic  sore  throat,  scar- 
let fever,  diphtheria,  paratyphoid  fever,  dys- 
entery, brucellosis,  Q fever,  and  staphlycoc- 
cal  infections  and  toxins. 

In  addition  to  bacteriological  control,  the 
law  controls  water  supplies  for  dairy  barns 
and  milkhouses,  waste  disposal,  construction 
of  dairy  barns,  milking  parlors,  and  milk  re- 
ceptacles, cleanliness  of  milking  personnel, 
proper  cleaning  and  sanitizing  of  all  milk- 
ing utensils  and  containers,  fly  control, 
cleanliness  of  the  cattle  as  well  as  tests  for 
brucellosis,  tuberculosis,  and  observations 
on  mastitis.  Stainless  steel  receptacles  are 
now  largely  used  for  collection  of  milk  from 
the  milking  machines  and  the  milk  is  cooled 
in  these  receptacles.  This  is  not  required  by 
law  but  has  been  instituted  by  the  producers 
to  economize  on  labor  and  to  reduce  the 
number  of  chances  of  milk  contamination. 
The  cooled  milk  is  transferred  from  the 
stainless  steel  tanks  to  the  milk  transports 
under  the  supervision  of  milk  haulers  who 
must  be  certified  and  licensed  graders.  So 
much  has  been  done  in  the  proper  care  of 
milk  that  most  of  us  assume  the  milk  sold 
to  us  by  dairies  and  in  the  stores  is  safe. 
This  can  be  true  only  as  long  as  we  have 
thorough  milk  control. 

In  Nebraska,  there  is  no  gi’ade  of  milk 
except  Grade  A.  All  other  milk  is  ungraded 
milk  and  may  be  of  very  poor  quality.  It  is 
quite  important  to  realize  that  under  our 
regulations,  only  Grade  A milk  can  be  con- 
sidered safe.  Pasteurization  is  a very  de- 
sirable factor  in  milk  preparation,  but  un- 
graded milk,  even  though  pasteurized, 
may  be  of  such  inferior  quality  before  pas- 
teurization that  this  practice  will  not  en- 
tirely eliminate  all  dangers. 

Grade  A milk,  upon  arrival  at  the  dis- 
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tribiiting  dairies,  is  carefully  checked  for 
bacterial  counts,  sediment,  and  fat  content, 
as  Avell  as  flavor  and  odor.  Occasionally  a 
whole  tankload  of  milk  will  be  refused  at  the 
city  plants  because  it  does  not  meet  the  re- 
quired standards. 

The  major  part  of  milk  inspection  in 
municipalities  is  carried  on  by  city  milk  sani- 
tarians. These,  in  turn,  are  aided  by,  and 
are  under  the  supervision  of  inspectors  from 
the  State  Department  of  Agi-iculture  and 
Inspections.  All  milk  produced  in  munici- 
palities having  local  health  departments 
which  enforce  the  Grade  A law  is  further 
inspected  by  the  State  Department  of  Agri- 
culture and  Inspections  to  see  that  state  laws 
covering  Grade  A production,  processing, 
and  distribution  are  complied  with.  This 
department  is  solely  responsible  for  super- 
vision of  the  production,  processing,  and  dis- 
tribution of  Grade  A milk  in  areas  outside 
these  municipalities. 

The  State  Department  of  Health  makes 
regular  s u r v e s of  Grade  A processing 
plants  and  producers  to  evaluate  compliance 
with  the  U.S.  Public  Health  Service  code. 
The  U.S.  Public  Health  Service  has  the 
right  to  inspect  all  milk  and  milk  products 
used  on  interstate  carriers. 

Grade- A-milk  products  crossing  state 
lines  are  accepted  by  the  receiving  state  on 
a reciprocity  agi'eement  subject  to  the  re- 
ceiving state’s  periodic  inspection  and  bac- 
teriological analysis. 

Today,  in  Grade  A milk,  we  have  a very 
superior  product,  free  from  any  preserva- 
tives. The  bacterial  count  is  quite  low  and 
the  milk  is  of  such  quality  that  under  proper 


refrigeration  it  can  be  kept  for  at  least  a ' 1 
week.  This  keeping  quality  of  milk  has  I 
made  possible  the  bi-  or  tri-weekly  distribu-  1 . 
tion  of  milk  throughout  our  cities  whereas,  j 
in  the  old  days,  it  was  necessary  to  deliver 
daily  because  of  the  poor  keeping  quality  of  I 
the  product  at  that  time. 

While  the  Supreme  Court’s  decision  may 
have  taken  away  the  Grade-A-milk  law  from  { 
the  state  as  a whole,  it  is  generally  accepted  | 
that  the  cities  having  local  milk  ordinances  ' 
have  their  laws  still  in  effect.  This  \\dll  in- 
sure Grade  A milk  being  sold  within  these 
city  limits,  but  does  not  insure  that  the  milk 
sold  or  delivered  outside  these  city  limits 
or  in  localities  without  milk  ordinances  will 
be  safe. 

It  is  of  interest  to  the  medical  profession, 

I am  sure,  that  very  few  milk  borne  epidem- 
ics have  occurred  within  the  past  thirty 
years.  The  literature  concerning  milk  boime 
epidemics  seems  to  end  about  1934,  with 
only  occasional  reports  here  and  there,  after 
that  date,  because  practically  all  states  had 
adopted  some  type  of  milk  inspection  by  that 
time.  Milk  inspection  must  continue,  how- 
ever, because  of  our  changing  world.  Not 
only  must  we  guard  against  the  contamina- 
tions listed  previously,  but  also  the  milk 
must  be  safeguarded  from  excessive  doses  of 
antibiotics  used  in  the  treatment  of  cattle, 
contamination  from  insecticides  used  around 
dairies,  and  weed  killers  which  may  be  on 
the  fodder  fed  the  animals.  There  has  also 
been  quite  a bit  of  examination  of  milk  for 
excessive  contamination  ^vith  atomic  fall- 
out materials.  Up  to  the  present  time,  how- 
ever, no  dangerous  amounts  of  radioactive 
material  have  been  found  in  the  milk  in 
this  area. 


“When  Mr.  Average  American  reads  the  party  platforms  of 
phony  platitudes,  political  promises,  and  probity  prostitution,  he 
may  get  the  idea  that  from  here  on  in,  he  need  only  vote  for  a 
living.  About  the  only  thing  the  conventions  didn’t  promise  was  to 
pay  the  bill  and  if  the  platfonns  were  enacted,  it’s  doubtful  if  any- 
body could  . . .”  (Editorial  in  September  issue  J.  Mississippi  State 
M.A.,  p.  521). 
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SPECIAL  ARTICLE 


SIMPLICITY  in 


Medical  Writing* 

There  has  always  been  a need 
for  the  concise  and  simply  writ- 
ten medical  paper.  This,  how- 
ever, is  not  as  simple  as  it  seems,  because 
the  moment  the  physician  puts  pen  to  paper 
he  is  no  longer  the  plain-spoken,  kindly  prac- 
tioner  of  the  art  of  medicine,  but  an  entirely 
different  person.  He  becomes  ultra-scien- 
tific and  on  occasion  may  find  himself  in  a 
miasmic  labyrinth  of  gobbledygook.  Ches- 
terton’s advice — “To  write  simply  is  the  es- 
sence of  good  English” — is  easily  forgotten. 

It  is  not  necessary  to  begin  with  the  state- 
ment that  the  subject  is  interesting.  It  is 
up  to  the  writer  to  prove  that.  It  is  best 
to  begin  with  a brief  statement  as  to  what 
it  is  all  about,  and  then  get  on  with  the 
subject  matter. 

Historical  asides  should  be  brief  and  not 
put  in  the  introduction.  Several  paragraphs 
farther  on,  if  the  reader  is  tiring,  a well 
written,  compact  bit  of  history  may  stimu- 
late his  interest. 

The  observation  that  the  scientific  knowl- 
edge of  the  ancients  was  obscure  has  no 
place.  Everyone  knows  that,  and  no  apology 
need  be  made  for  men  of  bygone  ages,  who 
in  some  respects  were  better  obseiwers  than 
the  physicians  of  today.  They  possessed  the 
virtue  of  presenting  their  thoughts  briefly 
and  clearly. 

Bibliographic  data  are  always  dreary  fur- 
niture. It  would  be  well  to  keep  the  number 
to  a minimum. 

The  conclusion  should  bring  into  focus  all 
that  has  gone  before.  It  is  a recapitulation 
and  should  paint  an  unforgettable  word  pic- 
ture. If  this  is  done,  the  author  may  be 
reasonably  certain  that  the  reader  will  then 
start  at  the  beginning  and  read  the  entire 
article.  No  greater  compliment  could  be 
paid  any  man. 

During  the  past  few  years  something 
macabre  has  been  adopted  by  the  diletante 
lay  journals  and  by  some  strange  mystery 
is  now  found  in  medical  journals  noted  for 
their  purity  and  austerity.  It  is  the  strange 

•Reprinted  by  permission  from  the  Journal  of  the  Inter- 
national College  of  Surgeons  27 :779-781.  June,  1957. 
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symbol  “and/or.”  Here  is  the  greatest 
cerebral  roadblock  ever  contrived,  and  at 
this  point  the  brain  reels  and  the  article 
makes  quick  passage  to  the  limbo  of  for- 
gotten things. 

Has  supplied  all  writers  with  a terse  re- 
minder that  medical  authors  might  well 
heed : 

Walter  Savage  Landor 
Never  used  and/or. 

In  the  New  York  Times,  Jacques  Barzun 
writes  that  Sir  Ernest  Gowers  is  a retired 
British  Civil  servant  whose  father,  as  a 
young  physician,  discovered  the  knee  jerk. 
The  son  grew  up  to  hear  this  called  the 
patellar  reflex.  He  was  a lifelong  official 
of  the  treasury,  and  he  witnessed  many  more 
changes  of  the  familiar  into  the  unspeak- 
able. In  1948,  Gowers  wrote  by  request  a 
small  book  called  Plain  Words.  Three  years 
later  he  added  a glossary.  The  A B C of 
Plain  Words,  and  today  it  is  a best  seller. 
His  name  now  is  a common  verb.  To  “Gow- 
erize”  in  England  means  to  translate  the 
vulgar  “patellar  reflex”  into  the  simple, 
aristocratic  elegance  of  “knee  jerk.” 

Gowers’  crusade  should  be  heeded  by  all. 
If  ever  there  came  a time  for  reform  it  is 
now.  Instead  of  adding  new  variations  to 
medical  and  surgical  jargon,  we  should  get 
down  on  our  knees  and  start  weeding.  For 
example,  12,000  new  terms  have  been  added 
to  the  new  Gould  Medical  Dictionary. 

In  addition  to  the  new  terms,  8,000  old 
ones  have  been  rewritten.  The  physician  is 
bewildered  and  bedeviled  by  all  this  and  is 
beginning  to  wonder  at  just  what  point  he 
will  lose  contact  with  the  English  language 
and  find  it  necessary  to  employ  an  inter- 
preter to  keep  in  touch  with  his  patients. 

The  overuse  of  certain  words  seems  to  run 
in  cycles.  A few  years  ago  the  word 
“evaluate”  was  found  in  every  other  para- 
graph. At  medical  meetings,  if  the  speak- 
er was  positive  and  powerful  of  voice,  it 
sounded  like  Gabriel’s  last  trump.  The 
two-syllabled  “assess,”  more  direct  and  eu- 
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phonic,  was  forgotten.  “Reversible”  and 
“irreversible”  are  now  getting  quite  a play 
in  medical  writing  and  discussions. 

The  chief  current  horror  at  the  moment, 
however,  is  the  substitution  of  “mitigate” 
for  “militate.”  Like  all  other  such  assaults 
upon  the  language,  this  is  spreading  like  a 
forest  fire.  “The  employment  of  this  type 
of  surgical  procedure  mitigates  against  early 
recovery,”  says  the  author  innocently,  hav- 
ing heard  the  expression  at  the  latest  scien- 
tific meeting  he  has  attended,  and  hundreds 
of  others  instantly  pick  it  up. 

Another  linguistic  microbe  that  has  got 
in  somehow  and  seems  likely  to  cause  an 
equal  epidemic:  the  use  of  “amendable”  for 
“amenable.”  In  the  first  place  this  was 
probably  an  error  made  by  the  author’s  typ- 
ist and  overlooked  by  him;  but  no  matter, 
it  is  as  violently  contagious  as  chickenpox  or 
pinkeye.  True,  these  diseases  are  not  con- 
fined to  medical  publications;  only  a few 
days  ago  a report  in  one  of  our  major  maga- 
zines came  out  with  the  statement  that  sev- 
eral hundred  acres  of  farm  land  in  the 
South  had  been  liquidated  by  the  recent 
floods.  This,  however,  does  not  excuse  the 
continuous  and  increasing  incidence  of  such 
symptoms  among  those  whose  task  it  is  to 
heal  diseases,  not  spread  them. 

Every  passing  year  sees  at  least  fifty  of 
these  misbegotten  words  and  phrases,  the 
parvenus  of  language,  usurp  the  places  of 
their  betters.  Meanwhile,  the  o 1 d gate- 
crashers are  still  with  us;  redundancy  (red 
in  color,  square  in  shape,  soft  in  consist- 
ency, pathologic  in  nature);  misdefinition 
(pathology  for  lesion  or  disease,  surgery  for 
operation,  case  for  patient)  (“this  case  was 
tightly  bandaged  and  early  next  morning 
gave  birth  to  a healthy  child”)  grammatical 
torts  and  malfeasances  (a  contrast  media, 
this  data,  one  criteria)  ; hamstrung  syntax 
(“cerebral  palsied  cleft  palate  and  harelip 
patients”)  ; verbosity  — or,  if  the  verbose 
prefer,  logorrhea  (“the  pathological  find- 
ings present  were  associated  with  an  addi- 
tional pathologj’  indicating  the  presence  of 


a post-meningitic  syndrome  in  addition  to 
the  original  pathology”)  and,  finally,  the 
never-failing  floodtides  of  professional  jar- 
gon, a sort  of  mental  shorthand  that  defeats 
the  very  purpose  it  was  invented  to  fulfill. 
“I  operated  this  patient  under  general  anes- 
thesia” appears  in  at  least  six  of  every  ten 
manuscripts  received  by  the  editor  of  any 
surgical  journal.  According  to  Webster,  the 
verb  “operate,”  used  without  “u  p o n,” 
whether  applied  to  a patient,  a machine  or 
a corporation,  means  to  conduct,  to  carry 
on,  to  cause  to  run.  It  follows,  therefore, 
that  only  God  can  operate  a man.  Further- 
more, if  the  surgeon  actually  did  operate  un- 
der general  anesthesia,  as  his  diction  and 
punctuation  suggest.  Heaven  help  the  pa- 
tient! One  surgeon,  according  to  a re- 
cently published  handbook  (The  Physician- 
Waiter’s  Book,  by  Richard  M.  Hewitt) 
claims  to  have  gone  still  farther;  he  per- 
formed the  operation  in  the  knee-chest  po- 
sition. This  is  what  the  New  Yorker  would 
call  the  neatest  trick  of  the  week. 

One  might  reasonably  suppose  — there  is 
plenty  of  evidence  — that  straight-forward- 
ness and  simplicity  in  medical  writing  had 
been  officially  banned.  Who,  then,  imposed 
the  ban?  Not  the  editors,  certainly,  who 
labor  daily  against  these  assaults  on  the  lan- 
guage. Not  the  reader,  just  as  certainly; 
faced  with  those  massed  batteries  of  poly- 
syllables, he  confines  himself  more  and  more 
to  the  reading  of  abstracts.  Even  here  he 
is  in  danger,  for  the  abstractor  too  often  is 
bitten  by  that  coldest  of  monsters,  the  mean- 
ingless jargon  which  the  style  of  the  moment 
apparently  accepts  as  a scientific  ideal. 

One  of  the  best  pieces  of  prose  in  Eng- 
lish is  Hilaire  Belloc's  The  Mowing  of  a 
Field.  If  the  young  doctor  were  to  keep  this 
at  his  side,  he  would  catch  the  rhythm,  flow 
and  beauty  of  words  and  would  find  it  a 
great  help  in  making  his  medical  writing 
sparkle  with  meaning  and  clarity. 

If  such  a ban  exists,  then,  it  is  self-im- 
posed by  the  authors,  and  only  they  can  re- 
move it.  Is  it  going  too  far  to  suggest  that 
even  they  might  find  its  removal  a relief? 


“.  . . Everybody  knows  that  the  true,  dedicated  disciple  of 
Socialism  wants  to  distribute  the  wealth  but  it’s  equally  well  known 
that  the  distribution  would  be  made  from  the  other  man’s  substance 
— not  that  of  the  advocates.”  (Editorial,  “Lop-Sided  Logic,”  J.  Mis- 
sissippi State  M.A.,  September,  1960,  p.  518). 
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Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 
January  7,  Kearney,  Good  Samaritan  Hos- 
pital 

January  21,  Norfolk,  Norfolk  State  Hos- 
pital 

February  4,  North  Platte,  Lutheran  Edu- 
cational Building 

February  18,  Hastings,  Mary  Fanning 
Hospital 

NINTH  ANNUAL  CANCER  SEMINAR, 
Arizona  Division  American  Cancer  So- 
ciety— January  12,  13  and  14,  1961 ; Tide- 
lands  Motor  Inn,  Tucson,  Arizona. 

MID-WINTER  MEETING— Board  of  Coun- 
cilors, Nebraska  State  Medical  Associa- 
tion, 10:00  a.m.,  Cornhusker  Hotel,  Lin- 
coln, February  12,  1961. 

MID-WINTER  MEETING— House  of  Dele- 
gates, Nebraska  State  Medical  Association, 
10:00  a.m.,  Cornhusker  Hotel,  Lincoln, 
February  19,  1961. 

AMERICAN  COLLEGE  OF  ALLERGISTS 
— Graduate  Instructional  Course  and  Sev- 
enteenth Annual  Congress,  March  12-17, 
1961 ; Hotel  Statler  Hilton,  Dallas,  Texas. 
Write  John  D.  Gillaspti,  M.D.,  Treasurer, 
at  2141  Fourteenth  Stret,  Boulder,  Colo- 
rado. 

KANSAS  ASSOCIATION  OF  BLOOD 
BANKS  — Dec.  2-3,  1960 ; Wesley  Hos- 
pital, 550  North  Hillside,  Wichita,  Kansas; 
workshop  and  scientific  program;  in  co- 
operation with  Kansas  Society  of  Patholo- 
gists, Kansas  Society  of  Medical  Tech- 
nologists, American  Association  of  Blood 
Banks,  and  University  of  Wichita.  Write 
Leo  P.  Cawley,  M.D.,  Associate  Director 
of  Laboratories,  Wesley  Hospital. 

NORTHEAST  FLORIDA  HEART  ASSO- 
CIATION— Will  hold  its  Annual  Cardio- 
vascular Seminar,  January  26,  27,  and 
28,  1961;  Prudential  Auditorium,  Jackson- 
ville, Florida.  Write  Daniel  R.  Usdin, 
M.D.,  President  at  1628  San  Marco  Boule- 
vard, Jacksonville,  Florida. 

GILL  MEMORIAL  EYE,  EAR  AND 
THROAT  HOSPITAL  — Roanake,  Vir- 
ginia, will  hold  its  Thirty-fourth  Annual 
Spring  Congress  in  Ophthalmology  and 
Allied  Specialties,  April  10  through  April 
15,  1961.  Write  E.  G.  Gill,  M.D.,  711 
South  Jefferson  Street,  Roanoke,  Va. 


TWELFTH  ANNUAL  VENEREAL  DIS- 
EASE SYMPOSIUM  — Sponsored  by 
American  Venereal  Disease  Association 
and  Public  Health  Service,  April  13-14, 
1961 ; Hotel  New  Yorker,  New  York  City. 


An  Error — 

Your  attention  is  called  to  an  error 
on  page  594  of  the  issue  of  December, 
1960.  Under  “examples  of  maximum 
payments’’  under  the  new  services 
agreements  of  Blue  Shield,  item  No.  3, 
“Maternity  Delivery,’’  is  listed  as  $100, 
$125,  and  $150  for  series  42,  60,  and  75 
respectively.  The  correct  maximum 
payments  are  $75,  $90,  and  $100. 


THE  HEALTH  SCIENCE  MUSEUM 

The  following  letter  from  Doctor  Kenneth 
D.  Rose,  Curator  of  the  Health  Science  Mu- 
seum at  the  University  of  Nebraska,  is  self- 
explanatory.  It  calls  attention  to  a depart- 
ment of  the  Nebraska  Historical  Museum 
that  is  of  the  highest  interest  to  physicians, 
as  well  as  to  other  seiwices  offered  to  med- 
ical societies. 

Following  the  letter,  we  quote  a portion  of 
the  write-up  mentioned  in  paragraph  4 of 
Doctor  Rose’s  letter.  This  serves  to  enhance 
interest  in  this  unusual  display. 

November  21,  1960 

George  W.  Covey,  M.D.,  Editor 
Nebraska  State  Medical  Journal 
2900  Jackson  Drive 
Lincoln,  Nebraska 

Dear  George: 

On  Friday,  November  11,  1960,  the  Muel- 
ler Health  Galleries  of  the  Health  Science 
Museum  of  Nebraska  Historical  Museum, 
dedicated  a new  display  in  the  form  of 
Ceres,  the  plastic  woman.  This  health  sci- 
ence display  is  dedicated  to  the  teaching  of 
accurate  health  facts  to  the  citizens  of  the 
State  of  Nebraska.  It  is  our  desire  to  call 
this  display  to  the  attention  of  all  the  physi- 
cians and  public  school  officials  of  the  State 
of  Nebraska  so  that  it  may  be  used  to  its 
utmost. 

I would  be  very  happy  if  you  could  give 
this  display  some  publicity  in  the  State  Med- 
ical Journal  and  again  invite  each  physician 
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of  the  state  to  pay  this  young  plastic  lady  a 
visit. 

Another  service  that  we  have  here  at  the 
University  that  I think  would  profit  by  pub- 
licity, is  the  availability  of  the  trainers  of 
the  football  team  for  county  medical  meet- 
ings. These  two  men  are  experts  in  the  art 
of  taping  injuries  and  they  are  available  for 
any  county  medical  society  on  call. 

Enclosed,  is  a portion  of  the  program 
from  the  football  game  played  against  Okla- 
homa State  on  November  12,  which  concerns 
a discussion  put  out  by  the  Public  Relations 
Department  of  the  University  of  Nebraska 
concerning  Ceres. 

SHE’S  TRANSPARENT,  AND 
TALKS 

One  of  the  most  unusual  and  educational 
displays  in  the  University  of  Nebraska’s 
Health  Galleries  in  Morrill  Hall  was  un- 
veiled Friday. 

The  intricate  exhibit  is  the  transparent, 
talking  lady,  named  Ceres  after  the  Greek 
Goddes  of  Agriculture.  The  5-foot-8-inch 
figure,  with  a Plexiglass  skin,  gives  the 
spectator  a full  view  of  the  wondrous 
mechanism  of  nature  — the  human  body. 

Ceres  explains  her  bodily  functions,  by 
means  of  a tape  recorder,  and  as  she  dis- 
cusses various  parts  of  her  body  and  or- 
gans, each  light  up  in  turn.  With  the  organs 
plainly  visible,  the  spectator  obtains  a better 
knowledge  of  the  location,  size,  shape,  and 
function  of  each  organ. 

The  transparent  skin  also  exposes  six  and 
a half  miles  of  blood  vessels  and  nervous 
system  and  the  position  and  location  of  the 
various  bones. 

Ceres  is  one  of  only  a half-dozen  such  dis- 
plays in  this  country  and  is  the  only  one 
showing  an  unborn  child,  according  to  Dr. 
C.  Bertrand  Schultz,  director  of  the  Univer- 
sity’s State  Museum. 

THE  INTERIM  SESSION  OF  A.M.A. 

The  Interim  Session  of  the  American 
Medical  Association  has  come  and  gone  (No- 
vember 28-December  1,  1960).  This  meet- 
ing, held  in  Washington,  D.C.,  was  attend- 
ed by  almost  4000  doctors  and  about  the 
same  number  of  other  personnel.  Among  the 
doctors  in  attendance  were  twenty  Nebras- 
kans. The  program  of  scientific  medicine 


provided  was  of  the  highest  quality,  and  the 
exhibits,  both  scientific  and  commercial, 
were  highly  interesting. 

The  House  of  Delegates  gave  major  con- 
sideration to  (1)  a scholarship  and  loan  pro- 
gram for  medical  students;  (2)  the  status 
of  foreign  medical  students;  (3)  an  increase 
in  A.M.A.  dues;  (4)  expansion  of  voluntary 
health  insurance;  (5)  health  care  of  the 
aged;  and  (6)  new  developments  in  polio 
vaccine. 

The  House  approved  a two-pronged  plan 
designed  to  attract  more  students  of  high 
quality  to  medicine  as  a career  and  to  give 
needed  financial  assistance  to  medical  stu- 
dents. 

Many  of  the  rather  large  number  of  for- 
eign medical  graduates  now  functioning  in 
our  hospitals  have  not  been  certified  by  the 
Educational  Council  for  Foreign  Medical 
Graduates.  For  the  good  of  our  patients 
and  medicine  in  general,  it  had  been  planned 
to  retuim  the  noncertified  to  their  home 
lands.  The  date  for  deportation  had  been 
advanced  to  December  31,  1960.  Now,  the 
House  suggests  the  development  of  an  edu- 
cational program  for  these  people  with  ex- 
tension of  their  visas  to  June  30,  1961.  It 
was  specified  that  such  a progi’am  must  not 
permit  actual  care  of  patients.  Such  an  ar- 
rangement will  permit  the  noncertified  to 
take  the  next  scheduled  examinations  to  be 
given  by  the  E.C.F.M.G.  in  April,  1961. 

The  dues-increase  suggested  by  the  House 
was  $20  — ten  dollars  on  January  1,  1962. 
and  an  additional  $10  on  January  1,  1963. 
The  House  went  further  and  suggested  the 
manner  in  which  the  added  income  from  the 
dues-increase  should  be  used. 

The  House  of  Delegates  directed  the 
Board  of  Trustees  to  lend  its  support  and 
leadership  “to  make  voluntary  health  insur- 
ance successful,”  because  “current  social, 
political  and  economic  developments  compel 
a new  and  revitalized  effort”  to  this  end. 

The  philosophy  of  the  Kerr-Mills  bill  for 
care  of  the  aged  was  reaffirmed  by  the 
House  and  new  experimentation  in  fields 
such  as  home-care  programs,  homemaker 
services,  and  visiting  nurse  services  was  sug- 
gested. 

Because  oral  polio  vaccine  will  not  be  gen- 
erally available  in  sufficient  quantities,  in 
1961,  for  any  large  scale  immunizing  effort, 
the  Board  of  Trustees  had  decided  to  encour- 
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age  the  widest  possible  use  of  the  Salk  vac- 
cine. The  House  affirmed  this  view  and 
asked  that  a committee  be  set  up  to  study 
the  various  problems  inherent  in  the  use  of 
the  oral  vaccine. 

All  actions  of  the  House  of  Delegates  will, 
of  course,  be  more  fully  presented  to  Ne- 
braska physicians  by  way  of  the  Delegates 
report  which  is  to  follow. 

Medicare  in  Operation 

Authorized  Outpatient  Services,  Except 
Maternity  Care 

INJURIES 
Treated  as  Inpatient 

A.  DIAGNOSTIC  AND  EVALUATION 

1.  Authorized  services,  requirements  and 

limits  of  payment  therefor. 

a.  Necessary  diagnostic  tests  and  di- 
agnostic procedures  pe  r f o r m e d 
-prior  to  hospitalization  and  relat- 
ed to  the  injury  for  which  hospital- 
ized. Payment  is  limited  to  $75.00 
per  case  including  the  cost  of  spe- 
cial drugs  specifically  required  in 
the  performance  of  the  diagnostic 
tests  and  diagnostic  procedures. 
Must  be  performed  by  or  author- 
ized by  the  attending  physician. 

b.  Necessary  evaluation  tests  and 
evaluation  procedures  performed 
after  hospitalization  for  proper 
after  care  of  the  injury  for  which 
patient  was  hospitalized.  Pay- 
ment is  limited  to  $50.00  per  case 
including  the  cost  of  special  drugs 
specifically  required  in  the  per- 
formance of  the  evaluation  tests 
and  evaluation  procedures.  Must  be 
performed  by  or  authorized  by  the 
attending  physician. 

Treated  as  Outpatient 

a.  Necessary  diagnostic  and  evalua- 
tion tests  and  diagnostic  and  evalu- 
ation procedures.  Payment  is  lim- 
ited to  $75.00  per  case  including 
the  cost  of  special  drugs  specifical- 
ly required  in  the  performance  of 
the  diagnostic  and  evaluation  tests 
and  the  diagnostic  and  evaluation 
procedures.  Must  be  performed  by 
or  authorized  by  the  attending 
physician. 


Treated  as  Inpatient 
B.  THERAPEUTIC 

1.  Authorized  services,  requirements  and 

limits  of  payment  therefor. 

a.  Necessaiy  therapeutic  procedures 
performed  prior  to  hospitalization 
and  related  to  the  injury  for  which 
hospitalized.  No  limit  to  payment 
for  authorized  care  except  as  fol- 
lows : 

(1)  Payment  for  individual  thera- 
peutic procedures  must  be  in 
accord  with  the  local  Schedule 
of  Allowances. 

(2)  Injury  must  be  a fracture,  dis- 
location,  laceration  and/or 
wound. 

(3)  Costs  of  furnished  drugs  nec- 
essary for  proper  treatment 
of  the  injury  are  payable  only 
when  administered  parenteral- 

ly. 

(4)  Cost  of  blood  is  limited  to 
$50.00  for  any  one  withdrawal 
of  blood. 

Must  be  peiTormed  by  or  author- 
ized by  the  attending  physician. 

b.  Necessary  therapeutic  procedures 
performed  after  hospitalization  for 
the  proper  after  care  of  the  injury 
for  which  hospitalized.  No  limit 
to  payment  for  authorized  care  ex- 
cept as  follows: 

(1)  Payment  for  individual  thera- 
peutic procedures  must  be  in 
accord  with  the  local  Schedule 
of  Allowances. 

(2)  Injury  must  be  a fracture,  dis 
location,  laceration  and/or 
wound. 

(3)  Cost  of  necessary  drugs  are 
payable  only  when  adminis- 
tered parenterally. 

(4)  Cost  of  blood  is  limited  to 
$50.00  for  any  one  withdrawal. 

Must  be  performed  by  or  author- 
ized by  the  attending  physician. 

Treated  as  Outpatient 

a.  Necessary  therapeutic  procedures 
performed  in  the  treatment  of  frac- 
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t u r e s,  dislocations,  lacerations, 
and/or  wounds.  No  limit  to  pay- 
ment for  authorized  care  except  as 
follows : 

(1)  Payment  for  individual  thera- 
peutic procedures  must  be  in 
accord  with  the  local  Schedule 
of  Allowances. 

(2)  Cost  of  furnished  drugs  are 
paj^able  only  when  adminis- 
tered parenterally. 

(3)  Cost  of  blood  is  limited  to 
$50.00  for  any  one  withdrawal 
of  blood. 

Most  be  performed  by  or  author- 
ized by  the  attending  physician. 

Treated  as  Inpatient 
C.  EXCEPTION 

Monetary  limitation  of  $75.00  in 

A.  1.  a.  and  $50.00  in  A.  1.  b. 
above  may  be  exceeded  in  special 
and  extraordinary  cases.  Attend- 
ing physician  must  submit  a special 
report  to  the  contractor’s  physician 
review  board  which  will  make  ap- 
propriate recommendation  to  the 
Contracting  Officer.  Exceeding 
payments  may  be  made  by  contrac- 
tor only  after  approval  by  Con- 
tracting Officer. 

Treated  as  Outpatient 

Monetary  limitation  of  $75.00  in 
A.  1.  a.  above  may  be  exceeded  in 
special  extraordinary  cases.  At- 
tending physician  must  submit  a 
special  report  to  the  contractor’s 
physician  review  board  which  will 
make  appropriate  recommendation 
to  the  Contracting  Officer.  Exceed- 
ing Payments  may  be  made  by  con- 
tractor only  after  approval  by  Con- 
tracting Officer. 

SURGICAL  PROCEDURES 
Treated  as  Inpatient 
A.  DIAGNOSTIC  AND  EVALUATION 
1.  Authorized  services,  requirements  and 
limits  of  payment  therefor. 

a.  Necessary  diagnostic  tests  and  di- 
agnostic procedures  performed 
prior  to  hospitalization  and  related 
to  the  authorized  surgical  proce- 


dure (s)  performed  during  hospital- 
ization. Payment  is  limited  to 
$75.00  per  case  including  the  cost 
of  special  drugs  specifically  re- 
quired in  the  perfoiTnance  of  the 
diagnostic  tests  and  diagnostic  pro- 
cedures. Must  be  performed  by  or 
authorized  by  the  attending  physi- 
cian. 

b.  Necessary  evaluation  tests  and 
evaluation  procedures  performed 
after  hospitalization  for  proper 
after  care  of  the  authorized  surgi- 
cal procedures  for  which  patient 
was  hospitalized.  Payment  is  lim- 
ited to  $50.00  per  case  including 
the  cost  of  special  drugs  specifical- 
ly required  in  the  performance  of 
the  evaluation  tests  and  the  evalu- 
ation procedures. 

Must  be  performed  by  or  author- 
ized by  the  attending  physician. 

Treated  as  Outpatient 

a.  None. 

Treated  as  Inpatient 

B.  THERAPEUTIC 

1.  Authorized  services,  requirements  and 

limits  of  payment  therefor. 

a.  None,  except  that  treatment  by  use 
of  X ray,  radium,  or  radioisotopes 
is  authorized  on  an  outpatient  basis 
when  such  treatment  was  pre- 
scribed or  initiated  during  a period 
of  authorized  hospitalization.  No 
limit  to  payment  except  that  pay- 
ment for  individual  therapeutic 
procedures  must  be  in  accord  with 
the  local  Schedule  of  Allowances. 

Treated  as  Outpatient 

a.  None. 

C.  EXCEPTION 

Monetary  limitation  of  $75.00  in 
A.  1.  a.  and  $50.00  in  A.  1.  b.  above 
may  be  exceeded  in  special  and 
extraordinary  cases.  Attending 
physician  must  submit  a special  re- 
port to  the  contractor’s  physician 
review  board  which  will  make  ap- 
propriate recommendation  to  the 
Contracting  Officer.  Exceeding 
payments  may  be  made  by  contrac- 
tor only  after  approval  by  Con- 
tracting Officer. 
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NEBRASKA’S  PARTICIPATION  IN 
NATIONAL  FOUNDATION  FUNDS 

New  York,  N.Y.,  Dec.  2,  1960  — The 
state  of  Nebraska  has  been  the  principal 
beneficiary  in  the  allocation  of  March  of 
Dimes  funds  raised  in  the  state  over  the  past 
23  years,  it  was  disclosed  today  in  a finan- 
cial summary  prepared  by  The  National 
Foundation. 

More  than  63  cents  of  every  dollar  from 
Nebraska’s  March  of  Dimes  has  been  put  to 
use  in  aiding  the  state’s  disease  victims  and 
in  research  and  education  projects  conduct- 
ed by  Nebraska  institutions.  Of  the  re- 
maining 37  per  cent  accruing  to  the  national 
headquarters,  a considerable  amount  also  has 
come  back  to  Nebraska  in  shipments  of  polio 
vaccine  and  gamma  globulin  and  in  other 
nationwide  services  conducted  by  The  Na- 
tional Foundation. 

The  summary  covers  the  period  since  the 
first  March  of  Dimes  was  held  in  January, 
1938,  and  compares  the  net  total  of  funds 
raised  in  the  state  with  amounts  made 
available  to  Nebraska  through  September 
30,  1960. 

In  this  period,  Nebraska  chapters  of  the 
March  of  Dimes  organization  raised  a net 
total  of  $7,381,487.45  at  an  average  fund 
raising  cost  of  5 per  cent.  Of  this  amount, 
$4,006,891.23  has  been  available  to  the 
county  chapters  in  carrying  out  their  exten- 
sive patient  aid  programs,  including  ad- 
vances of  $1,168,736.76  from  the  national 
office  to  meet  local  emergency  situations. 

In  addition,  22  grants  totaling  $656,408.15 
have  been  made  in  support  of  research  and 
professional  education  projects  at  Nebraska 
institutions.  Recipients  of  these  grants  have 
been  Creighton  University,  Omaha,  $542,- 
725.73  and  the  University  of  Nebraska, 
$113,682.42. 

Over  and  above  the  63  per  cent  used  by  in- 
stitutions and  county  chapters  in  the  state. 
The  National  Foundation  has  financed 
within  the  state  projects  such  as  the  historic 
field  trials  which  proved  the  effectiveness 
of  the  Salk  vaccine,  epidemiological  studies 
and  scholarship  or  fellowship  grants  to  Ne- 
braska residents.  National  headquarters’ 
expenditures  for  the  vaccine  trials  in  Ne- 
braska amounted  to  $43,830.32.  In  addition, 
the  national  office  has  sent  into  Nebraska 
$42,753.00  worth  of  Salk  vaccine  and  490,- 


292  cc’s  of  gamma  globulin  in  support  of  its 
polio  prevention  programs. 

Two  years  ago,  the  National  Foundation 
for  Infantile  Paralysis  changed  its  name  to 
The  National  Foundation  in  expanding  its 
areas  of  interest  beyond  polio  to  include 
birth  defects  and  arthritis,  using  the  scien- 
tific knowledge  and  experience  gained  in  the 
fight  against  polio. 

The  New  March  of  Dimes  takes  place 
throughout  the  month  of  January. 


Medicine  in  the  News 

From  the  Benson  Sun — 

The  Creighton  University  School  of  Medi- 
cine and  the  University  of  Nebraska  College 
of  Medicine  each  have  been  presented  with 
$1250  grants  for  cancer  research. 

The  grants  were  made  by  Mrs.  A.  R.  An- 
drews of  Norfolk  and  Mrs.  Clara  Stockton 
of  Falls  City,  V.F.W.  Auxiliary  department 
cancer  chairmen. 

The  $2,500  was  awarded  to  the  Nebraska 
Auxiliary  at  the  national  convention  for  con- 
tributing the  most  to  the  fund  in  its  mem- 
bership group. 

MEDICAL  AID  TO  THE  AGED 
(M.A.A.) 

(Continued  from  page  2) 

his  care,  and  no  fee  may  be  charged  for 
“joining”  M.A.A. 

Many  states  are  already  using  this  pro- 
gram or  are  ready  to  begin.  These  are, 
largely,  the  states  whose  laws  were  already 
permissive  of  such  action.  Some  states  will 
require  permissive  legislation  before  the 
M.A.A. -program  may  become  effective. 

With  the  declared  intention  of  the  new 
Administration  to  throw  out  the  Kerr-Mills 
legislation  and  to  substitute  therefor  the  So- 
cial Security  route,  which  we  believe  to  be 
bad  medicine,  it  behooves  us  to  help  get 
Public  Law  66-778  implemented  and  work- 
ing as  soon  as  possible.  The  more  wide- 
spread the  use  of  Public  Law  66-778,  the 
more  difficult  it  may  be  to  undo  what  has 
been  done  and  force  upon  us  an  inferior, 
less  effective,  and  more  expensive  system  — 
that  administered  through  Social  Security. 


January,  1961 


33 


Human  Interest  Tales 

Dr.  C.  J.  Formanack,  Syracuse,  has  been 
elected  president  of  the  Otoe  County  Medical 
Society. 

Dr.  Paul  Bancroft,  Lincoln,  was  the  fea- 
tured speaker  at  a recent  meeting  of  the 
Kearney  P.T.A. 

Dr.  C.  R.  Brott,  Beatrice,  spoke  on  civil 
defense  at  a November  meeting  of  the  Ro- 
tary club  of  that  city. 

Dr.  E.  F.  Leininger,  McCook,  spoke  at  a 
public  gathering  showing  of  the  film  “Time 
and  Two  Women”  in  November. 

Dr.  R.  L.  Mastin,  Kenesaw,  has  been 
named  president  of  the  Adams  County  Med- 
ical Society  for  the  coming  year. 

The  annual  meeting  of  the  Nebraska 
Chapter  of  the  American  College  of  Sur- 
geons was  held  in  York  in  November. 

Dr.  W.  A.  Doering,  Franklin,  discussed 
the  need  for  a walking  blood  bank  at  a re- 
cent meeting  of  the  Franklin  Mrs.  Jaycees. 

Mrs.  Pauline  Woodruff,  Grand  Island, 
wife  of  the  late  Dr.  R.  C.  Woodruff,  passed 
away  in  November  following  a long  illness. 

The  members  of  the  Four  County  Medical 
Society  met  at  the  home  of  Dr.  and  Mrs. 
Otis  Miller  of  Ord  for  their  November  meet- 
ing. 

Dr.  J.  R.  Schenken,  Omaha,  spoke  on 
Forand-type  legislation  at  a recent  meeting 
of  the  Omaha  Association  of  Life  Under- 
wwiters. 

Mrs.  W a y n e Waddell,  Beatrice,  was  a 
guest  speaker  at  the  November  meeting  of 
the  Omaha-Douglas  County  Medical  Society 
Auxiliary. 

The  Lancaster  County  Medical  Society 
Auxiliary  entertained  senior  high  school 
girls  from  Lincoln  interested  in  careers  in 
medicine. 

Dr.  Willis  Taylor,  Omaha,  discussed  hyp- 
nosis in  modern  medicine  at  the  University 
of  Omaha’s  University  Nights  program  in 
November. 

Some  34  physicians  from  12  cities  in  the 
Kearney  area  attended  the  Central  Nebras- 
ka Medical  Conference  held  in  Kearney  in 
November. 

Dr.  Floyd  0.  Ring,  Omaha,  was  a guest 


speaker  at  a recent  meeting  of  the  Omaha 
Chapter  of  the  National  Office  Manage- 
ment Association. 

Mrs.  Fred  Rutt,  Jr.,  and  Mrs.  John  Yost, 
Hastings,  spoke  on  “Christmas  Ideas”  at  the 
November  meeting  of  the  Adams  County 
Medical  Auxiliary. 

Dr.  Delbert  Neis,  Omaha,  was  a guest 
speaker  at  a recent  meeting  of  the  Omaha 
Chapter  of  Hadassah.  Dr.  Neiss  discussed 
cardiovascular  surgery. 

The  West  Nebraska  General  Hospital  De- 
velopment Campaign  has  announced  that 
pledges  have  exceeded  $550,000  toward  the 
fund  for  a new  hospital. 

Dr.  J.  X.  Tamisiea,  Omaha,  discussed  the 
subject  of  “The  Philosophy  and  Theory  Be- 
hind Blood  Banking”  at  a November  meet- 
ing of  the  Norfolk  area  Hospital  Council. 

The  Nebraska  Division  of  the  American 
Cancer  Society  has  made  a gi’ant  of  24-thou- 
sand dollars  to  the  Creighton  University 
School  of  Medicine  for  the  purchase  of  an 
electron  microscope. 

Drs.  W.  R.  Kovar,  J.  P.  RedgAvick  and 
William  Rumbolz,  all  of  Omaha,  attended 
the  district  meeting  of  the  American  College 
of  Obstetricians  and  Gynecologists  in  Chi- 
cago in  November. 

Dr.  Dean  A.  McGee,  Lexington,  has  re- 
ceived a certificate  of  appreciation  from 
President  Eisenhower  for  ten  years  of  serv- 
ice as  medical  advisor  to  the  Selective  Seiw- 
ice  board  of  DaAvson  county. 

Dr.  M.  E.  Samuelson  was  guest  speaker  at 
the  Annual  Vocations  Day  for  South  Gage 
County  students,  held  at  the  Wymore  High 
School,  Monday,  September  14,  1960  and 
sponsored  by  the  Wymore  Kiwanis  Club. 

Dr.  R.  F.  Magril,  Jackson,  was  honored 
by  the  residents  of  this  community  on  his 
46  yea,rs  of  medical  practice  in  that  com- 
munity. At  the  age  of  75,  Dr.  Magril  is 
still  caring  for  the  medical  needs  of  his  com- 
munity. 

Drs.  R.  Russell  Best  and  George  N.  John- 
son, Omaha,  were  both  awarded  the  Pfizer 
Award  of  Merit  by  the  United  States  Civil 
Defense  Council  for  meritorious  service  in 
the  interest  of  Civil  Defense,  Disaster  Med- 
ical Care,  and  Mass  Casualty  Care  at  a Unit- 
ed States  Civil  Defense  Council  meeting  in 
Minneapolis  in  September. 
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Announcements 

Medical  Continuation  Courses  To  Be 
Presented  at  the  Center  for  Continuation 
Study,  University  of  Minnesota — 

January  26-28,  1961 — Otolaryngology  for 
Specialists 

February  6-8,  1961 — Anesthesiology  for 
Specialists 

February  13-18,  1961  — Neurology  for 
General  Physicians  and  Internists 

February  27-March  1,  1961  — Pediatrics 
for  General  Physicians  and  Specialists 

March  13-15,  1961 — Allergy  for  General 
Physicians  and  Specialists 

March  17-18,  1961  — Trauma  for  Gen- 
eral Physicians 

April  17-19,  1961  — Internal  Medicine  for 
Internists 

April  20—22,  1961  — Otolaryngology  for 
General  Physicians 

May  11-12,  1961  — Surgery  for  Surgeons 

For  further  information  concerning  the 
above  courses,  write  to  the  Director,  Depart- 
ment of  Continuation  Medical  Education, 
1342  Mayo  Memorial,  University  of  Minne- 
sota, Minneapolis  14,  Minnesota. 

New  Book  on  Syphilis — 

A new  concise  book,  “Syphilis  — Modern 
Diagnosis  and  Management,”  has  been  pre- 
pared by  recognized  authorities  on  the  sub- 
ject. This  is  a 63-page  color-illustrated 
handbook  covering  diagnoses  of  syphilis  in 
the  different  stages,  differential  diagnosis, 
modern  serologic  tests,  and  their  interpreta- 
tions, recommended  treatment  schedules  and 
penicillin  sensitivity  and  reactions.  A lim- 
ited number  of  these  books  are  available  to 
physicians  upon  request  to : Division  of 
Communicable  Disease  Control,  State  De- 
partment of  Health,  State  House  Station  Box 
4757,  Lincoln  9,  Nebraska. 

Six  Ophthalmology  Residency  Fellowships 
Are  Announced — 

Six  additional  Fellowships  for  Residents 
in  Ophthalmology,  to  be  awarded  July  1, 
1961,  have  been  announced  by  the  Guild  of 
Prescription  Opticians  of  America,  Inc.  Ap- 
plications for  these  Fellowships  must  be  re- 
ceived by  May  15,  1961. 

Each  Fellowship  is  for  a total  of  $1,800, 


payable  in  monthly  stipends  over  the  period 
of  a three-year  Residency.  The  grants  are 
limited  to  Residencies  at  approved  institu- 
tions where  full  three-year  Residencies  are 
offered,  but  residencies  which  begin  anji;ime 
during  the  calendar  year  are  eligible.  Appli- 
cation forms  and  covering  information  are 
available  by  writing  to  Fellowships,  Guild 
of  Prescription  Opticians  of  America,  Inc., 
110  East  23rd  Street,  New  York  10,  N.Y. 

Law-Medicine  Institutes  Available — 

The  Law-Medicine  Center  of  Western  Re- 
serve University  has  scheduled  an  institute 
on  The  Skin:  A Law-Medicine  Problem  for 
Friday  and  Saturday,  February  17-18,  1961. 

A concentrated  study  by  lecture  and  dis- 
cussion of  diseases  and  injuries  of  the  skin 
is  planned  with  emphasis  on  the  medico- 
legal implications.  This  program  would  be 
of  especial  interest  to  lawyers,  doctors, 
workmen’s  compensation  administrators,  in- 
dustrial relations  personnel  and  labor  union 
officials. 

The  tuition  fee  is  $25.  Convenient  hous- 
ing during  the  institute  is  available.  For 
further  details  contact:  Oliver  Schroeder, 
Jr.,  The  Law-Medicine  Center,  Western  Re- 
serve University,  Cleveland  6,  Ohio. 

An  institute  on  Alcohol  Intoxication  will 
be  presented  on  Friday  and  Saturday,  April 
28-29.  Tuition  will  be  $25. 


News  and  Views 

Nongovernmental  Support  for  Research  in 
Heart  Disease — 

Awards  of  $1,085,410  were  made  for  re- 
search in  heart  disease  in  the  past  year,  the 
Life  Insurance  Medical  Research  Fund  said 
recently  in  its  annual  report.  This  brings 
the  total  contributions  to  more  than  $12,- 
500,000  since  the  fund’s  establishment  in 
1945. 

Dr.  Francis  R.  Dieuaide,  scientific  direc- 
tor of  the  fund,  said  that  120  research  pro- 
grams had  been  aided  by  awards  this  year. 
This  includes  19  research  fellowships,  and 
support  of  scientific  investigations  at  86 
hospitals,  medical  colleges  and  other  re- 
search institutions  in  the  United  States, 
Canada  and  Europe. 

In  selecting  programs,  emphasis  is  given 
to  basic  research  in  order  to  encourage  ad- 
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ditions  to  scientific  knowledge,  Dr.  Dieuaide 
said.  Much  more  of  this  type  of  research 
is  needed  because  so  little  is  still  known 
about  the  causes  of  arteriosclerosis  and  hy- 
pertension. 

Grants  are  also  being  awarded  to  investi- 
gators who  are  seeking  to  improve  methods 
of  diagnosis  and  treatment  of  heart  disease, 
and  already  patients’  lives  have  been  pro- 
longed as  a result  of  projects  aided  by  the 
fund. 

The  Life  Insurance  Medical  Research 
Fund  is  supported  by  138  member  life  in- 
surance companies  in  the  United  States  and 
Canada.  From  its  inception  15  years  ago, 
its  resources  have  been  devoted  entirely  to 
research  in  heart  disease. 

Research  Up  40  Per  Cent  in  Year  Reports 
Arthritis  Foundation — 

A record-breaking  total  of  $800,000  was 
spent  on  arthritis  research  during  the  year 
by  the  Arthritis  and  Rheumatism  Founda- 
tion, according  to  the  voluntary  health  agen- 
cy’s 12th  annual  report  released  recently. 

This  represents  a rise  of  40  per  cent  in  a 
single  year,  the  greatest  12-month  increase 
in  the  history  of  the  organization  since  its 
formation  in  1948.  The  research  money  is 
used  in  two  ways,  the  Foundation  reports: 
to  support  study  of  rheumatic  disease  by  se- 
lected scientists  and  to  provide  grants-in- 
aid  to  institutions  where  such  studies  are 
carried  on. 

An  Illuminating  Comparison — 

How  much  of  his  invested  dollar  does  the 
subscriber  get  to  pay  toward  his  health 
care?  Health  Insurance  Letter  gives  the 
following  comparison : 

1.  Individual  commercial  insurance 
plans,  53c  per  dollar. 

2.  Commercial  group  plans,  70c  per  dol- 
lar toward  his  care. 

3.  Nonprofit  plans  (the  Blues),  90c  per 
dollar  toward  his  care. 

Scientists  in  11  States  Get  Research  Grants 
For  Tobacco-Health  Studies — 

Seventeen  research  grants,  totaling  near- 
ly $200,000  have  just  been  awarded  to  scien- 
tists in  11  states  for  studies  of  tobacco  use 
and  health,  it  was  announced  by  the  Tobac- 
co Industiy  Research  Committee. 


The  Committee  has  made  57  grants  to 
scientists  in  1960,  for  a total  of  nearly  $800,- 
000.  Some  $4  million  has  been  appropriat- 
ed for  research  since  the  T.I.R.C.  was  first 
established.  These  grants  have  gone  to  a 
total  of  105  scientists,  who  have  published 
more  than  135  research  papers  on  their 
work. 

Nebraska  Society  of  Clinical  Hypnosis 
Meets  and  Elects — 

The  regular  meeting  of  the  Nebraska  So- 
ciety of  Clinical  Hypnosis  was  held  Decem- 
ber 4,  at  the  Pathfinder  Hotel,  in  Fremont. 
Mr.  Herbert  J.  Larson,  psychologist  at  St. 
Joseph’s  Hospital,  Omaha,  and  lecturer  at 
Creighton  University  School  of  Medicine, 
spoke  on  “The  Use  of  Hypnosis  in  Psycho- 
therapy.” 

The  following  officers  were  elected  to 
serve  for  the  coming  year:  C.  M.  Murphy, 
M.D.,  Omaha,  president;  D.  R.  Ehlers, 
D.D.S.,  Blair,  vice  president;  J.  E.  Eimers, 
Lyons,  secretary— treasurer. 

Four  United  States  Medical  Journals  Honored — 

The  American  Medical  Writers’  Associa- 
tion has  announced  the  recipients  of  the 
1960  Honor  Awards  for  Distinguished  Ser- 
vice in  Medical  Journalism.  These  awards 
go  to  the  following  United  States  medical 
periodicals : 

The  New  Physician,  established  in  1952, 
is  published  monthly  by  the  Student  Amer- 
ican Medical  Association,  with  the  editorial 
office  in  Chicago.  Each  issue  contains  about 
100  pages.  Howard  Pinckney,  M.D.,  of  Bev- 
erly Hills,  Calif.,  is  the  editor,  Russell  F. 
Staudacher  is  the  executive  editor  and  busi- 
ness manager,  and  Miss  Evelina  T.  Lake  is 
the  managing  editor.  The  award  is  for  gen- 
eral medical  periodicals  of  more  than  3,000 
copies  per  issue. 

The  Quarterly  Bulletin  of  Northwestern 
University  Medical  School,  established  in 
1889,  is  published  quarterly  in  Chicago. 
There  are  nearly  100  pages  in  each  bulletin. 
Bariy  J.  Anson,  Ph.D.,  of  Chicago,  is  the 
editor.  The  award  is  for  general  medical 
periodicals  whose  average  circulation  is  less 
than  3,000  copies  per  issue. 

Cancer  Research,  established  in  1941,  is 
published  monthly  (except  in  March)  in 
Chicago.  Dr.  Harold  P.  Rusch  is  Editor- 
in-Chief.  Each  issue  has  nearly  250  pages. 
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The  award  is  for  medical  periodicals  which 
are  devoted  to  some  specialty  in  medicine  or 
medical  science. 

M.D.  Medical  Newsmagazine,  estabilshed 
in  1957,  is  published  monthly  by  M.D.  Pub- 
lications, Inc.,  New  York.  It  averages  about 
200  pages  per  volume.  Felix  Marti-Ibanez, 
M.D.,  of  New  York,  is  the  editor.  The 
award  is  for  medical  periodicals  of  pharma- 
ceutical, publishing  or  related  companies,  de- 
signed for  free  national  or  interstate  dis- 
tribution, Avhich  feature  chiefly  news  of  re- 
cent medical  events  and  activities  and  per- 
sonal interviews. 

The  awards,  each  consisting  of  a plaque, 
were  presented  by  Dr.  Austin  Smith,  Presi- 
dent, at  the  banquet  of  the  17th  Annual 
Meeting  of  the  American  Medical  Writers’ 
Association,  held  at  the  Hotel  Morrison, 
Chicago,  November  18. 

Why  Rural  Practices  Changes — 

General  practitioners  in  the  rural  areas 
do  not  remain  in  their  original  locations 
after  seven  to  ten  years  of  practice,  accord- 
ing to  a survey  made  in  the  state  of  Virginia 
and  reported  in  the  Pennsylvania  Medical 
Jornmal.  Among  the  reasons  given  for  mov- 
ing were  a lack  of  hospital  facilities  or  gen- 
eral dissatisfaction  with  the  opportunity  af- 
forded the  physician  to  use  his  training.  The 
dissatisfaction  of  the  wife  or  family  of  the 
physician  with  the  community  in  which  he 
practiced  was  another  reason  for  leaving 
the  community. 

Some  physicians  reported  insufficient  in- 
come as  a reason  for  their  change  of  loca- 
tion. Others  left  a small  community  be- 
cause of  a desire  to  specialize  or  because 
they  were  over-worked  or  in  some  cases  be- 
cause of  a lack  of  sufficient  work. 

People  To  Do  Research — 

Although  financial  backing  for  medical 
research  has  improved  significantly  over  the 
past  few  years,  a critical  problem  remains 
in  the  acute  shortage  of  well  trained  per- 
sonnel. Patterns  of  Disease,  notes  that  20- 
GOO  professional  research  workers  are  cur- 
rently engaged  in  medical  research,  but  an 
additional  25,000  scientists  will  be  needed 
by  1970,  if  the  projected  expansion  of  med- 
ical research  is  to  be  achieved.  Present 
training  facilities  will  provide  only  19,000. 

National  spending  on  medical  research 


will  probably  hit  a i*ecord  high  of  $715  mil- 
lion dollars  this  year  which  is  about  eight 
times  higher  than  the  expenditure  in  1947. 

A steadily  increasing  number  of  medical 
school  graduates  are  entering  research  or 
teaching,  or  both.  A survey  of  1935  medi- 
cal school  graduates,  indicated  that  15 
years  after  graduation  only  2.3  per  cent 
were  engaged  in  research  or  teaching.  It  is 
estimated  that  about  8 per  cent  of  recent 
medical  school  graduates  currently  enter 
these  fields. 

Comments  of  the  President — 

The  office  of  president  becomes  some- 
what frustrating  at  times,  according  to  the 
address  of  a retiring  president  (Allen  W. 
Cowley,  M.D.)  as  published  in  the  Pennsyl- 
vania Medical  Journal.  One  of  the  major 
causes  of  frustration  is  the  demands  made 
upon  the  time  of  the  president  of  a State 
Medical  Society.  Requests  for  appearances 
come  not  only  from  county  societies  but  from 
many  other  groups  including  many  of  para- 
medical personnel. 

A suggestion  is  made  that  a succession  to 
the  presidency  of  this  society  should  be  con- 
sidered, with  the  incumbence  of  the  offices 
of  President-elect  and  Vice  President  re- 
ceiving specific  responsibilities.  Many  of 
the  requests  made  on  the  president  could  be 
allocated  to  these  other  officers. 

Such  an  arrangement  would  pei-mit  the 
president  more  time  to  devote  to  the  im- 
portant problems  of  the  society  which  are  al- 
ways present.  Also,  the  person  assuming 
the  presidency  would  be  more  adequately 
educated  and  oriented  to  the  responsibilties 
of  the  office.  A further  suggestion  was  that 
since  the  President-elect  was  required  to  at- 
tend meetings  of  the  Board  of  Trustees,  he 
should  be  awarded  voting  privileges. 

The  considerable  financial  burden  of  the 
office  of  president  was  described.  This  re- 
tiring president  has  spent  a total  of  102 
days  away  from  his  office  in  his  capacity 
as  president  of  the  Pennsylvania  Medical  So- 
ciety. It  was  noted  that  many  of  the  most 
eligible  physicians  in  a State  Society  may 
not  be  willing  to  accept  the  responsibility 
of  the  office  because  of  the  time  required. 
Although  it  is  virtually  impossible  and  prob- 
ably undesirable  to  compensate  the  presi- 
dent at  full  for  loss  of  his  private  practice, 
a token  reimbursement  was  suggested  to  help 
in  partially  financing  his  term  of  office. 
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other  state  medical  societies  were  said  to 
recognize  this  fact  and  place  their  officers 
on  a per  diem  basis. 

The  president’s  wife  is  said  to  be  fre- 
quently invited  to  official  functions  and  thus 
becomes  a necessary  part  of  the  team,  espe- 
cially in  visiting  county  or  other  state  medi- 
cal societies.  It  was  suggested  that  if  the 
state  society  does  not  desire  to  reimburse 
the  president,  definite  arrangements  to  meet 
his  wife’s  traveling  expenses  would  seem 
only  right  and  proper. 

In  paying  tribute  to  the  Woman’s  Aux- 
iliary, the  opinion  was  expressed  that  the 
auxiliary  could  be  a potent  group  by  work- 
ing with  high  school  students  and  encourag- 
ing those  who  are  most  talented  in  the  scien- 
tific field  to  consider  medicine  as  a pro- 
fession. 

News  From  Our  Medical  Schools 

POSTGRADUATE  PROGRAM  IN 
OBSTETRICS  AND  GYNECOLOGY 

University  of  Nebraska  College  of  Medicine 
January  19  and  20,  1960 
Postgraduate  Conference  Room 
Conkling  Hall 

Course  Coordinator:  Roy  G.  Holly,  M.D. 

Thursday,  January  19 — 

TOXEMIA  AND  RENAL  DISEASE 
IN  PREGNANCY 

8 :15  Registration,  Conkling  Hall  Lobby 

9 :00  Welcome,  Dean  J.  P.  Tollman 

Classification  of  Hypertensive  Dis- 
ease in  Pregnancy,  Dr.  Warren 
Pearse 

Renal  Biopsy  in  Toxemia,  Dr. 

Charles  McCartney 
Renal  Diseases  in  Pregnancy,  Dr. 
Ernest  Page 

10:30  Coffee,  Conkling  Hall  Lounge 

Current  Management  of  Toxemia, 
Dr.  Charles  McCartney 
Panel  Discussion : Toxemias,  Drs. 

McCartney,  Nesbitt  and  Page 

12:30  Luncheon,  University  Hospital  Staff 
Dining  Room 

1 :30  GYNECOLOGIC  MALIGNANCIES 
Early  Cervical  Cancer  Detection  and 
Diagnosis,  Dr.  Robert  Nesbitt 


Cancer  Detection  at  University  of 
Nebraska  Hospital  and  Our  Rec- 
ommendations for  Management, 
Dr.  Milton  Simons,  Dr.  Roy  Holly 

3:10  Coffee,  Conkling  Hall  Lounge 

Adenocarcinoma  of  the  Endometri- 
um, Dr.  Charles  McCartney 
Panel  Discussion:  Therapy  of 

Gynecologic  Malignancies,  Drs. 
McCartney,  Nesbitt  and  Page 

Friday,  January  20 — 

8:15  Registration,  Conkling  Hall  Lobby 

9 :00  Physiology  of  the  Placenta,  Dr.  Er- 
nest Page 

Perinatal  Casualties  — Cause  and 
Prevention,  Dr.  Robert  Nesbitt 

10:30  Coffee,  Conkling  Hall  Lounge 

The  Charles  Frank  Morsman  Foun- 
dation Lecture  in  Endocrinologv" 

11:00  North  Amphitheater 

GONADOTROPINS 

Alexander  Albert,  M.D.,  Professor 
of  Physiology,  University  of  Min- 
nesota Medical  School,  Depart- 
ment of  Endocrinology,  Mayo 
Clinic,  Rochester,  Minnesota 

12 :00  Luncheon,  University  Hospital  Staff 
Dining  Room 

GYNECOLOGIC  ENDOCRINOLOGY 
Moderator:  H.  A.  Salhanick,  M.D. 

Genetics  and  Gynecology,  Dr.  Ernest 
Page 

Problems  of  Sexuality,  Dr.  Alexan- 
der Albert 

3 :15  Coffee,  Conkling  Hall  Lounge 

Menstrual  Disorders,  Dr.  Robert 
Nesbitt 

Panel  Discussion : Drs.  Nesbitt, 

Page  and  Salhanick 

GUEST  FACULTY— 

Alexander  Albert,  M.D. 

Professor  of  Physiology,  Mayo 
Foundation 

Head,  Department  of  Endocrinology 

Mayo  Clinic,  Rochester,  Minnesota 

Charles  P.  McCartney,  M.D. 

Department  of  Obsterics  and  Gynecology 

Chicago  Lying-in  Hospital 
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Robert  Nesbitt,  M.D., 

Professor  and  Chairman, 

Department  of  Obstetrics  and  Gynecology 
Albany  Medical  College 
Ernest  Page,  M.D., 

Professor  and  Chairman, 

Department  of  Obstetrics  and  Gynecology 
University  of  California  Medical  Center 
San  Francisco,  Califomia 

COLLEGE  OF  MEDICINE  FACULTY— 

Roy  G.  HoUy,  M.D. 

Professor  and  Chairman, 

Department  of  Obstetrics  and  Gynecology 
Warren  H.  Pearse,  M.D. 

Associate  in  Obstetrics  and  Gynecology 
Hilton  A.  Salhanick,  M.D. 

Associate  Professor  of  Obstetrics  and 
Gynecology 

Assistant  Professor  of  Biochemistry 

News  From  Nebraska  Heart 
Association 

Annual  Report  of  Nebraska  Heart  Association — 
According  to  the  Nebraska  Heart  Associa- 
tion’s Annual  Report,  published  recently, 
$112,380.00  was  expended  for  research  proj- 
ects conducted  here  in  Nebraska  and  as 
support  of  the  American  Heart  Association’s 
research  program.  Research  projects  in  Ne- 
braska during  the  past  year  were  carried  on 
by  20  individual  scientists,  by  the  two  med- 
ical schools  and  by  grants  in  support  of  pro- 
fessorships in  cardiovascular  research  at 
the  schools  to  further  work  into  the  causes 
and  cures  of  the  heart  and  blood  vessel  dis- 
eases. The  research  projects  supported  by 
the  State  Heart  Association  are  both  basic 
and  clinical. 

The  report  notes  that  the  1960  Heart 
Fund  campaign  which  raised  $22,161.00 
demonstrated  more  conclusively  than  ever 
before  the  confidence  placed  by  the  public 
in  the  Association. 

The  report  points  out  that  this  transfor- 
mation of  outlook  ranks  equally  with  the 
significant  achievements  of  the  medical  and 
surgical  advances  made  during  the  1950’s. 

It  is  interesting  that  74  per  cent  of  the 
Heart  Fund  was  devoted  to  the  three  areas 
in  which  this  association  is  primarily  inter- 
ested, namely,  research,  education,  and  com- 
munity service.  Fifty-one  per  cent  was  ap- 
propriated for  research. 


The  Woman's  Auxiliary 

Woman’s  Auxiliary  Fall  Conference, 

October  2nd  to  5th — 

“YOUR  WORDS  CARRY  WEIGHT”  was 
the  topic  when  Dr.  Leonard  W.  Larson, 
President-elect  of  the  American  Medical  As- 
sociation, addressed  the  seventeenth  annual 
conference  of  the  Woman’s  Auxiliary  in 
1960. 

His  speech  was  one  of  the  highlights  of 
the  conference  in  the  opinion  of  many  who 
attended.  He  said  in  part  as  follows : 

“The  other  day,  I read  an  article  which 
ended  with  these  words: 

“ ‘Isn’t  that  just  like  a woman?’ 

“Frankly,  I have  no  idea  what  this  gen- 
erality means,  if  anything.  But  it  started 
me  thinking  about  our  Woman’s  Auxiliary. 
I discovered  that  you  are  rather  amazing 
persons. 

“During  1959,  for  example  you  contribut- 
ed 3,108,314  hours  of  volunteer  and  philan- 
thropic service  to  your  communities. 
(This  impressive  amount  of  time  is  equal 
to  Margaret  Wolfe  working  354  years,  24 
hours  a day  without  stopping). 

“In  just  eight  years,  since  1952,  you  have 
engineered  the  drive  for  and  raised  $1,033,- 
725  for  use  as  loans  and  scholarships  for 
careers  in  medicine.  To  do  this,  you  had  to 
come  up  with  $354  daily  for  eight  years. 

“In  addition,  you  organized  1,931  Future 
Nurses  Clubs,  promoted  health  career  days, 
and  participated  in  county  fairs,  science 
fairs,  health  forums,  and  career  clubs  for 
young  people.  . :} 

“What  kind  of  a person  is  the  average 
Woman’s  Medical  Auxiliary  member?  She 
is  a tireless  worker  when  she  is  inspired  by 
a cause.  She  is  a planner  who  can  look 
ahead  to  future  needs.  She  is  devoted,  clev- 
er, practical,  and  resourceful. 

“No,  I cannot  see  where  any  of  this  is 
‘just  like  a woman,’  for  all  women  are  nei- 
ther as  industrial  nor  as  capable.” 

We  were  pleased  to  hear  Dr.  Larson  give 
this  tribute  to  the  Auxiliary  because  it 
showed  what  the  concerted  effort  of  all  Aux- 
iliary members  throughout  the  country  can 
accomplish  for  the  cause  of  American  Medi- 
cine. 
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Dr.  Edward  R.  Annis,  Member  of  the 
A.M.A.  Speakers’  Bureau,  gave  an  interest- 
ing talk  on  “Woman’s  Auxiliary  Role  in 
Political  Action.”  He  made  us  aware  of  our 
responsibility  and  ability  to  help  safeguard 
our  freedom  by  taking  an  active  part  in  po- 
litical action. 

Mr.  R.  M.  Hanson,  Director,  Training, 
Education  and  Public  Affairs,  from  the  Of- 
fice of  Civil  and  Defense  Mobilization,  Battle 
Creek,  Michigan,  discussed  “Shelters  f o r 
Survival.”  He  gave  us  a striking  picture  of 
our  needs  for  civil  defense  and  informed  us 
of  what  detailed  preparation  the  Soviet 
Union  has  made  in  that  field. 

These  lectures  made  us  realize,  although 
we  have  acomplished  many  of  our  goals  in 
the  past,  there  are  still  many  obligations  for 
the  Auxiliary  and  we  were  inspired  to  ac- 
cept the  challenges  that  lie  ahead. 

“Accent  Service  to  Preserve  and  Enhance 
the  Heritage  of  American  Medicine”  was 
the  theme  of  this  year’s  program.  One  of 
the  main  objectives  for  1960-61  is  Member- 
ship. Mrs.  Rodney  Stoltz,  while  presiding 
at  the  dinner  meeting  of  the  North  Central 
Region  on  Sunday  night,  October  1st,  em- 
phasized the  importance  of  increasing  our 
membership.  Our  Auxiliary  membership 
stands  at  80,000,  which  means  our  member- 
ship job  is  just  half  finished.  These  fig- 
ures show  that  membership  should  be  one 
of  our  first  objectives.  All  of  our  other 
projects  will  be  much  simpler  to  accomplish 
if  we  have  a larger  membership. 

Dr.  F.  J.  L.  Blasingame,  Executive  Vice 
President  of  the  American  Medical  Associa- 
tion, outlined  in  his  talk,  that  Auxiliary 
members  must  be  informed  and  must  be 
dedicated  to  the  profession  and  that  we 
must  act  as  a liaison  between  the  doctor 
and  the  pubilc.  A doctor’s  wife,  as  an  Aux- 
iliary member,  is  always  better  informed 
to  act  as  a liaison  between  the  doctor  and 
the  public. 

“Community  Service  in  Action”  was  dem- 
onstrated by  a skit  — “At  the  bridge  table” 
and  also  by  a topic  “The  public’s  image  of 
the  doctor’s  wife,”  both  of  which  were  very 
informative  and  helpful. 

Mrs.  Richard  A.  Sutter’s  report  on  the 
Mental  Health  Program  disclosed  that  one 
out  of  ten  people  suffer  from  mental  health 
disorders;  ten  per  cent  of  emotionally  dis- 
turbed ai'e  children;  three  per  cent  of  the 
mentally  disturbed  are  retarded. 


In  the  field  of  Safety,  the  following  top- 
ics were  discussed:  Safe  water  activity 
training,  poison  control,  traffic  safety. 
Gems  (good  emergency  mother  substitutes) 
and  home,  farm  and  senior  citizens.  We 
were  told  that  the  fourth  leading  accident  is 
drowning.  Every  doctor’s  child  should  learn 
to  swim.  Also  600,000  children  between  the 
ages  of  one  and  two  swallow  poison  each 
year.  This  figure  makes  us  realize  how 
important  poison  control  is.  There  are 
6,000,000  teen-age  drivers  and  one  out  of 
every  10  persons  involved  in  an  acident  is  a 
teen-ager. 

Demonstrations  regarding  Speech  and 
Hearing  Careers  and  other  careers  in  Medi- 
cine will  help  encourage  students  who  are 
considering  these  fields. 

A.M.E.F.  (American  Medical  Education 
Foundation),  in  its  ninth  year,  is  still  one 
of  our  priority  projects.  Last  year’s  con- 
tributions to  A.M.E.F.  amounted  to  $175,- 

000.00.  Dr.  George  Lull,  President  of  the 
American  Medical  Education  Foundation, 
spoke  on  the  importance  of  this  project  and 
left  us  with  this  thought:  “Every  member 
in  the  know  about  A.M.E.F.,  every  member 
on  the  go  for  A.M.E.F.” 

Reports  were  also  given  by  the  Rural 
Health,  Bulletin  and  Historian  Chairmen. 

As  a climax  to  our  meeting,  we  were  tak- 
en on  a tour  of  the  newly  remodeled  offices 
of  the  American  Medical  Association  head- 
quarters, at  which  time  Dr.  Ernest  B.  How- 
ard, Assistant  Executive  Vice  President  of 
the  A.M.A.,  spoke  to  us  on  the  following: 

1.  Mental  Health 

2.  Scholarship  loans  for  medical  stu- 
dents 

3.  Aged 

4.  Indigent  medical  care 

5.  Postgraduate  medical  education 

6.  Campaign  to  pursuade  the  Ameri- 
can people  not  to  spend  their  dol- 
lars foolishly  for  over  the  counter 
drugs 

7.  Cost  of  medical  care  — 3 or  4 year 
study 

8.  Rapidly  expanding  of  American  Re- 
search Corporation 

9.  Legislation 
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10.  General  strategy  — we  are  for 
every  activity  including  legislation 
designed  to  help  those  who  need 
help.  The  opposition  is  for  federal 
aid  regardless  of  their  need  for 
help  — they  stand  for  federal  care 
for  everyone  whether  they  need  it  or 
not. 

As  President-Elect,  I appreciated  the  op- 
portunity of  attending  this  Conference.  The 
knowledge  gained  from  the  various  discus- 
sions will  prove  valuable  and  helpful  in 
planning  the  future  course  of  the  Nebraska 
State  Medical  Auxiliary  — in  accordance 
with  those  objectives  set  up  by  the  National 
Woman’s  Auxiliary  to  the  A.M.A. 

Ruth  M.  Tanner, 
President-Elect. 

Report  on  the  Fall  Executive  Board 
Meeting  (September  19,  1960) — 

The  board  voted  to  recommend  Mrs. 
George  Covey  and  Mrs.  James  Donelan  to 
the  National  Nominating  Committee  for 
consideration  as  representatives  on  the  na- 
tional board. 

A State  Handbook  Recommendation  Com- 
mittee was  appointed  to  study  the  possibility 
of  a state  handbook.  New  national  hand- 
books are  available  at  our  national  office  for 
50c  each,  and  copies  were  purchased  for  our 
state  officers  as  recommended. 

The  proposed  resolutions  and  revisions  in 
the  constitution  and  by-laws  will  be  pub- 
lished in  the  March  issue  of  the  Nebraska 
State  Journal. 

An  outline  for  the  Gems  program  as  car- 
ried out  in  the  Adams  County  Auxiliary  can 
be  obtained  from  Mrs.  Kuehn,  State  Safety 
chairman. 

According  to  our  national  Health  Careers 
Chairman,  Mrs.  Rapee,  there  is  no  national 
policy  on  cooperating  with  the  national 
league  of  nurses  program,  “Future  Nurses 
Clubs.”  We  may  cooperate  as  much  as  is 
locally  desirable.  It  is  not  necessary  to  turn 
over  to  them  the  clubs  we  have  sponsored  in 
the  past.  Therefore,  when  our  auxiliaries 
are  asked  to  sponsor  future  nurses  clubs  be- 
ing formed  in  our  high  schools,  I believe 
that  decision  should  rest  with  the  local 
group.  The  A.M.A.  News  carried  an  article 
in  July  urging  us  to  continue  our  work  with 
the  N.L.N.,  a non-political  group  made  up 
of  nurses,  members  of  allied  professions  and 


interested  citizens.  “Difference  of  opinion 
may  exist  between  physicians  and  nurses 
about  such  problems  as  health  care  for  the 
aged,  but  they  should  not  interfere  with  co- 
operative efforts  to  help  increase  the  sup- 
ply of  medical  personnel.” 

The  state  legislative  chairman  and  pres- 
ident should  be  kept  informed  of  actions  by 
the  county  legislative  chairmen.  IM  o r e 
money  as  needed  will  be  supplied  to  keep 
county  chairmen  informed  and  to  get  quick- 
er action  when  needed. 

Dr.  Paul  Read,  Chairman  of  our  State  Ad- 
visory Committee,  suggested  that  we  work 
toward  establishing  and  promoting  more 
“Political  Action  Committees.”  These  com- 
mittees are  sponsored  by  the  Chamber  of 
Commerce  which  can  give  you  further  in- 
formation on  subjects  covered,  and  the  way 
in  which  the  groups  are  formed.  We  must 
continue  to  be  better  informed  on  all  legis- 
lative problems,  not  only  those  pertaining 
to  the  nation’s  health. 

Respectfully  submitted, 

Mrs.  Jean  Waddell,  President, 
Nebraska  State  Medical  Auxiliary 

Dawson  County  Medical  Auxiliary — 

The  Dawson  County  Medical  Auxiliary 
concluded  its  1960  programs  with  a book 
review  and  a program  on  Hospital  Man- 
agement. 

Mrs.  Harry  Rickell  reviewed  Mari  San- 
doz’s  ‘Son  of  a Gamblin’  Man,”  at  the  home 
of  Mrs.  0.  P.  Rosenaugh,  in  October.  At 
that  time,  the  group  also  passed  a resolu- 
tion to  take  people  needing  transportation 
to  the  polls  for  the  November  election. 

Mr.  Robert  Hill,  administrator  of  the 
Lexington  Community  Hospital,  spoke  to 
the  auxiliary  about  Hospital  Management 
and  Public  Relations  at  the  November  meet- 
ing with  Mrs.  D.  A.  McGee,  Lexington. 

TUBERCULOSIS  ABSTRACTS 

RESULTS  OF  THE  TREATMENT  OF 

TUBERCULOSIS  BEEORE  AND  SINCE 
THE  INTRODUCTION  OF  CHEMOTHERAPY 

The  prognosis  of  many  forms  of  tuberculosis 
is  greatly  improved  when  at  least  two  dnigs 
are  administered  for  a period  of  eighteen 
months.  Relapse  is  also  less  fi’equent  than  in 
the  prechemotherapy  era. 

The  proper  administration  of  chemotherapy  has 
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led  to  a striking  improvement  in  the  outcome  of 
the  treatment  of  tuberculosis.  If,  however,  pa- 
tients with  active  disease  have  received  inadequate 
chemotherapy,  the  cure  rate  will  be  lower  and  the 
relapse  rate  highei'.  All  new  cases  of  active  tuber- 
culosis, irrespective  of  the  site,  should  receive  com- 
bined continuous  chemotherapy  for  about  18  months 
or  longer.  Bed  rest  is  indicated  during  the  early 
active  phase  and,  in  certain  selected  cases,  surgical 
measures  are  also  necessary. 

Three  antimicrobial  agents  have  proved  to  be  of 
great  value,  namely,  isoniazid,  streptomycin,  and 
para-aminosalicylic  acid  (PAS).  It  is  generally 
agreed  that  these  dnags  should  not  be  prescribed 
alone,  but  should  be  given  in  a combination  of  at 
least  two.  If  any  one  of  them  alone  is  pi’escribed 
to  a patient  with  open  cavitai’y  disease,  the  tubercle 
bacilli  in  the  host  rapidly  develop  resistance  to  the 
drug,  so  that  it  is  no  longer  effective  in  combating 
the  tuberculous  infection.  If,  on  the  other  hand, 
two  or  all  thi-ee  of  the  antimicrobial  agents  are 
given  concurrently,  the  development  of  resistance  by 
tubercle  bacilli  to  the  drugs  administered  is  mark- 
edly delayed,  and  the  diaigs  continue  to  be  effec- 
tive in  combating  the  infection  for  a much  longer 
period. 

ISONIAZID  ESSENTIAL 

.Although  there  is  not  much  difference  in  the  ef- 
fect of  the  different  combinations,  it  is  generally 
agreed  that  isoniazid  should  be  one  of  the  drugs 
given.  It  has  established  itself  as  the  most  power- 
ful agent  in  the  treatment  of  tuberculosis. 

In  assessing  the  results  of  the  modern  treatment 
of  such  a chronic  disease  as  tuberculosis,  we  are 
handicapped  by  the  fact  that  adequate  chemo- 
therapy, as  we  know  it,  has  been  in  use  for  little 
more  than  seven  years  — insufficient  time  for  an 
adequate  long-term  follow-up.  However,  since  re- 
lapses usually  occur  within  a period  of  five  years, 
the  results  here  reported  should  be  a fair  indica- 
tion of  the  ultimate  prognosis. 

Before  antimicrobial  therapy  was  available,  the 
mortality  rate  of  active  pulmonary  tuberculosis  was 
estimated  to  range  from  5 per  cent  in  minimal 
cases  to  20  per  cent  in  moderately  advanced  disease 
and  to  70  per  cent  in  far  advanced.  The  majority 
of  patients  with  persistent  cavitation  died  within 
five  years. 

Modern  treatment  has  resulted  in  a striking  re- 
duction in  mortality  and  relapse  rates.  At  the 
Toronto  Hospital  for  Tuberculosis  we  have 
analyzed  the  results  of  treatment  of  all  patients 
with  active  pulmonary  tuberculosis  who  wei’e  ad- 
mitted to  that  hospital  in  1953,  who  had  sputum 
positive  for  tubercle  bacilli,  who  had  not  been  given 
antimicrobial  therapy  before,  and  who  were  admin- 
istered streptomycin,  isoniazid,  and  PAS  continu- 
ously for  at  least  nine  months.  The  average  dura- 
tion of  triple-dimg  therapy  given  to  the  140  pa- 
tients in  the  series  was  17  months. 

At  the  end  of  five  years,  six  patients  had  died, 
or  4 per  cent  of  the  total.  All  the  deaths  were  in 
the  far  advanced  group.  With  adequate  chemo- 
therapy, and  resectional  surgeiy  where  indicated, 
the  mortality  was  strikingly  reduced  as  compared 
with  the  prechemotherapy  estimates  of  from  5 per 
cent  (minimal)  to  70  per  cent  (far  advanced). 


Of  the  25  cases  of  minimal  tuberculosis  in  the 
series,  100  per  cent  had  attained  inactive  status  by 
the  end  of  two  years,  while  97  per  cent  of  61  mod- 
erately advanced  cases  had  become  inactive  by  the 
end  of  three  years,  and  81  per  cent  of  54  far  ad- 
vanced cases  had  become  inactive  by  the  end  of 
three  years.  (Inactive,  as  defined  by  the  National 
Tuberculosis  Association,  means  that  the  following 
conditions  had  been  met  for  at  least  six  months: 
repeated  examinations  of  the  sputum  or  fasting 
gastric  contents  are  negative  for  tubercle  bacilli  on 
culture;  the  chest  radiographs  have  remained  stable 
in  appearance,  and  there  is  no  evidence  of  cavita- 
tion). It  is  evident  that  if  cases  of  minimal  or 
moderately  advanced  disease  are  adequately  treated 
with  drags,  one  can  be  confident  that  the  process 
will  in  almost  all  cases  become  inactive  within  two 
years.  With  far  advanced  disease,  however,  a fav- 
orable outcome  is  less  certain. 

RELAPSES 

In  an  attempt  to  find  out  how  many  patients 
relapse  after  attaining  an  inactive  status,  125  of 
the  140  cases  were  followed  from  two  to  five  years. 
It  was  found  that  4 per  cent  had  relapsed  in  the 
period  of  follow-up.  In  a series  of  900  cases  treat- 
ed without  chemotherapy,  or  inadequate  chemo- 
therapy, reported  by  the  Veterans  Administration 
Hospital,  Memphis,  Tenn.,  30  per  cent  had  relapsed 
at  the  end  of  three  years.  The  4 per  cent  figure 
has  also  been  reported  by  the  Fitzsimmons  AiTny 
Hospital,  Denver,  for  2,500  patients  adequately 
treated  with  drags  and  followed  from  one  to  five 
years. 

It  must  be  noted  that  the  presence  of  a persistent 
cavity  in  the  lung  is  always  a great  menace  to  the 
patient,  whether  he  has  had  chemotherapy  or  not. 
The  presence  of  a cavity  in  the  lung  that  has  failed 
to  close  after  six  to  eight  months  of  chemotherapy 
is  the  cardinal  indication  for  surgical  resection. 

In  the  Toronto  Hospital  series,  pulmonary  resec- 
tion was  perfonned  in  31  cases,  or  22  per  cent. 
The  resection  was  segmental  in  20  cases;  a lobec- 
tomy was  performed  in  10  cases,  and  a pneumonec- 
tomy in  one  case.  All  these  surgically  treated 
cases  became  inactive;  there  were  no  deaths,  but 
one  relapse  occurred. 

Adequate  chemothery  in  bone  and  joint  tuber- 
culosis has  resulted  in  a marked  reduction  in  mor- 
tality, more  rapid  subsidence  of  active  disease,  de- 
crease in  length  of  hospital  stay,  and  marked  re- 
duction in  relapse  rate.  Nearly  half  the  cases  are 
discharged  with  movable  joints. 

Four  groups  of  cases  of  renal  tuberculosis  have 
been  followed.  In  the  first  group  of  82  patients 
who  had  neither  chemotherapy  nor  nephrectomy, 
58  per  cent  died  of  tuberculosis.  In  the  next  gi'oup 
of  347  cases  treated  by  nephrectomy  but  without 
chemotherapy,  46  per  cent  died  of  tuberculosis.  In- 
adequate chemotherapy  in  175  cases  led  to  a mod- 
erate reduction  of  mortality,  but  in  the  last  group 
of  163  cases,  adequate  chemotherapy  resulted  in 
a striking  reduction  in  the  mortality  to  1 per  cent 
and  a relapse  occurred  in  only  1 per  cent  of  this 
group. 

SUMMARY 

The  outcome  of  modern  treatment  has  been  com- 
pared with  that  before  the  use  of  chemotherapy. 


42 


Nebraska  S.  M.  J- 


Although  the  follow-up  period  is  not  long  enough 
for  final  assessment,  it  is  evident  that  combined 
continuous  administration  of  isoniazid  with  PAS 
or  with  streptomycin,  or  all  three  drugs,  for  18 
months  or  longer,  has  resulted  in  a striking  re- 
duction in  the  mortality  rate  and  improvement  in 
the  relapse  rate. 

- H.  E.  Pugsley,  M.D.  : E.  A.  Allen,  M.B.,  Ch.B.  ; O.  T. 
Cheung,  M.B.  ; H.  S.  Coulthard,  M.  B.,  and  G.  L.  Gale. 
M.B.,  The  Canadian  Medical  Association  Journal.  August 
27,  1960. 

DOCTOR  — Does  your  wife  like  to 
read  the  Auxiliary  news?  Then  be  sure 
and  take  your  copy  home. 


It's  your  professional  privilege 
to  replenish  your  ranks  . . . 

Give  to 

medical  education 
through  AMEF 

American  Medical 
Education  Foundation 

535  N.  Dearborn  St,  Chicago  10,  III. 


A GOOD  BUY  IN 
PUBLIC  RELATIONS 


Today’s  Health  is  published 

for  the  American  Family  by  the 

American  Medical  Association 

GIVE  GIFT  SUBSCRIPTIONS 

to  your  patients  and  friends 

Today’s  Health  - AMA 
535  N.  Dearborn  Street 
Chicago  TO,  Illinois 

Please  enter  the  following  subscription: 
Q 2 YEARS  $5.00  []]  1 YEAR  $3.00 

(u.s.,  u.s.  POSSESSIONS  & Canada) 

Nome 

Address 

City Zone State 

Please  Print— Use  separate  sheet 

for  additional  names.  SJ 


ORGANIZATIONS.  NATIONAL 


American  Academy  of  General  Practice 
Mr.  Mac  F.  Cahal 
Volker  at  Brookside 
Kansas  City  12,  Missouri 


American  Heart  Association 
Mr.  Rome  A.  Betts,  Secy. 
44  East  23rd  Street 
New  York  10,  New  York 


American  Academy  of  Pediatrics 
E.  H.  Christopherson,  Secy. 
1801  Hinman  Ave. 

Evanston,  Illinois 


American  Hospital  Association 
Mr.  M.  J.  Norby,  Secy. 

840  Lake  Shore  Drive 
Chicago  11,  Illinois 


American  College  of  Obstetricians  & Gynecologists  American  Society  of  Anesthesiology 
Mr.  D.  F.  Richardson,  Secy.  J.  E.  Remlinger,  Secy. 

79  West  Monroe  802  Ashland  Ave. 

Chicago  3,  Illinois  Wilmette,  Illinois 


American  College  of  Physicians 
Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Secy. 
4200  Pine  St. 

Philadelphia  4,  Pennsylvania 

American  College  of  Radiology 
Mr.  W.  C.  Stronach 
20  North  Wacker  Drive 
Chicago  6,  Illinois 

American  College  of  Surgeons 
Michael  L.  Mason,  Secy. 

40  East  Erie  Street 
Chicago  11,  Illinois 

American  Diabetes  Association 
E.  Paul  Sheridan,  Secy. 

1 East  45th  Street 
New  York  17,  New  York 


American  Society  of  Internal  Medicine 
Mr.  R.  L.  Richards,  Secy. 

350  Post  Street 

San  Francisco,  California 

The  American  Society  of  Clinical  Pathologists 
Mr.  Claude  E.  Wells,  Executive  Secy. 

445  North  Lake  Shore  Drive 
Chicago  11,  Illinois 

American  Medical  Association 

F.  J.  L.  Blasingame,  Executive  Vice  Pres. 
535  North  Dearborn  Street 
Chicago  10,  Illinois 

Arthritis  and  Rheumatism  Foundation 
Floyd  B.  Odium,  Chairman 
10  Columbus  Circle,  New  York  19,  N.Y. 
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ORGANIZATIONS,  STATE 


Alcoholics  Anonymous 
1345  N Street,  Lincoln 
American  Red  Cross 

W.  J.  Frenzel,  State  Representative 
2631  Garfield,  Lincoln 
Cerebral  Palsy  Association  of  Nebraska 
Mrs.  Ben  H.  Cosdery 
201  South  Elmwood  Road,  Omaha 
Creighton  University  School  of  Medicine 
Richard  Egan,  Dean 
302  North  14th 
Omaha,  Nebraska 
Multiple  Sclerosis  Society 
207  Midway  Building 
Lincoln,  Nebraska 
Muscular  Dystrophy  Society 
Mrs.  Mar\nn  Traeger,  President 
Fairbury,  Nebraska 
National  Foundation,  Inc. 

Clinton  Belknap 
1044  Stuart  Building 
Lincoln,  Nebraska 

Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 
Lloyd  E.  Skinner,  President 
Box  2,  Elmwood  Station,  Omaha  6,  Nebraska 

Nebraska  Association  of  Pathologists 
Donald  Max  Fitch,  Secy.-Treas. 

University  of  Nebraska  Hospital 
Omaha,  Nebraska 

Nebraska  Blue  Cross-Blue  Shield 
Joseph  Burger,  Executive  Director 
518  Kilpatrick  Building 
Omaha,  Nebraska 

Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

402  Lincoln  Liberty  Life  Building 
Lincoln,  Nebraska 

Nebraska  Chapter 

American  College  of  Physicians 

E.  M.  Walsh,  M.D.,  Governor  of  Nebr.  Chap. 
5002  Dodge 
Omaha,  Nebraska 

Nebraska  Chapter 
American  College  of  Surgeons 
Dwight  Cherry,  M.D.,  Secy. 

921  Stuart  Building 
Lincoln,  Nebraska 

Nebraska  Chapters 
National  Cystic  Fibrosis  Foundation 
Douglas  County  Chapter 
Miss  Marlene  Lorch,  Secretary 
University  of  Nebraska  Hospital 
Omaha,  Nebraska 
Lancaster  County  Chapter 
Mrs.  Alvin  Morris,  Secretary 
3400  North  69th  Street,  Lincoln 

Nebraska  Division 
American  Cancer  Society 
Braxton  Tewart,  Executive  Director 
4201  Dodge 
Omaha,  Nebraska 

Nebraska  Eye,  Ear,  Nose  & Throat  Society 
G.  T.  Alliband,  M.D.,  Secy. 

1020  Medical  Arts  Building 
Omaha,  Nebraska 


Nebraska  Heart  Association 

Carl  Marxer,  Executive  Director 
4202  Harney 
Omaha,  Nebraska 

Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
512  South  13th  Street 
Lincoln,  Nebraska 

Nebraska  Pharmaceutical  Association 
Miss  Cora  Mae  Briggs,  Executive  Secy. 

414  Federal  Seccrities  Building 
Lincoln,  Nebraska 

Nebraska  Psychiatric  Institute 
602  South  44th  Avenue,  Omaha 
Nebraska  Public  Health  Association 

E.  A.  Rogers,  M.D.,  M.P.H.,  President 
State  Capitol  Building 

Lincoln  9,  Nebraska 

Nebraska  Radiological  Society 
Ronald  E.  Waggener,  M.D.,  Secy.-Treas. 
University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 

Nebraska  Society  for  Crippled  Children 
S.  Orson  Perkins,  Director 
402  South  17th 
Omaha,  Nebraska 

Nebraska  Society  of  Internal  iMedicine 
Harold  N.  Neu,  M.D.,  President 
324  City  National  Bank  Building 
Omaha,  Nebraska 

Nebraska  State  Dental  Association 

F.  A.  Pierson,  D.D.S.,  Secy. 

1112  Federal  Securities  Building 
Lincoln,  Nebraska 

Nebraska  State  Department  of  Health 
E.  A.  Rogers,  M.D.,  Director 
State  Capitol  Building 
Lincoln,  Nebraska 

Nebraska  State  Medical  Association 
M.  C.  Smith,  Executive  Secy. 

1315  Sharp  Building 
Lincoln  8,  Nebraska 

Nebraska  State  Nurses  Association 
Mrs.  Zelda  Nelson,  Executive  Director 
303  Merchants  National  Building 
Omaha,  Nebraska 

Nebraska  State  Obstetrics  & Gynecology  Society 
Morris  Grier,  M.D.,  Secy. 

828  Medical  Arts  Building 
Omaha,  Nebraska 

Nebraska  Tuberculosis  Association 
Delmer  Serafy,  Eexecutive  Secy. 

406  W.O.W.  Building,  Omaha,  Nebraska 
Omaha,  Nebraska 

Omaha  Mid-West  Clinical  Society 
1031  Medical  Arts  Building 
Omaha,  Nebraska 

POISON  CONTROL  CENTER 
Childrens  Memorial  Hospital 
502  South  44th  Street,  Omaha 

University  of  Nebraska  College  of  Medicine 
J.  P.  Tollman.  M.D.,  Dean 
42nd  and  Dewey 
Omaha,  Nebraska 
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HERMAN  JAHR  DIES 

For  fourteen  years,  January  1938  to 
March  1952,  Herman  M.  Jahr  served  faith- 
fully and  efficiently  as  Editor  of  the  Ne- 
braska State  Medical  Journal.  It  came  as  a 
surprise  and  shock  when  he  tendered  his 
resignation  “because  of  ill  health.”  Some- 
how, it  always  seems  that  good  things  are 
going  to  last  forever. 

Doctor  Jahr  was  a well-known  figure  on 
the  University  campus,  beginning  as  a stu- 
dent, and  later,  as  a graduate  of  the  college 
and  a prominent  faculty  member. 

Born  in  Austria  in  1894,  Doctor  Jahr  died 
on  Wednesday,  November  30th,  after  suffer- 
ing a heart  attack  earlier  in  the  month. 

He  received  his  B.Sc.  degree  from  the  Uni- 
versity of  Arkansas  in  1921  and  was  gradu- 
ated from  the  College  of  Medicine  in  1923. 
He  also  attended  the  University  of  Missouri 
and  Creighton  University. 

After  interning  at  Methodist  Hospital  (in 
Omaha),  Doctor  Jahr  seiwed  a residency  at 
Mt.  Sinai  Hospital  in  New  York.  He  re- 
turned to  Omaha  in  1926,  accepting  a first 
appointment  to  the  faculty  of  the  College 
of  Medicine  as  Clinical  Assistant  in  Pedi- 
atrics. 

He  rose  within  the  department  to  become 
its  chairman  in  1949.  Holding  this  post  for 
seven  5mars,  he  remained  as  professor  of 
pediatrics  after  he  relinquished  the  chair- 
manship in  1956. 

At  the  time  of  his  death.  Doctor  Jahr  was 
a Senior  Consultant  in  Pediatrics,  and  Re- 
search Pediatrician  in  the  Department  of 
Neurology  and  Psychiatry. 

The  latter  position  enabled  him  to  spend 
considerable  time  pursuing  an  interest  in 
mental  retardation. 

He  was  a member  of  Alpha  Omega  Alpha, 
national  medical  honorary,  and  as  a well- 
known  Omaha  pediatrician,  was  affiliated 
with  Methodist,  Clarkson,  Douglas  County, 
and  Childrens  Memorial  Hospitals.  He  was 
also  Chairman  of  the  Medical  Staff  at  the 
Children’s  Rehabilitation  Center. 


Doctor  Jahr  also  held  the  position  of  Edi- 
tor of  the  Journal  of  the  Omaha  Mid-West 
Clinical  Society  for  a number  of  years  and 
continued  this  service  until  the  time  of  his 
death. 

Doctor  Herman  M.  Jahr  will  be  long  re- 
membered by  the  profession  of  our  State, 
personally,  professionally,  and  for  his  faith- 
ful service  to  medicine. 

TOO  MUCH  SLAG;  TOO  LITTLE  GOLD 

What  are  some  of  the  attributes  of  a good 
researcher?  It  seems  that  intelligence  must 
be  the  first  requisite,  but  intelligence  alone 
will  not  fill  the  bill.  Such  a person  must 
have  a highly  developed  imagination  com- 
bined with  the  inquisitiveness  and  energy 
that  compel  him  to  search  for  the  truth.  He 
must  possess  the  quality  of  perseverance, 
even  in  the  face  of  grave  obstacles,  and  he 
must  be  able  to  reason  objectively,  without 
bias,  from  cause  to  effect.  The  researcher 
must  not  be  merely  a job-seeker  looking  for 
security  and  a good,  steady  salary. 

It  should  not  be  concluded  that  some  po- 
tentially good  researchers  may  not  be  de- 
terred, by  lack  of  financial  support,  from 
entering  this  field ; persons  who  could, 
through  government  aid,  do  that  for  which 
they  are  eminently  qualified.  It  is  suggest- 
ed that,  on  the  other  hand,  financial  gain 
and  secure  jobs  may  induce  many  unquali- 
fied persons  into  a field  which  they  should 
not  enter. 

Upon  looking  back,  one  must  admit  that 
some  of  our  most  world-shaking  research  in 
medical  science  has  been  done  under  most 
adverse  conditions  as  to  time,  equipment, 
and  financial  support.  Instances  familiar  to 
all  are  those  of  Pasteur  and  of  Marie  and 
Pierre  Curie. 

There  is  an  old  saw  about  not  being  able 
to  make  a silk  purse  out  of  a sow’s  ear. 
This  idea  applies  to  any  effort  to  make  a 
successful  research  worker  of  a person  who 
does  not  possess  the  attributes  so  necessary 
to  eminence  in  this  field. 

Almost  unlimited  funds  from  the  Federal 
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Government  may  have  evil  effects  on  future 
medical  research.  The  worst  of  these,  the 
one  discussed  above,  is  to  draw  persons  into 
this  field,  not  from  their  ability  to  investi- 
gate, but  to  obtain  good  jobs  with  the  se- 
curity of  a constant  source  of  income. 

It  is  quite  likely,  also,  that  private  con- 
tributions toward  support  of  research  may 
be  discouraged  as  public  money  flows  in. 
There  has  been,  in  more  recent  years,  an 
increasing  tendency  for  individuals  and 
gi’oups  to  donate  in  support  of  research.  Not 
only  foundations,  but  business  corporations 
and  many  other  gi’oups  have  given  with  in- 
creasing generosity.  A fair  example  is  the 
Life  Insurance  Medical  Research  Fund.  This 
gi’oup,  supported  by  138  member  life  insur- 
ance companies  of  the  United  States  and 
Canada,  has  given  a total  of  $12,500,000 
since  it  was  established  in  1945.  Their 
gi’ants  have  gone  to  research  programs,  re- 
search fellowships  — to  scientific  investiga- 
tions in  universities,  medical  colleges,  and 
hospitals.  Over  $1  million  was  granted  in 
1960.  Public  interest  and  sympathy  toward 
medical  research  may  not  be  necessary  but 
is  highly  desirable. 

According  to  a study  conducted  under  the 
chairmanship  of  President  Boisfeuillet  Jones 
of  Emory  University,  the  impact  of  the  out- 
pouring of  government  funds  to  promote  and 
support  medical  research  has  resulted  in  a 
marked  decrease  in  funds  supplied  by  pri- 
vate philanthropy.  This  has  been  coinci- 
dent with  a rise  in  government  appropria- 
tions through  the  National  Institutes  of 
Health  from  $3  million  in  1940  to  $400  mil- 
lion in  1960.  Where  ^^dll  this  situation  lead 
us?  Perhaps  to  a wasteful  inefficiency  and 
loss  of  true  investigative  attitudes.  It  seems 
certain  to  forecast  governmental  subsidy 
with  its  consequent  governmental  control  of 
the  major  portion  of  medical  research.* 

Such  a situation  is  undesirable.  Certain- 
ly, our  Federal  Government  should  promote 
and  support  investigation  in  medical  fields, 
but  the  process  of  gi-anting  this  support 
should  be  based  upon  requests  from  well 
qualified  persons  for  projects  which  are 
worthy,  to  aid  people  who  have  the  true  in- 
vestigative personality  and  training.  Pro- 
miscuous pouring  of  money  into  the  hopper 
is  unlikely  to  produce  top-grade  results.  We 
do  not  need  a massive  output  of  mediocre 
research  in  the  hope  of  turning  up  some- 
thing of  value.  There  may  be  too  much  slag 
and  too  little  gold  in  this  process. 


*After  this  was  written,  the  July- 
December  issue  of  The  Bulletin  for  Med- 
ical Research  arrived.  One  of  the  fea- 
tured articles  (Federal  Regulation  of 
Research)  denounces  a “proposal  to  po- 
lice medical  and  biological  research — a 
bill,  S3570,  to  regulate  the  use  of  experi 
mental  animals — and  thereby  nearly  all 
phases  of  medical  research.”  This  would 
be  accomplished  by  the  Federal  Govern- 
ment through  the  department  of  Health, 
Education  and  Welfare.  It  is  thought 
this  or  a similar  bill  will  be  reintro- 
duced in  the  next  Congress. 


THE  DELEGATES’  REPORT 

The  report  of  Nebraska’s  delegates  to  the 
American  kl  e d i c a 1 Association,  together 
with  recommendations  based  upon  the  items 
reported,  may  be  found  as  the  first  item  un- 
der “Organization  Section.”  This  report 
covers,  in  a very  thorough  manner,  the  ac- 
tions of  the  A.M.A.  House  of  Delegates  dur- 
ing the  recent  Clinical  Session  held  in  Wash- 
ington, D.C. 

The  delegates’  report  is  printed  follow- 
ing each  meeting  of  the  A.M.A.  so  that  every 
member  may  have  accurate  infonnation 
about  all  actions  of  our  policy-making  body 
and  there  is  no  one  more  able  to  tell  this 
story  than  the  delegates  themselves.  Fur- 
thermore, the  recommendations  to  our  State 
Association,  based  upon  the  actions  report- 
ed, are  important  to  us.  They  are  especially 
important  to  members  of  our  House  of  Dele- 
gates. It  is  strongly  urged  that  each  mem- 
ber study  this  report  and  the  recommenda- 
tions appended  thereto  before  our  interim 
session  to  be  held  on  February  19,  1961. 


Loss  of  Hearing  a Leading  Disability — 

According  to  Pafto'ns  of  Disease,  loss  of 
hearing,  a condition  that  afflicts  nearly  six 
million  Americans,  is  the  leading  physical 
disability  in  this  country. 

Patterns  states  there  are  an  estimated  24 
million  disabilities  among  persons  in  the 
United  States,  excluding  those  in  institu- 
tions. Of  these  disabilities,  25  per  cent  are 
some  degi'ee  of  deafness.  It  is  interesting 
that  a relatively  small  number  — 109,000  — 
can  be  considered  totally  deaf. 
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Pneumonia 

CAUSED  BY 

Nocar  dia 
Asteroid  es 

A Case  Report 

Fungous  infections  of  the  chest, 
while  not  uncommon,  are  over- 
looked unless  particular  atten- 
tion is  paid  to  special  diagnostic  methods. 
It  is  the  purpose  of  this  paper  to  report 
briefly  a case  of  Nocardia  asteroides  pneu- 
monitis. This  case  is  interesting  from  two 
points:  first,  the  history  did  not  suggest 
an  unusual  variety  of  pneumonitis;  and  sec- 
ond, the  apparent  excellent  response  to  ther- 
apy. 

A sixty-four-year-old  man  was  admit- 
ted to  Veterans  Administration  Hospit- 
al, Lincoln,  Nebraska,  on  March  6, 
1959.  Two  weeks  prior  to  admission 
he  had  had  an  upper  respiratory  infec- 
tion and  sore  throat.  Thereafter,  he 
felt  weak,  giddy,  and  nauseated.  A 
cough  developed  which  produced  about 
one  cup  of  grayish-blackish  sputum  per 
day.  There  was  no  hemoptysis. 

On  admission,  the  temperature  was 
normal.  He  appeared  moderately  acute- 
ly ill.  There  was  a slight  lag  of  respir- 
atory movement  of  the  left  hemithorax. 
Breath  sounds  were  decreased,  and 
there  was  flatness  to  percussion  in  the 
left  upper  chest  posteriorly  and  later- 
ally. No  rales  could  be  heard.  The 
heart  was  normal,  except  for  a rate  of 
128.  Blood  presure  was  102  mm.  of 
mercury,  systolic  and  68  diastolic.  The 
remainder  of  the  examination  was  es- 
sentially normal. 

White  blood  count  on  admission  was 
22,300  with  81  per  cent  poljmiorphonu- 
clears.  A film  of  the  chest  showed  a 
marked  consolidation  of  the  left  upper 
lobe,  of  confluent  nature  (figure  1). 
An  electrocardiogram  was  abnormal,  in- 
dicating nonspecific  myocardial  dam- 
age. 
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The  sputum  smear  showed  numerous 
fine  mycellial  elements  on  acid  - fast 
stain.  Culture  subsequently  identified 
the  organism  as  Nocardia  asteroides. 

Although  afebrile  on  admission,  by 
3-11-59  the  patient  had  developed  an 
erratic,  spiking  temperature  curve.  He 
was  given  sulfadiazine,  3 gm.  four 
times  per  day  beginning  on  3-16-59. 
This  resulted  in  a serum  sulfadiazine 
level  of  approximately  20  mg.  per  100 
ml.  In  addition,  he  was  given  a broad 
spectrum  antibiotic.  Subsequently  the 
sulfadiazine  dosage  was  adjusted  to 
maintain  the  serum  level  at  15-20  mg. 
per  100  ml. 

Fever  subsided  within  a day  or  so 
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after  beginning  sulfonamide  therapy. 
Sputum  production  steadily  decreased. 
He  gained  strength  and  his  appetite  im- 
proved. By  April  15,  1959  the  chest 
film  showed  marked  clearing  of  the  in- 
filtration (figure  2). 


He  was  discharged  on  i\Iay  27,  1959, 
feeling  markedly  improved.  Sulfadia- 
zine was  continued,  one  gram  four 
times  daily,  since  this  seemed  to  main- 
tain a blood  level  of  15  mg.  per  100  ml. 
or  higher. 

At  monthly  intervals,  he  was  re- 
checked. The  high  serum  sulfonamide 
level  was  maintained  for  approximately 
four  months.  The  dose  was  then  re- 
duced so  as  to  maintain  a level  of  from 
5-10  mg.  per  100  ml.  Although  no  evi- 
dence of  metastatic  abscess  developed, 
it  was  decided  arbitrarily  to  keep  him 
on  sulfadiazine  for  a total  of  one  year. 
This  was  done  uneventfully. 

A chest  film,  after  one  year  of  treat- 
ment, showed  minimal  fibrosis  in  the 
left  upper  lobe  with  no  evidence  of  ac- 
tive disease  (figure  3).  All  other  lab- 
oratory data  were  normal.  He  was  dis- 
charged from  care  May  12,  1960,  ap- 
parently recovered.  He  had  resumed 
his  previous  employment  in  September 
1959. 


Discussion 

Nocardia  infections  may  present  a clinical 
picture  which  cannot  be  distinguished  from 
actinomycosis.  However,  the  course  is 
usually  more  fulminating.  Small  pulmonary 
abscesses  frequently  metastasize  to  the 
brain.  The  prognosis  is  generally  poor. 

Fortunately,  culture  is  much  less  difficult 
than  for  actinomycosis.  Nocardia  grow 
readily  on  all  the  usual  laboratory  media, 
under  aerobic  conditions,  and  at  room  or 
incubator  temperatures.  Microscopically,  it 
presents  the  picture  of  gram-postive, 
branching  filaments,  which  usually  take  an 
acid-fast  stain. 

Therapeutically,  penicillin  even  in  doses  of 
20  million  units  per  day,  is  ineffective. 
Sulfonamides,  on  the  other  hand,  are  spe- 
cific. Broad  spectrum  antibiotics  and 
iodides  may  be  needed  to  control  secondary 
infection. 

Summary 

1.  A 64-year-old  man  was  found  to  have 
confluent  left  upper  lobe  pneumo- 
nitis, after  a two  weeks’  vague  his- 
tory of  respiratory  infection. 

2.  Nocardia  asteroides  was  repeatedly 
identified  from  sputum  culture. 

3.  There  was  an  excellent  response  to 
sulfadiazine  treatment,  both  clinically 
and  by  X-ray  examination.  Treat- 
ment w a s arbitrarily  continued  for 
one  year. 
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Furaltadone 

IN  BODY  FLUIDS 


The  fate  and  distribution  of  a 
drug  in  the  tissues  of  the  body 
indicate  not  only  the  site  of  its 
action  but  also  its  possible  therapeutic  ap- 
plication. While  absorption  and  excretion 
are  of  importance  in  the  pharmacodynamics 
of  the  drug,  its  concentrations  in  blood, 
body  fluids  and  tissue  are  key  elements  in 
selecting  the  suitable  agent  for  a particular 
purpose  and  in  deciding  the  best  route  of  ad- 
ministration. It  is  well  known  that  paren- 
teral administration  will  provide  higher 
blood  levels  more  rapidly  and  hence,  more 
significant  tissue  diffusion;  however,  many 
chemotherapeutic  agents  are  more  conveni- 
ently given  per  os  and  some  of  them  are  safe 
only  by  this  route. 

Following  absorption,  some  chemothera- 
peutic agents,  i.e.,  sulfonamides  and  anti- 
biotics, are  bound  in  part  to  plasma  pro- 
teins. The  bound  portion  loses  its  anti- 
bacterial action  and,  therefore,  the  anti- 
bacterial level  of  the  drug  is  measured  in- 
directly by  the  unbound  portion. 

The  degree  of  plasma  protein-binding  of 
a drug  influences  not  only  its  ease  of  diffu- 
sion but  also  its  concentration  in  body  fluids 
such  as  the  cerebrospinal  fluid.  Although 
most  drugs  more  easily  pass  the  inflamed 
meninges  than  when  the  blood-brain  barrier 
is  normal,  their  diffusion  is  irregular  and 
unreliable.  Some  agents,  however,  for  ex- 
ample, sulfonamides  and  chloramphenicol, 
provide  adequate  cerebrospinal  fluid  levels 
under  normal  conditions  after  peroral  ad- 
ministration. 

Maternofetal  circulation  has  particular 
importance  in  the  case  of  drugs  to  detect 
the  concentration  in  blood,  both  in  the  moth- 
er and  in  the  fetus.  It  has  been  found,  for 
instance,  that  some  agents,  such  as  sulfon- 
amides, penicillin,  tetracyclines,  chloram- 
phenicol and  streptomycin,  pass  the  pla- 
cental barrier  and  have  been  detected  in  the 
fetus  at  about  one  half  the  level  found  in 
the  maternal  circulation. 

The  concentration  of  a drug  in  human 
milk  is  studied  not  only  to  determine  any 
activity  in  the  mammary  gland  and  adja- 
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cent  tissues  but  also  to  find  out  the  extent 
of  possible  transmission  to  nursing  infants. 

Furaltadone  is  a new  systemic  antibac- 
terial agent  for  peroral  administration.  It 
has  been  used  extensively  with  good  results 
in  miscellaneous  infections  of  soft  tissues, 
respiratory  tract,  and  others,  in  infants, 
children  and  adults. i*® 

Clinical  studies  have  shown  that  after 
peroral  administration  this  drug  appears 
rapidly  at  demonstrable  levels  in  blood. 
Such  levels,  although  relatively  low,  have 
proved  satisfactory  for  therapeutic  efficacy. 
It  appears  that  maximal  concentrations  oc- 
cur about  4 hours  after  administration  and 
then  decrease  gradually.  With  a single  dose 
of  100  mg.,  average  blood  levels  4 and  8 
hours  later  were  1.54  and  0.64  meg.  per  ml. 
respectively.'^ 

The  urinary  excretion  of  furaltadone  ap- 
pears to  be  relatively  slow.  This  would 
mean  that  the  drug  is  retained  longer  in  the 
body,  thus  producing  a sustained  blood  level. 
Following  a single  dose  of  400  mg.,  the  av- 
erage urinary  excretion  is  7.5  mg.  per  24 
hours,  which  represents  an  average  of  2 per 
cent  of  the  total  daily  dose,  the  greatest  ex- 
cretion apparently  occurring  during  the 
first  4 to  8 hours  after  ingestion.  After 
multiple  doses,  for  example,  every  6 hours, 
the  24-hour  urinary  excretion  varies  be- 
tween 2 and  3.3  per  cent  of  the  total  daily 
dose."^ 

Furaltadone  in  Cerebrospinal  Fluid 

Studies  to  determine  furaltadone  levels  in 
the  cerebrospinal  fluid  were  conducted*  in 

8 patients,  5 of  whom  had  active  or  improv- 
ing meningeal  infections  at  the  time  of  the 
study,  while  3 had  had  lumbar  punctures 
during  the  course  of  diagnostic  studies  for 
mental  retardation.  Age  range  was  from 

9 months  to  6 years. 

The  drug  was  given  perorally  in  a dosage 
of  10  mg.  per  lb.  body  weight  every  6 hours 

^Spectrophotometric  method  available  from  Eaton  Labora* 
tories. 
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(6  received  a single  dose  and  2,  two  doses 
each)  until  the  lumbar  puncture  was  done. 
Simultaneously,  plasma  levels  were  deter- 
mined in  2 of  the  patients,  for  comparison. 


TABLE  1 

FURALTADONE  IN  CEREBROSPINAL 
FLUID  AND  PLASMA 


Timed) 

Cerebrospinal 
Fluid  Level 

Plasma 

Level 

Patienti;  Hr. 

Min. 

(mcg./ml.) 

(meg.  / ml.) 

* 1 - 

0 

30 

0 



* 9 

2 

30 

0.06 



3 

5 



0.86 



4 

3 



0.93 

1.20 

* 5 

9 



0.43 



* 6 

8 



0.74 

1.00 

* 7 

2 



0.47 



8 

0 

45 

0 

— 

Mean  Values 

0.58 

1.10 

*infeeted  meninges 

(1)  The  time  given  represents  hours  and  minutes  after 
the  initial  dose  and  corresponds  to  the  time  at  which 
the  specimen  was  obtained. 

Do.=e:  10  mg.  per  !b.  body  weight,  every  6 hr. 


Table  1 and  figure  1 show  determina- 
tions in  cerebrospinal  fluid  as  compared  to 
plasma  levels  (in  2 cases).  Furaltadone  ap- 
peared in  the  spinal  fluid  after  a slight  de- 
lay at  levels  somewhat  lower  than  those 
found  in  plasma.  The  mean  value  of  fural- 
tadone in  cerebrospinal  fluid  was  0.58  meg. 
per  ml.  as  opposed  to  1.10  meg.  per  ml.  in 
plasma  ^ about  one  half). 


Furaltadone  in  Umbilical  Cord  Blood 

One  specimen  of  plasma  from  the  umbili- 
cal cord  was  obtained  from  each  of  13  in- 
fants, all  of  whom  had  been  delivered  spon- 
taneously after  varying  lengths  of  labor. 
All  mothers  were  reasonably  healthy  and 
came  from  charity  institutions  and  having 
had  various  degrees  of  prenatal  care. 

These  patients  received  furaltadone  in 
doses  of  250  mg.  every  6 hours  until  deliv- 
ery (9  received  a single  dose,  3,  two  doses 
and  1,  three  doses).  The  drug  usually  was 
given  on  an  empty  stomach  without  food 
because  of  the  hazards  involved  with  the  im- 
minent prospect  of  anesthesia.  Even  though 
118  patients  were  used  originally  in  this 
study,  only  13  were  considered  because  only 
in  these  was  the  drug  successfully  admin- 
istered. Labor,  evidently,  increases  mark- 
edly the  incidence  of  vomiting. 

After  the  cord  was  severed,  blood  from 
the  placenta,  prior  to  expulsion,  was  allowed 
to  drip  into  sterile  tubes.  Maternal  plasma 
was  also  collected  simultaneously  from  5 of 
the  13  patients,  for  comparison. 

Table  2 and  figure  2 show  determinations 
in  umbilical  cord  blood,  as  compared  with 
plasma  levels  (in  5 cases).  From  these 
studies,  it  appears  that  furaltadone  crosses 
the  placenta  after  a slight  delay,  but  does 
not  reach  the  levels  found  in  maternal  plas- 
ma. The  mean  value  of  the  cord  plasma 


Fig.  I Furaltadone  in  Cerebrospinal  Fluid 


Plasma 
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TABLE  2 

FURALTADONE  IN  UMBILICAL  CORD 
AND  MATERNAL  PLASMA 


Time(  1 ) 

Cord  Plasma 
Level 

Maternal 
Plasma  Level 

Patients 

Hr. 

Min. 

(mcg./ml.) 

(mcg./ml.) 

1 

5 

36 

0.38 



2 

12 

10 

1.00 



3 

7 

6 

0.60 

0.93 

4 

4 

35 

0.46 



5 

2 

15 

0.30 

— — — 

6 

5 

20 

0.73 



7 

0 

45 

0 

0.20 

8 ___ 

1 

20 

0 



9 - 

3 

15 

0.26 



10 

6 

40 

1.10 

1.07 

11 

8 

10 

0.82 

0.99 

12 

1 

30 

0.15 

0.62 

13 

2 

10 

0.58 



Mean  Values 

0.50 

0.74 

<1>  The  time  given  represents  hours  and  minutes  after 
the  initial  dose  and  corresponds  to  the  time  at  which 
the  specimen  was  obtained. 

Dose:  250  mg.  every  6 hr. 


level  was  0.5  meg.  per  ml.,  about  three 
fourths  that  of  maternal  plasma  (0.74  meg. 
per  ml). 

Furaltadone  in  Human  Milk 

Twenty-three  samples  of  breast  milk  were 
obtained  from  12  patients  (2  to  5 days  post- 
partum) following  peroral  administration  of 
furaltadone  (1  sample  from  eaeh  of  6 pa- 
tients, 4 from  1 patient,  3 from  eaeh  of  3 
patients  and  2 from  eaeh  of  2 patients). 


The  drug  was  given  in  a dose  of  250  mg. 
with  milk,  every  6 hours.  No  eomplaints 
were  made  by  11  of  the  12  patients,  and 
only  1 eomplained  of  heartburn  shortly  after 

TABLE  3 


FURALTADONE  IN  HUMAN  MILK 


Speci 

i-  Time(  1 ) 

Breast  Milk 
Level 

Plasma 

Level 

Patient 

men 

Hr. 

Min. 

mcg./ml. 

mcg./ml. 

1 

25 

15 

1.22 



2 

21 

15 

1.25 

3 

25 

0 

1.62 

4 

- ) a 

22 

0 

0.38 

(b 

25 

0 

2.38 



5 _ . 

- f a 

10 

0 

0.33 

0.58 

J b 

14 

0 

2.23 

1 c 

17 

15 

*** 

Id 

33 

15 

0.55 



6 

10 

0 

1.73 

0.85 

7 

1 a 

14 

0 

4.80 

1.00 

( b 

17 

15 

2.70 

Ic 

33 

15 

4.50 



8 

- f a 

10 

0 

0.75 

1.00 

i b 

17 

15 

1.25 

Ic 

33 

15 

1.40 



9 

10 

0 

2.04 

1.55 

10 

. _ ) a 

13 

0 

1.70 

0.85 

(b 

17 

45 

2.38 



11 

1 a 

13 

15 

1.40 

0.95 

i b 

17 

15 

1.45 

Ic 

33 

0 

2.00 



12 

10 

0 

1.25 

0.43 

Mean  Values 

♦ — negligible 

(1)  The  time  given  represents 

1.71  0.90 

hours  and  minutes  after 

the 

initial 

dose  at 

which  the  specimen  was 

obtained. 

D;)se:  250  mg. 

every  6 

hr. 

Fig.  2 Furaltadone  in  Umbilical  Cord  and  Maternal  Plasma 
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taking  the  drug;  there  was  no  vomiting  or 
nausea  in  this  gi’oup  of  patients. 

Shortly  before  obtaining  the  specimen  of 
milk,  8 of  these  patients  were  subjected  to 
venipuncture  to  determine  simultaneous 
plasma  concentrations.  An  ordinary  breast 
pump  was  used  to  obtain  the  first  5 to  10 
cc.  of  milk. 


Table  3 and  figure  3 show  determinations 
in  breast  milk  as  compared  to  plasma  levels 
(in  8 cases).  Figure  4 shows  serial  deter- 
minations of  the  drug  excretion  in  human 
milk.  In  general,  this  study  indicates  that 
furaltadone  concentrations  in  human  milk 
are  considerably  higher  than  those  found  in 
plasma,  suggesting  that  the  human  mam- 
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Fig. 4 Serial  Determination  of  Furaltadone 
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mary  gland  excretes  this  drug.  Although 
there  was  considerable  variation  in  these 
levels,  they  were  usually  twice  those  of  plas- 
ma. The  mean  concentration  of  furaltadone 
in  these  23  milk-specimens  was  1.71  meg. 
per  ml.  whereas  the  mean  plasma  level  was 
0.9.  One  patient  showed  a fourfold  higher 
level  of  the  drug  in  milk  than  in  the  plasma. 

Conclusions 

Clinical  studies  were  conducted  to  deter- 
mine concentrations  of  furaltadone,  a new 
systemic  antibacterial  agent,  after  its  peror- 
al administration,  in  cerebrospinal  fluid 
(8  patients),  in  umbilical  cord  blood  (13  in- 
fants), and  in  human  milk  (12  puerperal 
patients). 

In  spinal  fluid,  the  drug  appeared  at  de- 
monstrable concentrations,  after  a slight  de- 
lay, somewhat  lower  (about  one  half)  than 
in  plasma. 

Umbilical  cord  studies  showed  that  fural- 
tadone crosses  the  placental  barrier,  also 
after  a slight  delay,  and  appears  in  the  fetal 
circulation  at  levels  about  three  fourths 
those  of  maternal  plasma. 


In  human  milk,  the  drug  was  found  at 
concentrations  considerably  higher,  usually 
twice  that  of  plasma,  suggesting  excretion 
of  this  drug  by  the  mammary  gland. 
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“Because  the  large  number  of  patients  under  treatment  with 
steroid  drugs  represents  an  equally  large  number  of  patients  who 
are  exposed  to  the  dangers  of  this  treatment,  it  is  necessary  to 
stress  the  need  for  caution  in  the  use  of  these  powerful  and  effective 
remedies.”  (From  an  editorial  in  the  New  York  State  J.  Med., 
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T richobezoar 

Report  of  TWO  CASES, 

ONE  CAUSING  INTESTINAL  OBSTRUCTION 


TRICOBEZOAR  is  a rare  condi- 
tion and  especially  unusual  as  a 
cause  of  intestinal  obstruction. 
Since  the  diagnosis  is  often  not  entertained 
prior  to  surgery,  two  cases  of  trichobezoar, 
one  with  the  unusual  complication  of  lower 
intestinal  obstruction,  are  presented  along 
with  a brief  review  of  the  literature. 

The  word  “bezoar”  refers  to  a concretion 
in  the  stomach  or  intestine  and  is  thought 
to  have  originated  from  the  Arabian  “bad- 
zehr”  or  the  Persian  “padzahr,”  both  of 
which  mean  an  antidote.  In  the  twelfth 
century,  bezoars  were  used  for  a number  of 
maladies  such  as  poisoning,  snake  bites,  epi- 
lepsy, leprosy,  and  even  plague.  So  valuable 
were  these  “cure-all”  materials  that  coun- 
terfeits were  made  and  criteria  established 
to  distinguish  the  genuine  article.^ 

Bezoars  are  classified  according  to  the 
material  involved:  trichobezoar  (hair),  tri- 
chophytobezoar  (hair  ball  and  vegetable  fi- 
bers), phytobezoar  (ball  of  vegetable  fiber), 
and  concretion  (shellac).  Of  these  various 
types,  trichobezoar  appears  to  be  the  most 
common.  DeBakey  and  Ochsner,i  in  a com- 
prehensive review  of  the  world  literature  in 
1938,  collected  311  cases  of  bezoar  of  which 
172  were  trichobezoars  (55.3%).  LevP 
enumerated  231  cases  of  trichobezoar  includ- 
ing one  of  his  own.  The  two  cases  reported 
here  bring  the  total  to  233. 

Report  of  Cases 

Case  1.  This  four-year-old  white 
girl  was  admitted  to  Childrens  Memori- 
al Hospital,  Omaha,  Nebraska,  on  Au- 
gust 4,  1959,  with  the  history  of  nausea 
and  vomiting  of  12  hours  duration. 
There  was  no  history  of  temperature 
elevation,  anorexia,  weight  loss,  abdom- 
inal pain,  or  irritability. 

The  child’s  growth  and  development 
appeared  to  be  within  normal  limits. 
After  the  diagnosis  was  made,  the 
mother  gave  the  infonnation  that  the 
child,  between  the  ages  of  two  and  three 
years,  had  had  the  habit  of  pulling  and 
eating  her  hair.  There  had  been  no 
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other  complaints  of  behavior  disorder 
or  emotional  disturbance  and  the  tri- 
chophagia  had  subsided  spontaneously. 
Both  parents  were  living,  in  good 
health,  and  felt  their  family  life  to  be 
satisfactory.  There  was  one  sibling, 
nine  months  old,  living  and  apparently 
well. 

On  admission  the  child  appeared  to  be 
well  developed,  moderately  dehydrated 
and  acutely  ill.  She  was,  however,  alert 
and  cooperative.  The  abdomen  was  soft 
and  no  mass  was  palpated.  Bowel 
sounds  were  well  heard.  Rectal  exam- 
ination was  not  done.  Other  physical 
findings  were  within  normal  limits. 

Routine  blood  studies  were  unremark- 
able. The  urine  contained  acetone  and 
diacetic  acid.  Serum  sodium  was  120 
mEq/L,  potassium  7.6  mEq/L,  and  CO, 
combining  power  was  13.8  mM/L. 

On  admission  the  patient  was  thought 
to  have  acute  gastroenteritis  and  was 
treated  with  phenothiazine  suppositories 
and  oral  electrolyte-glucose  solution. 
Twenty-four  hours  after  admission,  be- 
cause of  persistent  vomiting  and  pro- 
gressive dehydration,  intravenous  fluids 
were  given.  The  X ray  of  the  abdomen 
(fig.  1)  done  at  this  time  revealed  con- 
siderable distention  of  the  small  bowel 
accompanied  by  a fluid  level.  There 
was  a mottled  radiopacity  interspersed 
with  areas  of  gas  in  the  right  abdomen 
and  a dumbbell  shaped  area  of  soft  tis- 
sue density  measuring  3.0  by  1.5  cm.,  in 
the  right  abdomen.  This  was  interpret- 
ed as  evidence  of  intestinal  obstruction 
in  the  region  of  the  lower  ileum.  The 
dumbbell  shadow  was  thought  to  be 
due  to  some  impaction  of  foreign  ma- 
terial in  the  terminal  ileum.  Operation 
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Figure  1.  Pr^perative  X ray  (case  1)  showing  fluid 
levels.  The  outline  of  the  Trichobezoar  (arrow)  has  been 
slightly  retouched. 

was  performed  on  the  second  hospital 
day,  after  adequate  hydration,  and  at 
this  time  a trichobezoar  measuring 
about  3 cm.  in  length  and  5 cm.  in 
width  was  found  in  the  lower  ileum 
causing  complete  obstruction.  The  hair 
was  brown  in  color  and  foul  smelling. 
No  mass  was  felt  in  the  stomach. 

The  patient  had  an  uneventful  post- 
operative course  and  was  dismissed  on 
the  sixth  hospital  day.  Ten  month’s 
follow-up  revealed  no  recurrence  of  tri- 
chophagia,  and  the  patient  was  doing 
well. 

Case  2.  This  six-year-old  white  girl 
was  admitted  to  Childrens  Memorial 
Hospital,  Omaha,  Nebraska,  on  Janu- 
ary 8,  1951,  with  the  chief  complaint 
of  intermittent  vomiting  of  one  year’s 
duration. 

Approximately  two  months  prior  to 
admission,  vomiting  was  noted  to  be 
worse.  Typically,  the  child  would  vomit 
soon  after  rising  in  the  morning  and, 
at  times,  she  would  vomit  right  after 


breakfast.  The  vomitus  consisted  most- 
ly of  mucous.  No  hair  was  noted.  Dur- 
ing the  two  months  prior  to  admission 
the  child  also  complained  of  feeling  full 
after  a few  bites  of  food.  There  was 
also  a history  of  weight-loss  during  the 
past  year. 

There  had  been  no  complications  dur- 
ing the  immediate  neonatal  period,  but 
the  child  began  eating  hair  at  the  age 
of  six  months.  No  medical  advice  had 
been  sought  and  the  practice  continued 
unabated. 

On  admission  the  child  appeared  to 
be  fairly  well  nourished,  well  developed, 
cooperative,  very  likeable  and  in  no 
acute  distress.  The  hair  was  blonde 
with  no  evidence  of  alopecia.  There 
was  a palpable  abdominal  mass  in  the 
epigastric  region  slightly  to  the  left  of 
the  midline.  This  was  hard,  tender,  and 
approximately  5 cm.  in  diameter.  The 
rest  of  the  physical  findings  were  un- 
remarkable. 

Routine  blood  and  urine  studies  were 
within  normal  limits. 


Figure  2.  Trichobezoar  producing  a large  filling  defect 
in  the  stomach.  (Case  2). 
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A barium  swallow  (fig.  2)  was  done 
on  admission  which  showed  the  stomach 
to  be  enlarged  and  occupied  by  a huge 


Figure  3.  A slight  residue  of  barium  coats  the  gastric 
trichobezar  in  a film  taken  six  hours  after  figure  2. 


filling  defect  around  which  the  barium 
flowed  freely.  This  defect  was  coated 
with  barium,  showed  an  irregular  pat- 
tern, and  occupied  approximately  90 
per  cent  of  the  lumen  of  the  stomach. 
A six-hour  film  (fig.  3)  showed  a bari- 
um coated  mass  in  the  stomach  but  the 
rest  of  the  barium  was  in  the  ileum  and 
colon.  The  interpretation  was  that  of 
trichobezoar. 

On  the  second  hospital  day,  the  child 
was  taken  to  surgery  and  on  opening 
the  stomach  a large  trichobezoar  hav- 
ing the  contour  of  the  stomach  and 
measuring  8 by  4 by  3 cm.  was  found 
and  removed  (fig.  4).  The  odor  was 
foul.  There  was  no  evidence  of  any 
other  masses  in  the  rest  of  the  gastro- 
intestinal tract.  Postoperative  course 
was  very  satisfactory  and  on  the  tenth 
hospital  day  she  was  dismissed.  A late 
follow-up  could  not  be  obtained. 

Comment 

The  two  reported  cases  of  trichobezoar 
were  the  only  ones  diagnosed  in  the  44,473 
admissions  to  Childrens  IMemorial  Hospital, 
Omaha,  Nebraska,  during  a 12-year  period, 
1948  to  1960. 

The  majority  of  trichobezoars  occur  in  the 
second  decade  of  life  (36.6%)  and  well  over 
80  per  cent  before  the  third  decade.  The 


Figrure  4.  Gastric  trichobezoar  removed  fr<'m  a six  year  old  girl.  (Case  2(. 
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youngest  patient  to  harbor  such  an  accumu- 
lation was  a one-year-old  girl  and  the  oldest 
was  a 56-year-old  woman.  This  condition 
is  found  predominantly  in  females  (91.4% ).i 
Matas'^  ascribed  this  to  the  long  hair  which 
tempts  them  to  pull,  bite  and  subsequently 
eat  it. 

It  has  also  been  found  that  patients  with 
toxic  encephalopathy  and  delirium  pull  and 
eat  their  hair.  Bakwin  and  Bakwin^  ascribe 
pica  to  low  grade  mentally  defective  chil- 
dren. However,  it  is  reported  that  only 
13.9  per  cent  of  patients  with  trichophagia 
or  trichobezoar  showed  some  overt  psychic 
and  mental  disturbances.^  In  neither  of  the 
two  cases  reported  here  was  there  associated 
mental  retardation  or  obvious  emotional  dis- 
torbance. 

Physical  Characteristics  — The  surgically 
removed  trichobezoar  varies  in  size  and 
shape  depending  on  the  length  of  time  tri- 
chophagia has  been  present.  Most  often 
found  in  the  stomach,  it  will,  if  large  enough, 
assume  the  gastric  size  and  shape.®  Occa- 
sionally it  has  been  observed  to  be  continu- 
ous into  the  small  intestine.®  The  largest 
trichobezoar,  reported  by  Davies,  weighed 
2950  gm.'^  The  color,  regardless  of  the  pa- 
tient’s hair  color,  is  almost  always  black. 
This  may  be  due  to  the  chemical  action  of 
the  digestive  enzymes  and  gastric  acidity 
over  a long  period  of  time.  The  odor  is 
usually  unbearably  foul.  This  may  be  due 
to  the  decomposition  of  food  particles  caught 
in  the  hair  and  this  foul  odor  was  also 
found  in  these  two  cases. 

Clinical  Manifestations  — The  symptoma- 
tology depends  on  a number  of  variables 
which  include  the  duration  of  trichophagia, 
the  amount  of  hair  present,  and  location  of 
the  bezoar.  The  most  common  complaint  is 
abdominal  pain.  Some  patients  describe  it 
as  a dull  discomfort  or  sense  of  fullness.  If 
the  patient  complains  of  a severe  cramping 
pain,  it  usually  indicates  that  the  trichobe- 
zoar almost,  if  not  completely,  fills  the  en- 
tire stomach.  This  is  accompanied  by  anor- 
exia. The  patient  will  be  able  to  take  liquids 
but  not  solids,  apparently  due  to  the  easy 
diffusion  of  liquids  through  the  mesh  of 
hair.  Nausea  and  vomiting  are  also  very 
common  complaints.  Some  patients  have  al- 
ternating diarrhea  and  constipation.  Weight 
loss  is  not  uncommon. 

Physical  findings  also  depend  on  the  dur- 
ation of  trichophagia,  the  size  of  trichobe- 


zoai’  and  the  presence  or  absence  of  compli- 
cations. In  early  cases  the  findings  are 
usually  not  specific.  Later,  the  patient  may 
appear  pale,  undernourished,  underdevel- 
oped, and  irritable.  Halitosis  may  be  pres- 
ent. A palpable  abdominal  mass,  as  found 
in  the  second  case,  has  been  reported  in  87.7 
per  cent.  Our  first  case  showed  the  typical 
findings  of  intestinal  obstruction. 

Diagnosis  — Trichobezoar  should  be  sus- 
pected in  any  patient  presenting  a positive 
history  of  trichophagia  accompanied  by  ab- 
dominal pain,  nausea  and  vomiting,  intoler- 
ance to  solid  food,  and  a palpable  abdominal 
mass.  Laboratory  aid  is  usually  limited  to 
roentgenography.  Prior  to  the  advent  of 
systematic  roentgenologic  examination,  only 
22.7  per  cent  of  the  collected  cases  of  Matas 
were  correctly  diagnosed  preoperatively. 
With  systematic  roentgenologic  examination, 
73.1  per  cent  were  correctly  diagnosed  pre- 
operatively. Holland^  noted  temporary  sus- 
pension of  the  barium  in  the  cardia  of  the 
stomach  before  it  trickles  or  diffuses  over 
the  foreign  body  to  join  again  beyond  the  tu- 
mor mass.  There  is  absence  of  peristaltic 
activity.  If  fluid  is  present,  the  mass  can 
be  displaced  above  it  and  will  be  seen  to 
project  into  the  opaque  air  bubble.  Fre- 
quently, on  a delayed  film,  the  trichobezoar 
will  remain  coated  with  a barium  residue. 
Even  at  the  end  of  twenty-four  hours,  if  the 
stomach  is  empty,  there  will  be  residual 
barium  coating  of  the  mass  producing  a 
reticulated  appearance.  Occasionally,  two 
such  masses  will  be  present.®  Low  gastric 
acidity  has  been  reported.  Occasionally  an 
iron  deficiency  anemia  and  elevated  white 
blood  cell  count  may  be  found.  Examina- 
tion of  the  feces  may  disclose  bits  of  hair 
in  the  stool  and  this  should  certainly  make 
the  diagnosis  probable. 

Prognosis  and  Complications  — Referring 
again  to  the  excellent  review  of  DeBakey 
and  Ochsner,  it  has  been  pointed  out  that  the 
mortality  of  trichobezoar  depends  on:  (1) 

the  institution  of  proper  therapy  and  (2)  the 
development  of  complications.  The  over-all 
mortality  of  their  untreated  cases  was  72.7 
per  cent  as  compared  to  4.8  per  cent  in  the 
treated  cases.  The  influence  of  complica- 
tions on  mortality  rates  is  indicated  by  53.1 
per  cent  in  the  complicated  cases  and  10.4 
per  cent  in  the  uncomplicated  ones. 

The  most  common  complication  is  intest- 
inal obstruction,  occurring  in  10.8  per  cent 
of  156  of  their  cases,  and  gastroduodenal  ul- 
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ceration,  occurring  in  9.6  per  cent.  Other 
complications  such  as  perforation  of  an  ulcer 
and  peritonitis  are  less  common. 

Since  1939,  61  cases  of  trichobezoar^- 
including  the  two  recorded  here,  have, been 
reported.  There  were  ten  cases  complicated 
by  intestinal  obstruction  (6.1%)  as  com- 
pared with  10.8  per  cent  incidence  report- 
ed by  DeBakey  and  Ochsner.  Only  one 
case  of  ulceration  of  the  stomachic  has  been 
reported  as  compared  with  the  incidence  of 
9.6  per  cent  in  the  1939  series.  There  have 
been  two  fatalities  in  the  group  of  ten  pa- 
tients with  intestinal  obstruction  (20%)  as 
compared  with  the  older  reported  incidence 
of  eight  fatalities  in  17  patients  with  intest- 
inal obstruction  (47%). 

In  the  ten  patients  with  intestinal  obstruc- 
tion, symptoms  had  been  present  for  24  to  48 
hours  in  six,  with  a range  of  24  hours  to 
seven  days.  Trichophagia  was  present  in 
seven.  Roentgenogi*aphic  examination  of 
the  abdomen  was  done  in  five  cases  with  a 
correct  diagnosis  in  four  of  these.  Ob- 
struction occurred  in  the  terminal  ileum  in 
seven,  and  in  the  midportion  of  the  jejunum 
in  three. 

Treatment  — The  only  treatment  is  sur- 
gical removal  of  the  trichobezoar.  Psycho- 
therapy may  be  of  value  in  preventing  re- 
currence of  trichophagia  in  some  patients. 

Summary 

A brief  review  of  trichobezoar  with  its 
complications,  particularly  intestinal  ob- 
struction, is  presented.  T w o additional 
cases,  one  of  which  was  complicated  by  in- 
testinal obstruction  at  the  terminal  ileum, 
are  included.  It  is  hoped  that  this  review 
will  alert  the  practitioner  to  consider  tricho- 
bezoar in  his  differential  diagnosis  of  chron- 


ic abdominal  pain  or  intestinal  obstruction, 
particularly  in  the  young  female  in  whom 
a history  of  trichophagia  can  be  elicited. 
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“It  is  well  known  that  fever  can  be  the  only  manifestation  of 
tumoi’S.  Almost  any  malignancy,  regardless  of  location,  can  pro- 
duce fever  but  a few  are  more  likely  to  do  so  than  others.  Fever 
is  not  necessarily  a late  sign  of  neoplasm,  and  necrosis  or  infection 
of  the  tumor  is  not  a pi'erequisite;  small  tumors  with  completely 
viable  parenchyma  can  produce  high  fever  . . .”  (From  DM  for 
November,  1957). 
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TREATMENT  OF 


Chronic  Rhinitis 

With  a Lonq-Acting  Antihistamine 

HALPIN^  and  Hansel'^  reported 
favorably  on  the  use  of  Tri- 
decamine,*  a long-acting  anti- 
histamine, in  a total  of  509  patients  suffer- 
ing from  seasonal  rhinitis.  In  addition, 
Halpin  mentioned  the  potential  value  of  this 
preparation  in  a limited  number  of  patients 
suffering  from  urticaria,  angioneurotic 
edema,  perennial  allergic  rhinitis,  and  upper 
respiratory  infections.  Chapman,  Chatten, 
and  CampbelP  described  the  variation  in 
disintegration  time  and  release  of  medication 
from  a wide  variety  of  other  time-disinte- 
gration capsules  and  tablets.  They  conclud- 
ed that  claims  for  products  of  this  type  must 
be  supported  by  critical  tests  conducted  in 
vitro  and  corroborated  in  vivo.  Such  evi- 
dence was  collected  with  respect  to  Trideca- 
mine  by  Jones,  Dale,  and  Christenson.^ 
They  found  that  the  medication  is  released 
from  a Tridecamine  tablet  gradually  and 
constantly  during  a period  of  8 hours  and 
that  the  inhibitory  effect  of  the  antihista- 
mine agents  in  a single  tablet  of  Trideca- 
mine can  be  demonstrated  in  human  beings 
for  at  least  14  hours  following  administra- 
tion. Inhibition  of  the  reaction  of  the  skin 
of  the  forearm  to  the  intradermal  injection 
of  0.1  cc.  of  a 1 :10,000  aqueous  solution  of 
histamine  diphosphate  was  used  as  the  cri- 
terion of  antihistaminic  activity.  Deter- 
minations were  made  at  intervals  of  2 hours 
for  a total  test  period  of  14  hours. 

The  experience  in  my  office  with  Trideca- 
mine in  the  treatment  of  hay  fever  was  sim- 
ilar to  that  first  repoi-ted  by  Halpin  and 
Hansel.  It  was  so  encouraging  that  I decid- 
ed to  evaluate  the  compound  in  refractory 
cases  of  chronic  rhinitis. 

The  Problem  of  Chronic  Nonseasonal 
Rhinitis 

In  practice,  chronic  nonseasonal  rhinitis 
is  frequently  encountered  and,  until  the  anti- 
histamines were  discovered,  very  little  could 
be  done  for  it.  Skin  testing  has  been  dis- 
appointing. 

•Tridecamine  is  a registered  trademark  for  a combination 
tablet  containing  20  mg.  each  of  doxylamine  succinate,  phe- 
nirantine  maleate,  and  pyrilamine  maleate. 


E.  L.  MacQUIDDY,  SR.,  M.D. 
Omaha,  Nebraska 

Clinical  Professor  (Emeritus),  Department  of 
Medicine,  University  of  Nebraska 
Omaha,  Nebraska 


Irritation  of  the  nasal  mucosa  is  not  al- 
ways the  presenting  symptom,  but  if  it  is 
not,  it  usually  is  disclosed  during  the  course 
of  a complete  physical  examination.  Chronic 
rhinitis  may  be  a complication  of  many 
other  conditions  which  are  much  more  diffi- 
cult to  treat  until  the  nasal  condition  is  re- 
lieved. One  of  the  underlying  causes,  in 
my  opinion,  of  chronic  nonseasonal  rhinitis 
may  be  the  lack  of  humidity  in  the  Ameri- 
can home,  particularly  in  the  Midwest  and 
East  where  winters  are  rather  severe  and 
central  heating  systems  provide  poor  hu- 
midification. 

I am  reporting  a series  of  48  cases  of 
chronic,  nonseasonal  rhinitis.  This  group 
of  patients,  in  the  old  days,  would  have  been 
told  they  had  nasal  catarrh.  True  cases  of 
severe  vasomotor  rhinitis  or  proved  allergic 
rhinitis  were  not  included.  This  study  has 
been  restricted  to  patients  with  the  type  of 
nasal  discharge  commonly  seen  by  doctors  in 
private  practice.  Some  of  these  patients 
may  be  allergic,  but  it  is  very  difficult  to 
prove  this  point;  others  carry  mild  infec- 
tion; and  still  others  have  an  irritation  of 
the  throat  resulting  from  chronic  sinusitis. 
Quite  a few  of  these  people  have  sensitive 
noses  which  become  irritated  by  dust  or 
smoke.  These  patients  need  help  because, 
if  the  chronic  nasal  discharge  is  not  cleared, 
it  may  become  associated  with  a chronic 
bronchitis. 

Response  to  Tridecamine 

This  is  a report  of  the  response  to  Tri- 
decamine of  48  patients,  all  suffering  from 
chronic  rhinitis  which  may  occur  at  any  time 
of  the  year.  Previous  treatment  at  best  has 
been  only  partially  successful,  and  the  pre- 
vious experience  is  used  as  a basis  for  evalu- 


February,  1961 


59 


ation  of  the  response  to  the  new  medication. 
There  were  21  men  and  27  women  in  the 
group.  The  range  in  age  was  13  to  77 
years;  only  12  patients  were  less  than  40 
years  of  age,  and  27  were  at  least  50  years 
old.  A therapeutic  evaluation  was  possible 
in  46  of  the  48  patients.  Troublesome  side 
effects  were  noted  only  in  two  patients. 
Medication  was  stopped  in  these  two  people 
because  of  sleepiness.  The  medication  was 
administered  in  a dosage  of  60  mg.  twice 
daily,  usually  over  a 3 to  6 week  period. 

Therapeutic  results  were  highly  gratify- 
ing (good  to  excellent)  in  33  (72%)  of  the 
46  patients  evaluated.  Because  of  the  chron- 
ic nature  of  the  ailment  and  the  generally 
poor  response  to  previous  treatment,  this 
figure  is  surprisingly  high.  A fair  response 
was  noted  in  5 additional  patients,  and 
therapeutic  failure  occurred  8 times. 

The  conditions  which  we  encountered 
that  were  associated  with  chronic  rhinitis 
were  rather  numerous.  There  was  one  con- 
dition encountered  four  times  which  should 
be  mentioned;  the  association  of  chronic 
rhinitis  with  hypothyroidism.  When  pa- 
tients were  found  with  both  chronic  rhinitis 
and  hypothyroidism,  both  thyroid  extract 
and  Tridecamine  were  adminstered,  and 


when  the  patient’s  symptoms  cleared,  thy-  [ 
roid  extract  was  continued. 

Summary  and  Conclusions  | 

Tridecamine  is  a long-acting  preparation  ' 
from  which  three  antihistaminic' agents  are 
liberated  over  a period  of  at  least  8 hours  to 
produce  antihistaminic  effects  for  at  least  14 
hours.  Previous  reports  have  indicated  that 
Tridecamine  is  well  tolerated  and  generally 
effective  in  the  treatment  of  seasonal,  aller- 
gic rhinitis.  My  experience  in  this  field  is  ! 
similar  to  that  reported.  The  present  study 
illustrates  that  the  same  medication  fre- 
quently is  of  value  in  the  symptomatic 
treatment  of  chronic,  nonseasonal  rhinitis. 
Highly  gratifying  results  were  obtained  in 
33  of  46  patients.  Drowsiness  occurred  in 
only  2 patients. 
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“Although  body  temperature  is  easily  measured  and  is  routinely 
recorded  in  graphic  form  in  modem  hospitals,  it  is  only  a physical 
sign.  As  a sign,  fever  can  be  interpreted  properly  only  in  the  light 
of  all  information  available  to  the  physician.  By  itself,  it  is  no 
more  reliable  a guide  to  diagnose  than  any  other  single  physical 
finding  such  as  rales,  splenomegaly,  pallor,  clubbing  of  the  fingers 
or  lymphademopathy.”  (From  DM  for  November,  1957). 
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Q Fever 


IN  RURAL  AREAS  OF  NEBRASKA 

History 

Q FEVER,  first  described  by 
Derrick  of  Australia  in  1937,^ 
has  been  reported  in  over  fifty 
countries  and  on  five  continents^  and  is  now 
considered  by  the  World  Health  Organiza- 
tion as  a public  health  problem  of  global 
importance. 

Probably  because  of  difficulties  encoun- 
tered in  establishing  a diagnosis,  reporting 
of  Q fever  has  been  scattered.  It  was  first 
identified  in  this  country  in  1938,  when  the 
causative  agent  was  isolated  from  the  tick, 
Dermacentor  andersoni.^  The  first  outbreak 
of  Q fever  in  the  United  States  occurred  in 
1946,  among  workers  of  a Texas  packing 
plant.^  In  1948,  endemic  Q fever  was  report- 
ed in  the  area  of  Artesia,  California.®  More 
recently  there  have  been  reports  of  its  pres- 
ence coming  from  several  states  including 
Ohio,®  Wisconsin,"^  Illinois,  Michigan,  Iowa, 
New  .Jersey,  and  Pennsylvania.®  Indications 
are  that  though  the  incidence  of  occurrence 
is  not  high  in  most  areas  reporting  its  pres- 
ence, the  possibility  of  its  becoming  endemic 
or  even  epidemic  is  ever  present. 

The  Causative  Agent 
Q fever  is  caused  by  a Rickettsia,  Coxiella 
hui'uetii,^  and  is  defined  as  a microscopic, 
intra-  and  extra-cellular,  gram  negative, 
pleomorphic,  parasitic  organism.  Some 
unique  characteristics  of  this  organism  show 
it  to  resemble  both  a bacterium  and  a virus. 
It  resembles  a bacterium  (a)  in  being  large 
enough  to  be  seen  by  an  ordinary  light  mi- 
croscope and  (b)  in  giving  a negative  reac- 
tion to  the  Weil-Felix  test,  producing  no  ag- 
glutinins to  the  Proteus  organism.  It  re- 
sembles a virus  in  (a)  being  an  obligate 
parasite  having  an  incomplete  enzyme  sys- 
tem of  its  own  so  it  must  depend  on  the  in- 
termediary metabolic  products  of  its  host’s 
cells  for  nourishment,  and  (b)  being  small 
enough  to  pass  through  unglazed  porcelain 
filters  of  Berkefeld  N and  W.® 

Compared  with  other  microorganisms, 
C.  burnetii  is  much  more  resistant  to  chem- 
ical and  physical  agents,  making  it  very  re- 
sistant to  desiccation  and  allowing  it  to  sur- 
vive for  long  periods  of  time. 


MATILDA  S.  McINTIRE,  M.D. 

Director,  Division  of  Preventable  Disease  Control 
Omaha-Douglas  County  Health  Department 

and 

EDWARD  L.  FORD 

Medical  Student,  the  Creighton  University 
School  of  Medicine, 

Fellow  of  the  Lederle  Laboratories, 
whose  funds  made  this  study  possible 

and 

J.  A.  YOUNGSTROM 
Director,  Division  of  Laboratories, 
Omaha-Douglas  County  Health  Department 
Omaha,  Nebraska 


Human  infections  are  thought  to  occur  by 
contact  with  some  natural  source  in  the  en- 
vironment, and  though  cases  of  man  to  man 
transmission  have  been  reported,^®  it  is  not 
considered  a common  route.  Man  may  be- 
come infected  by  one  of  several  means: 
(a)  inhalation  of  dust  and  air  of  infected 
barns  and  dairies;  (b)  working  with  infect- 
ed livestock  such  as  in  packing  houses;  (c) 
drinking  raw  milk  of  infected  cows,  and  pos^ 
sibly  even  pasteurized  milk  if  pasteurization 
is  by  the  vat  method  and  (d)  bites  from 
bloodsucking  arthropods.  Method  d has 
been  largely  ruled  out  in  the  United  States, 
with  the  other  three  means  of  contact  con- 
stituting approximately  80  per  cent  of  the 
cases. 

Though  Q fever  is  known  to  exist  in  cattle, 
sheep,  goats,  rodents,  and  many  other  do- 
mestic and  wild  animals,  either  naturally  or 
experimentally,!®  the  adult  dairy  cow  and 
other  ruminants  have  been  implicated  as  the 
main  source  of  infection  in  man.  The  pla- 
centa of  infected  ruminants  has  been  shown 
to  contain  enormous  numbers  of  C.  bur- 
netiid^  and  the  organism  has  been  isolated 
from  the  milk  of  suspect  infected  cows.!® 
Numerous  cases,  however,  have  been  report- 
ed in  individuals  with  no  apparent  contact 
with  livestock,!®  probably  due  to  the  organ- 
ism’s resistance  to  desiccation  and  subse- 
qutnt  transmission  by  various  mechanical 
means. 

Clinical  Features  and  Pathology 

The  clinical  features  of  Q fever  in  man, 
following  an  incubation  period  of  14  to  26 
days,  are  characterized  by  a sudden  onset 
of  illness,  high  temperature  of  102-103°  F. 
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with  some  initial  temperatures  reaching  104- 
106°  F.,  chills  and  sweats,  severe  frontal  or 
occipital  headache,  with  photophobia,  gen- 
eralized malaise  and  anorexia,  nausea,  chest 
pain  and  a mild  dry  cough  which  may  con- 
tinue for  some  time  following  illness.  At>i)i- 
cal  bronchopneumonia  is  seen  with  X ray, 
showing  lesions  of  a ground  glass  appear- 
ance, appearing  singly  or  in  clusters.  These 
lesions  are  localized  in  the  lower  lobes  and 
more  commonly  on  the  right  side.  This  lo- 
calized pneumonitis  is  reported  in  approxi- 
mately 50  per  cent  of  the  cases,  developing 
about  the  fifth  day  of  illness  and  preceded 
by  the  mild  dry  cough.  Spleenomegaly  and 
hepatomegaly  may  develop  in  some  pa- 
tients. 

Recent  evidence  suggests  the  occasional 
occurrence  of  fatal  post-acute  rickettsial  en- 
docarditis, particularly  in  aged  persons. 
Most  commonly  the  disease  is  of  a subclinical 
form  in  children.  Few  patients  die  of  Q 
fever,  unless  the  disease  is  complicated  by 
a secondary  infection.  The  course  of  the 
disease  varies  between  ten  and  thirty  days 
but  may  persist  up  to  several  months. 
Chronic  Q fever  has  been  reported  by  Brit- 
ish investigators  and  by  Beck  and  Bell.^*’^^ 

By  isolation  of  the  organism  from  the 
blood  a diagnosis  can  be  made  of  Q fever 
during  the  acute  stages.  During  the  con- 
valescent stage,  and  as  early  as  ten  days 
after  the  clinical  signs  appear,  a rising  anti- 
body titer  of  the  blood  can  be  detected. The 
tests  employed  for  determining  the  presence 
of  the  antibody  are  the  complement  fixation 
test  and  the  capillary  tube  agglutination 
test  (CAT)  as  developed  by  Luoto.^o  The 
CAT  is  of  value  in  epidemiological  suiweys 
because  of  its  specificity,  reproducibility, 
speed,  and  simplicity. 

A diagnosis  of  Q fever  must  be  differ- 
entiated from  a pneumonitis  due  to  other 
causes  such  as  a viral  influenza,  atypical 
pneumonia,  and  psitticosis.  The  resem- 


blance of  the  clinical  picture  to  that  seen 
in  other  diseases  such  as  brucellosis,  typhoid 
fever,  leptospirosis  and  influenza  makes  a 
diagnosis  based  on  signs  and  symptoms 
alone,  unreliable. i"- 

The  studies  on  Q fever  to  date  in  Nebras- 
ka have  been  as  follows.  In  1957,  a survey 
was  made  on  sera  of  packing  house  workers 
in  Omaha  of  which  4.7  per  cent  were  posi- 
tive.22  In  1958,  a total  of  655  pooled  herd- 
milk  samples  from  the  Omaha  milkshed  were 
tested  for  Q fever,  and  68.  or  10.4  per  cent, 
were  positive;  also,  in  this  study  400  beef 
sera  were  tested  and  were  all  negative.^^  A 
follow-up  study  in  1959  revealed  2,  or  3.6 
per  cent  positive  from  62  owners  or  work- 
ers whose  herds  were  positive  for  Q fever 
the  previous  year.^^  Also  tested  in  this  sur- 
vey were  225  female-cattle  sera  of  which  2, 
or  0.88  per  cent  were  positive.  In  1959, 
the  American  Red  Cross  provided  1338  sam- 
ples of  human  sera.  These  specimens  were 
from  rural  communities  in  eastern  Nebras- 
ka. Of  these  1338  samples.  2 were  positive. 
The  University  of  Nebraska  Hospital  also 
provided  520  samples  of  adult  human  sera. 
Of  these,  5 specimens  showed  a positive  re- 
action. Also  tested  were  40  serum  samples 
from  pediatric  patients  in  the  Childrens  Me- 
morial Hospital  and  the  University  of  Ne- 
braska Hospital.  These  were  all  negative. 
During  1960,  further  testing  on  human  blood 
sera  was  done  on  routine  bloods  submitted 
to  the  Creighton  Memorial  St.  Josephs  lab- 
oratory for  various  tests.  The  findings  are 
shown  on  the  following  table : 

The  one  positive  finding  was  from  a pa- 
tient who  had  been  a packing  house  worker 
in  the  past  and  was  in  the  hospital  for  in- 
guinal herniorraphy,  but  there  was  no  past 
history  of  Q fever. 

During  1960,  in  continuation  of  the  1959- 
summer-program  of  female-cattle-sera  test- 
ing, 450  more  samples  were  tested  by  the 
CAT  method.  Table  2 records  the  results. 


TABLE  1 

HUMAN  BLOOD  SERA 


Type  of  Case  No.  of  Sera  CAT  Results 

Atypical  Pneumonia  17  Negative 

Subacute  Bacterial  Endocarditis 1 Negative 

Pericarditis  1 Negative 

Placental  Cord  Blood  24  Negative 

Routine  Blood  Samples  fom  Laboratory 569  1 Positive 

Total  612  1 Positive 
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TABLE  2 

FEMALE  CATTLE  SERA 

No.  of  Sera  Tested  CAT  Results  Per  Cent 

450  32  Positive  7.0 


If  we  add  the  225  sera  from  the  1959-test- 
ing to  the  present  results,  however,  we  have 
a total  of  675  sera  tested  with  34,  or  5 per 
cent,  positive  findings. 

The  positive  correlation  in  the  last-named 
work  prompted  the  present  survey  of  other 
rural  areas  in  Nebraska.  This  article  con- 
tains the  report  of  that  survey. 


the  Omaha  area.  Of  the  291  samples,  177 
had  spent  a lifetime  on  a farm  or  ranch  and 
represented  a total  of  141  different  ranches 
as  shown  in  table  3.  Thirty-seven  were 
packing  house  workers,  and  77  had  no  known 
contact  with  livestock.  There  were  188  male 
donors  and  103  female  donors  in  this  study. 
The  age  range  of  persons  participating  in 
this  study  was  from  11  to  75  years,  as  shown 
in  table  4. 

Information  was  obtained  from  each  per- 
son sampled  concerning  any  recent  illness, 
within  the  last  six  months,  of  influenza, 
pneumonia  or  other  upper  respiratory  in- 
fections. 


Survey  Report 

In  this  study,  rural  areas  of  the  State 
were  chosen  which  represented  the  north- 
east, northwest,  and  southeast  sections  of 
Nebraska.  From  these  areas  a sampling  of 
the  rural  population  was  made  to  test  for  the 
presence  of  Coxiella  burnetii  antibodies  as 
an  indication  of  the  incidence  of  Q fever  in- 
fection. 

A total  of  291  blood  samples  were  taken 
for  this  study.  Some  were  obtained  at  the 
ranchers’  homes ; others  were  taken  from  pa- 
tients at  the  physicians’  offices  at  Atkinson, 
Chadron,  Newport,  Fairbury,  and  Blair. 
Some  samples  were  also  drawn  from  ranch- 
ers attending  livestock  auctions  in  Atkin- 
son and  Fairbury.  In  addition,  49  of  the 
samples  were  from  a miscellaneous  group  of 


TABLE  5 

SUMMARY  OF  PAST  ILLNESSES 


Area 

Total 
Samples 
of  Area 

Number  with 
Influenza  or 
Other  Upper 
Respiratoi-y 

Per  Cent 
Affirming 

Northeast 

_ 106 

44 

41.5 

Northwest 

29 

22 

75.8 

Southeast 

107 

16 

14.9 

Omaha  Area 

49 

0 

0 

Total 

_ 291 

82 

28.2 

Of  the  66  with  upper  respiratory  com- 
plaints in  the  past  six  months  from  the 
northeast  and  northwest  sections,  eight  or 
12.1  per  cent  had  been  diagnosed  as  viral 
pneumonia.  The  specific  type  of  upper  res- 
piratory ailment  from  the  southeast  area  was 
not  obtained. 


TABLE  3 

AREAS  SAMPLED  AND  RESIDENCE 
HISTORY 


Ai-ea 

No.  of 
Samples 

No.  of 
Ranches 
Represented 

Lifetime 
on  Ranch 

Northeast 

106 

80 

96 

Northwest 

29 

16 

16 

Southeast 

107 

45 

65 

Omaha  Area 

49 

0 

Unknown 

Total 

291 

141 

177 

Procedures 

Four-cc.  blood  samples  were  collected  by 
venipuncture  and  placed  under  refrigeration 
in  sterile,  capped,  Kimax  culture  tubes  and 
allowed  to  clot.  After  a period  of  seven  to 
ten  days  the  serum  was  removed  from  the 
clot,  centrifuged  and  pipetted  from  the 
residue  of  blood  cells  into  a third  sterile 
tube.  The  test  for  Coxiella  burnetii  anti- 
bodies in  the  serum  was  then  made  using 


Area  10-19 

Northeast 10 

Northwest  4 

Southeast  7 

Omaha  Area 1 


Table  4 
AGE  RANGE 


20-29 

30-39 

40-49 

18 

23 

29 

7 

10 

6 

18 

25 

34 

22 

17 

7 

50-59  60  and  over  Total 

18  8 106 

2 0 29 

13  10  107 

2 0 49 


Residents  of  eleven  Nebraska  counties  and  two  counties  in  South 
Dakota  and  Kansas  were  represented. 


February,  1961 


63 


the  CAT  method.  Any  suspects  of  the  initial 
screening  ■were  then  titered  by  the  capillary 
tube  test  method  using  25  per  cent  bovine 
serum  and  75  per  cent  saline  as  a diluent. 

No  samples  were  positive  at  a titer  of  1 :4, 
and  since  1 :8  titer  is  necessary  to  record 
a positive  finding,  all  291  sera  were  nega- 
tive. The  results  are  shown  in  the  table  be- 
low : 


TABLE  6 
TEST  RESULTS 


Area 

Total  Samples 
of  Area 

Number 

Positive 

Noidheast 

106 

0 

Northwest 

29 

0 

Southeast 

107 

0 

Omaha  Area 

49 

0 

Total 

291 

0 

It  is  interesting  to  note  that 

of  those 

samples  collected  from  ranchers 

. in  the 

northeast  and 

northwest  sections 

of  the 

State,  100  per 

cent  were  negative. 

with  no 

suspects,  and  of  those  in  the  southeast  and 
Omaha  area,  which  contained  37  packing 
house  workers,  7 or  4.7  per  cent  were  sus- 
pects, initially,  showing  negative  results  in 
subsequent  testing.  Of  the  7 suspects,  4 
were  of  the  37  packing  house  workers,  rep- 
resenting 10.8  per  cent  of  the  select  group. 

Summary 

1.  Two  hundred  and  ninety-one  blood 
samples  were  tested  for  the  presence  of  Coxi- 
ella  hiu'netii  antibodies. 

2.  Four  sections  and  eleven  counties  of 
the  State  were  represented  in  the  tests. 

3.  One  hundred  and  thirty-five  samples 
of  the  northeast  and  northwest  sections  were 
negative  with  no  suspects.  One  hundred  and 
fifty-six  samples  of  the  southeast  and  Oma- 
ha area  were  negative,  7 suspects  being  neg- 
ative to  a titer  of  1 ;8. 

Conclusion 

1.  The  range  areas  of  the  State  appear 
relatively  free  of  Q fever.  l\Iore  extensive 
tests  are  needed  for  a conclusive  result. 

2.  If  the  suspect  percentage  of  4.7  per 
cent  can  be  viewed  as  an  extremely  low  anti- 
body titer,  the  areas  of  the  State  in  close  as- 
sociation with  the  packing  house  industry 
reveal  an  incidence  of  infection  correspond- 
ing to  that  found  in  the  1959  survey.  A sum- 


mary of  all  test  results  in  the  State  of  Ne- 
braska to  date  indicates  a need  for  further 
work  by  (a)  increasing  the  number  of  sam- 
ples from  any  given  area,  (b)  a check  back 
on  the  positive  packing  house  workers  found 
in  1957®  to  determine  the  antibody  level  now 
present,  and  (c)  a broadening  of  the  wox’k 
to  include  a study  of  pathologic  changes 
found  in  ruminants  harboring  the  disease, 
as  a means  of  controlling  or  combating  the 
disease  should  an  endemic  occur. 
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“Obscure  fever  in  members  of  groups  in  which  the  incidence 
of  tuberculosis  is  high  (e.g.,  Negroes  and  American  Indians)  or  in 
patients  with  other  conditions  known  to  predispose  to  tuberculous 
infection  (cirrhosis,  Hodgkin’s  disease,  sarcoidosis,  gasti-ectomy, 
bronchogenic  carcinoma,  diabetes  mellitus,  and  chronic  adrenal 
steroid  therapy)  should  alert  the  physician  to  its  possibility.”  (From 
DM  for  November,  1957). 
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ORGANIZATION  SECTION  ^ 


Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 

February  4,  North  Platte,  Lutheran  Edu- 
cational Building 

February  18,  Hastings,  Mary  Fanning 
Hospital 

March  4,  Scottsbluff,  St.  Mary’s  Hospital 
March  18,  Broken  Bow,  Elks  Club 

MID-WINTER  MEETING— Board  of  Coun- 
cilors, Nebraska  State  Medical  Associa- 
tion, February  12,  1961,  10:00  a.m.,  Corn- 
husker  Hotel,  Lincoln. 

MID-WINTER  MEETING— House  of  Dele- 
gates, Nebraska  State  Medical  Associa- 
tion, February  19,  1961,  10:00  a.m.,  Corn- 
husker  Hotel,  Lincoln. 

AMERICAN  SOCIETY  OF  PSYCHOSO- 
MATIC DENTISTRY  AND  MEDICINE 
— Hotel  Shoreham,  Washington,  D.C., 
March  10-12,  1961.  Contact  Dr.  Jesse 
Caden,  5213  Connecticut  A v e.,  N.W., 
Washington.  D.C. 

AMERICAN  COLLEGE  OF  ALLERGISTS 
— Graduate  Instructional  Course  and  Sev- 
enteenth Annual  Congress,  March  12-17, 
1961;  Hotel  Statler  Hilton,  Dallas,  Texas. 
Write  John  D.  Gillaspti,  M.D.,  Treasurer, 
at  2141  Fourteenth  Stret,  Boulder,  Colo- 
rado. 

CLINICAL  REVIEWS  — Mayo  Clinic  and 
Mayo  Foundation,  Rochestei-,  Minnesota, 
April  10,  11,  12,  1961. 

GILL  MEMORIAL  EYE,  EAR  AND 
THROAT  HOSPITAL  — Roanake,  Vir- 
ginia, will  hold  its  Thirty-fourth  Annual 
Spring  Congress  in  Ophthalmologj^  and 
Allied  Specialties,  April  10  through  April 
15,  1961.  Write  E.  G.  Gill,  M.D.,  711 
South  Jefferson  Street,  Roanoke,  Va. 

TWELFTH  ANNUAL  VENEREAL  DIS- 
EASE SYMPOSIUM  — Sponsored  by 
American  Venereal  Disease  Association 
and  Public  Health  Service,  April  13-14, 
1961 ; Hotel  New  Yorker,  New  York  City. 


DELEGATE’S  REPORT 
on  the 

PROCEEDINGS  of  the 
HOUSE  OF  DELEGATES 

of  the 

American  Medical  Association 

at  the 

14TH  ANNUAL  CLINICAL  SESSION 

November  28  to  December  1,  1960 
Washington,  D.C. 

The  14th  Annual  Clinical  Meeting  of  the 
American  Medical  Association  was  held  in 
Washington,  D.C.,  November  28th  through 
December  1,  1960.  From  all  reports,  the 
sessions  of  the  House  of  Delegates,  scientific 
sessions  and  scientific  and  technical  exhibits 
were  replete  with  many  successes.  Certain- 
ly I can  state  that  the  sessions  of  the  House 
of  Delegates  were  conducted  most  efficiently 
by  the  Speaker  and  Vice  Speaker,  the  ref- 
erence committees  carried  through  with 
their  assignments  with  considered  judgment 
following  open  debate  relative  to  the  Re- 
ports of  Officers,  Councils,  Committees  and 
Resolutions  introduced  during  the  first  meet- 
ing of  the  House  of  Delegates.  The  reports 
of  the  reference  committees,  with  few 
amendments,  were  accepted  unanimously  by 
the  House  of  Delegates. 

Total  registration  for  the  meeting  was 
8179,  of  which  3946  were  physicians  and 
4239  guests.  The  number  of  physicians 
registered  was  the  largest  since  the  Boston 
Clinical  Meeting  held  in  1955.  Seventeen 
members  of  the  Nebraska  State  Medical  As- 
sociation registered  for  this  meeting,  includ- 
ing your  two  delegates  and  Dr.  R.  Russell 
Best,  delegate  representing  the  A.M. A.  Sec- 
tion on  Surgery. 

In  the  Annual  Report  of  the  Board  of 
Trustees  the  following  meeting  dates  were 
recommended  and  approved  by  the  House  of 
Delegates : 

Annual  Meetings: 

1961 —  New  York  City,  June  26  to  30 

1962 —  Chicago,  June  11  to  15 

1963 —  Atlantic  City,  June  17  to  21 

1964 —  San  Francisco,  June  22  to  26 

1965 —  New  York  City,  June  21  to  25 
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Clinical  Meetings: 

1961 —  Denver,  November  28  to  Decem- 
ber 1 

1962 —  Los  Angeles,  November  26  to  30 

The  first  meeting  of  the  House  of  Dele- 
gates was  held  Monday,  November  28th,  this 
being  an  innovation  inasmuch  as  previous 
first  meetings  were  held  on  Tuesday.  Your 
delegates  are  of  the  opinion  that  in  advanc- 
ing the  opening  meeting  of  the  House  of 
Delegates  to  Monday,  much  has  been  accom- 
plished not  only  from  the  standpoint  of  ex- 
pediting the  work  of  the  House  but  hasten- 
ing adjournment  as  well.  A calendar  con- 
vening on  Monday  and  adjourning  on  Wed- 
nesday permits,  for  the  first  time,  suffi- 
cient hours  for  members  of  the  House  to  at- 
tend some  of  the  scientific  sessions  and  view 
the  exhibits.  I might  add  that  during  the 
past  eight  years  the  Speakers  of  the  House 
have  streamlined  the  order  of  business  to  the 
degree  that  a number  of  hours  of  meeting 
time  have  been  eliminated. 

The  Reference  Committee  on  Credentials, 
reporting  at  the  opening  session  of  the 
House,  declared  that  208  of  209  delegates 
had  registered.  In  a breakdown  of  dele- 
gates, 184  represented  the  50  States,  5 repre- 
sented Medical  Corps  of  Army,  Navy,  Air 
Force,  Public  Health  and  the  Veterans  Ad- 
ministration and  20  represented  the  20  re- 
spective scientific  sections. 

Minutes  of  the  1960  Annual  Meeting  held 
at  Miami  Beach,  Florida,  were  approved 
without  corrections.  Norman  A.  Welch, 
M.D.,  Speaker  of  the  House,  in  a concise  ad- 
dress outlined  the  conduct  to  be  followed 
during  the  deliberations  of  the  House. 

E.  Vincent  Askey,  M.D.,  in  his  Presiden- 
tial Address  brought  out  many  salient  items 
having  to  do  with  the  practice  of  medicine  as 
a free  enterprise.  A few  of  his  points  are 
included  verbatim:  “For  us  the  best  pos- 

sible medical  care  and  the  principle  of  the 
freedom  of  the  individual — both  patient  and 
physician — are  far  more  important  than  po- 
litical expediency.”  He  cited  one  of  Presi- 
dent-Elect Kennedy’s  campaign  promises 
relative  to  health  care  for  the  aged,  legisla- 
tion tied  to  Social  Security  and  stated,  “He 
undoubtedly  will  attempt  to  carry  out  this 
promise  in  the  forthcoming  session  of  Con- 
gi’ess.”  He  also  stated,  “Should  compulsory 
national  health  insurance  be  written  into 
law,  the  real  loser  would  be  the  American 


people.”  Doctor  Askey  cited  the  recently 
passed  Mills-Kerr  law,  which  provides  for 
medical  care  for  the  needy  and  near-needy 
aged,  and  appealed  to  state  and  county  med- 
ical societies  for  a concentrated  effort  to- 
ward implementing  this  law.  I am  confident 
that  all  members  of  the  Association  are 
fully  aware  of  the  differentials  between  care 
for  the  aged  as  set  forth  in  the  Forand  type 
of  legislation  and  that  contained  in  the  Mills- 
Kerr  legislation  now  in  force.  The  House  of 
Delegates  adopted  a resolution  urging  all 
state  and  local  medical  societies  to  cooperate 
with  the  appropriate  state  officials  and  pro- 
vide leadership  in  implementing  the  provi- 
sions of  the  Mills-Kerr  bill.  In  this  connec- 
tion the  House  advised  further  experimenta- 
tion in  home  care  programs,  homemaker  and 
visiting  nurse  services. 

Among  other  suggestions.  Doctor  Askey 
emphasized  the  need  for  bringing  into  our 
membership  all  nonmember  eligible  physi- 
cians in  counties  and  states,  thereby  swell- 
ing the  number  of  A.M.A.  members.  Ac- 
cordingly the  House  of  Delegates  urged  the 
Board  of  Trustees  to  make  every  effort  to 
reduce  the  number  of  physicians  who  are 
non  dues-paying  members  and  approved  a 
three-year  study  report  on  the  relationship 
to  organized  medicine  of  physicians  not  in 
private  practice. 

President-Elect  Leonard  W.  Larson,  M.D., 
on  introduction  stood  and,  without  com- 
ments, received  a standing  ovation. 

Next  on  the  agenda  was  the  announcement 
of  the  recipient  of  the  General  Practitioner 
of  the  Year  award.  James  T.  Cook,  M.D., 
Marianna,  Florida,  received  the  honor.  Doc- 
tor Cook  is  44  years  old  and  was  cited  as 
the  second  youngest  recipient  of  this  award. 
Doctor  Cook  received  his  Doctor  of  Medicine 
degree  from  the  Emory  University  School  of 
Medicine  in  1951.  For  the  past  15  years  he 
has  been  engaged  in  the  general  practice  of 
medicine  in  Marianna,  a community  of  8500 
people,  located  in  the  northwestern  section 
of  Florida.  Along  with  many  other  com- 
mendations it  was  brought  out  that  Doctor 
Cook  is  typical  of  the  modern  physician  who 
combines  his  talents  to  bring  the  best  of  sci- 
entific medicine  to  the  American  people,  “yet 
has  unlimited  energies  to  devote  to  the  serv- 
ice of  his  community.” 

Mrs.  William  Mackersie  of  Detroit,  Michi- 
gan, President  of  the  Woman’s  Auxiliary, 
delivered  a stirring  address  to  the  House  of 
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Delegates,  in  which  she  outlined  the  hopes 
of  the  Auxiliary  for  the  coming  year  and  the 
accomplishments  of  the  ladies  during  1960. 
To  those  uninitiated  in  the  works  of  the 
Auxiliary,  I would  suggest  that  if  possible 
they  obtain  a copy  of  her  remarks,  for  there- 
in will  be  found  a record  of  stupendous 
achievement. 

Two  delegates  from  the  Student  A.M.A. 
gave  to  the  House  a true  picture  of  what 
their  organization  is  all  about.  The  mem- 
bers certainly  have  made  an  outstanding 
record  in  repaying  all  past  financial  obliga- 
tions as  well  as  establishing  a highly  suc- 
cessful insurance  program  for  the  members. 
The  Student  A.M.A.  has  the  profound  re- 
spect of  your  delegates,  for  within  a very 
few  years  they  have  overridden  many  ob- 
stacles to  gain  what  now  is  recognized  as  an 
efficient  and  able  adjunct  to  American  Medi- 
cine. Their  ideals  are  of  the  highest  caliber. 

Somewhat  better  than  a quarter  of  a mil- 
lion dollars  was  presented  to  Dr.  George  F. 
Lull  for  A.M.E.F.  from  approximately  ten 
state  medical  associations  and  the  Auxiliary 
of  the  A.M.A.  Some  of  the  larger  states 
C07itributed  thousands  and  thousands  of  dol- 
lars to  this  most  worthy  cause.  However 
many  of  our  smaller  states,  as  far  as  physi- 
cian representation  is  concerned,  contributed 
a comparable  amount  through  their  dues. 

Following  these  addresses  Julian  P.  Price, 
M.D.,  Chairman  of  the  Board  of  Trustees, 
reported  transactions  of  the  Board  and  rec- 
ommendations on  numerous  items  to  the 
House  for  approval.  Reports  of  Standing 
Committees  of  the  House  and  special  com- 
mittees such  as  the  Judicial  Council,  Council 
on  Medical  Education  and  Hospitals,  Council 
on  Medical  Service  and  Council  on  Constitu- 
tion and  By-Laws,  were  read  by  the  respec- 
tive chairmen.  These  reports,  for  the  most 
part,  were  supplementary  to  the  printed  re- 
ports of  these  respective  groups  contained  in 
the  Handbook  for  members  of  the  House  of 
Delegates. 

Then  followed  the  introduction  of  i-esolu- 
tions,  numbering  33  (two  withdrawn).  Most 
of  these  resolutions  had  been  presented  to 
the  Speaker  prior  to  the  opening  meeting  of 
the  House  and  accordingly  already  had  been 
assigned  to  the  respective  reference  com- 
mittees according  to  subject  matter. 

Of  the  many  reports  and  resolutions,  I 
would  like  to  comment  on  some  which  I be- 


lieve should  be  of  particular  interest  to  the 
members  of  our  State  Association. 

The  Council  on  Medical  Service  empha- 
sized the  need  for  the  participation  of  physi- 
cians in  organized  home  care  programs. 

The  Committee  on  Federal  Medical  Serv- 
ices of  the  Council  on  Medical  Service  re- 
minded us  that  at  the  1959  Clinical  Session 
the  House  recommended  three  basic  improve- 
ments in  admission  policies  having  to  do  with 
n o n-service-connected  admissions  to  V.A. 
Hospitals,  which  are  as  follows  : 

1.  “A  realistic  definition  of  ‘inability  to 
defray  necessary  expenses.’ 

2.  “A  realistic  estimate  of  the  cost  of 
civilian  care. 

3.  “Priorities  based  on  need.” 

The  committee  stated  that  none  of  these 
improvements  had  been  made  nor  was  any 
legislation  introduced  during  the  past  year 
to  make  V.A.  admission  policies  more  rea- 
sonable. Therefore  the  Council  recommend- 
ed, “that  state  associations  take  steps  to 
bring  these  suggestions  for  improvement  to 
the  attention  of  the  general  public,  as  ap- 
plied to  the  veterans’  care  situation  in  their 
own  states.”  State  associations  are  request- 
ed to  inform  the  committee  on  any  action 
taken  in  this  area. 

The  Committee  on  Aging  of  the  Council 
on  Medical  Service  made  a most  compre- 
hensive report  relative  to  their  projects  and 
activities,  regional  conferences,  state  medical 
association  activities.  Chronic  Illness  News 
Letter,  Homemaker  Services  Bulletin,  health 
aspects  of  aging,  conference  reports  and 
items  relative  to  the  coming  White  House 
Conference  on  Aging. 

The  Council  emphasized  the  need  for  es- 
tablishing review  committees  having  to  do 
with  the  creation  of  procedures  and  mecha- 
nisms which  will  help  to  assure  the  rendition 
of  good  medical  care,  to  eradicate  the  abuses 
of  voluntary  health  insurance  benefits,  and 
to  provide  methods  for  the  resolution  of 
problems  which  arise  in  the  provision  of 
medical  care  to  the  public.  This  recommen- 
dation received  unanimous  support  from  the 
House  of  Delegates. 

The  report  from  the  Committee  on  Ma- 
ternal and  Child  Care,  of  which  Harold  S. 
Morgan,  M.D.,  of  Lincoln,  Nebraska,  is  a 
member,  received  unanimous  approval,  espe- 
cially as  it  related  to  perinatal  pilot  studies. 
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This  pi-ogram  has  been  designed  to  improve 
the  quality  of  patient  care  by:  (1)  encour- 
aging physicians  and  hospitals  to  maintain 
good  records;  (2)  providing  a technique 
which  will  be  useful  in  investigating  the 
problems  in  the  perinatal  period;  (3)  en- 
coui’aging  physicians  to  recognize  the  value 
of  statistical  studies;  (4)  promoting  self- 
analysis  and  evaluation  of  techniques,  pro- 
cedures, and  results  at  the  local  level. 

One  of  the  items  in  the  report  from  the 
Council  on  Medical  Education  and  Hospitals 
had  to  do  with  “medical  service  for  paying 
patients  by  salaried  clinical  faculties  of 
medical  schools.”  The  Council,  in  collabora- 
tion with  the  Executive  Council  of  the  Asso- 
ciation of  American  Medical  Colleges  and 
the  Council  on  Medical  Service  of  the 
A.M.A.,  stated  that  the  care  of  paying  pa- 
tients in  medical  school  hospitals  by  career 
clinical  teachers  is  proper  and  appropriate, 
provided  “(a)  that  fees  are  established  by 
the  participating  physicians;  (b)  that  the 
income  from  fees  is  deposited  in  a separate 
fund;  (c)  that  disbursements  from  the 
funds  are  made  in  accordance  with  a plan 
devised  by  the  faculty  members  involved  and 
approved  by  the  university;  (d)  that  the 
amount  of  medical  service  and  the  number 
of  physicians  providing  such  service  are  re- 
lated to  and  limited  by  the  educational  and 
research  requirements  of  the  institution ; 
(e)  that  proper  limits  are  established  for 
participating  physicians  so  that  there  can 
be  assurance  that  the  care  of  paying  pa- 
tients will  not  detract  from  their  primary 
teaching  and  research  functions.”  The  ref- 
erence committee  approved  these  recommen- 
dations. 

The  House  approved  a continuing  study 
and  periodic  re-evaluation  of  the  trend  to- 
ward locating  physicians’  offices  in  or  ad- 
jacent to  hospitals. 

A proposal  by  the  Special  Study  Commit- 
tee of  the  Council  on  Medical  Education  and 
Hospitals  recommending  approval  of  a 
scholarship  and  loan  program  for  qualified 
young  people  entering  medical  schools, 
sponsored  by  the  A.M.A.,  was  enthusiastical- 
ly approved  Avith  the  following  amendment, 
“that  there  shall  be  local  and  state  partici- 
pation in  this  program.”  The  Board  of 
Trustees  was  I’equested  to  implement  the  in- 
tent of  this  recommendation  promptly. 

Another  item  of  interest  was  that  having 
to  do  with  certification  of  graduates  of  for- 


eign medical  schools.  Uncertified  foreign 
physicians  may  participate  in  all  opportun- 
ities which  may  enhance  their  medical  educa- 
tion. Hospitals  should  be  encouraged  to  de- 
velop special  programs  of  educational  worth 
and  divorce  the  graduate  from  any  respon- 
sibility for  patient  care.  Uncertified  for- 
eign physicians  may  participate  in  these  pro- 
grams up  to  and  until  June  30,  1961.  This 
will  allow  the  noncertified  foreign  physician 
the  opportunity  to  take  the  April,  1961. 
Educational  Council  for  Foreign  Medical 
Graduates  examination.  Incidentally  I note 
in  a recent  news  item  that  foreign  physi- 
cians in  the  State  of  Nebraska  taking  this 
examination  have  been  certified. 

The  following  resolution,  which  had  the 
hearty  endorsement  of  your  delegates,  was 
unanimously  approved : 

Voluntary  Health  Insurance  — “Resolved, 
that  the  House  of  Delegates  direct  the  BoaiM 
of  Trustees  and  the  Council  on  Medical  Serv- 
ice to  assume  immediately  the  leadership  in 
consolidating  the  efforts  of  the  American 
Medical  Association  with  those  of  the  Nation- 
al Association  of  Blue  Shield  Plans,  the 
American  Hospital  Association  and  the  Blue 
Cross  Association  into  maximum  develop- 
ment of  the  voluntary,  non-profit  prepay- 
ment concept  to  provide  health  care  for  the 
American  people ; and  be  it  further 

“Resolved,  that  similar  leadership  be  un- 
dertaken to  coordinate  the  efforts  of  private 
insurance  carriers  through  conferences  with 
their  national  organizations ; and  be  it  fur- 
ther 

“Resolved,  that,  where  feasible,  efforts  be 
made  to  cooperate  with  representatives  of 
other  type  of  medical  care  plans,  other  pro- 
fessional groups,  and  representatives  of  in- 
dustry, labor  and  the  public  at  large.” 

The  Board  of  Trustees  emphasized  the 
need  of  publicizing  the  importance  of  vac- 
cination against  poliomyelitis.  The  Board 
pointed  out  that  oral  polio  vaccine  will  not 
be  available  for  general  use  in  1961  on  a 
large  scale  immunizing  program.  It  was 
therefore  urged  that  considered  publicity  be 
given  to  the  need  for  the  continued  program 
of  immunizing  against  poliomyelitis  with  the 
Salk  vaccine.  The  reference  committee 
amended  the  Board  of  Trustees  report  to 
this  degree  — “that  a proper  committee  be 
established  by  the  A.M.A.  to  study  the  prob- 
lems involved  in  administration  of  the  new 
oral  polio  vaccine  and  to  establish  guides  for 
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physicians  to  follow  when  they  are  ap- 
proached for  information.” 

Another  item  that  the  House  of  Delegates 
referred  to  the  Board  of  Trustees  had  to 
do  with  retirement  and  disability  insurance 
programs  for  A.IM.A.  members.  The  Board 
was  requested  to  have  a complete  report  on 
this  subject  for  the  Annual  l\Ieeting  in  June 
1961. 

There  was  considerable  discussion  in  the 
reference  committee  having  to  do  with 
whether  or  not  the  General  Practitioner  of 
the  Year  award  should  be  continued.  The 
House  of  Delegates  approved  the  reference 
committee’s  report  that  this  award  should 
be  continued. 

An  issue  finally  adopted  without  too  much 
controversy  had  to  do  with  an  increase  in 
A.M.A.  dues.  Your  delegates  individually 
interrogated  many  officers  of  the  A.M.A. 
regarding  this  increase.  After  being  fully 
informed  relative  to  needs,  we  approved  the 
request  for  an  increase  in  dues.  The  refer- 
ence committee  considering  this  item  rec- 
ommended that  the  Board  of  Trustees  de- 
clare an  increase  of  $20  in  the  annual  dues, 
to  be  implemented  over  a period  of  two 
years;  $10  on  Januaiy  1,  1962,  and  $10  ad- 
ditional on  January  1,  1963.  After  January 
1,  1963,  the  total  annual  A.M.A.  dues  will  be 
$45.  Total  membership  of  A.M.A.  as  of 
June  30,  1960,  was  179,333,  of  which  143,- 
428  were  active  dues-paying  members.  The 
$10  increase  scheduled  for  January  1,  1962, 
will  bring  approximately  $1,400,000  addi- 
tional revenue  to  A.M.A.  and  the  additional 
$10  increase  effective  January  1,  1963,  will 
bring  in  a like  amount.  Final  action  will  be 
considered  at  the  Annual  ^Meeting  in  New 
York  City  in  June  1961. 

The  House  recommended  that  these  funds 
be  used  to  inaugurate  or  expand  a number  of 
programs,  including  (1)  financial  assistance 
to  medical  students;  (2)  continuing  educa- 
tion for  practicing  physicians;  (3)  health 
advice  to  the  lay  public;  (4)  medical  re- 
search; (5)  the  expansion  by  the  communi- 
cations division  of  its  progi*am  of  faithfully 
portraying  the  image  of  the  A.M.A. 

The  report  of  the  Executive  Vice  Presi- 
dent, F.  J.  L.  Blasingame,  M.D.,  was  most 
comprehensive  and  a true  picture  of  accom- 
plishments made  by  the  A.M.A.  through  its 
many,  many  diversified  areas.  Doctor 
Blasingame  and  his  staff,  the  Board  of 
Trustees,  the  Councils  and  Committees  are 


to  be  highly  congratulated  for  their  many 
accomplishments  in  the  interests  of  the  mem- 
bers of  the  A.M.A. 

It  would  be  impossible  to  give  a full  ac- 
count of  happenings  of  the  House  of  Dele- 
gates in  a report  such  as  this.  Detailed 
IMinutes  of  these  meetings  will  be  forthcom- 
ing in  future  issues  of  the  Journal  of  the 
American  IMedical  Association  and  it  seems 
to  me  that  all  members  of  this  Association 
should  digest  these  transactions  and  be  gov- 
erned accordingly,  especially  as  they  relate 
to  our  county,  state  and  national  associa- 
tions. 

Recommendations 

1.  Mem.bers  of  the  Nebraska  State  IMed- 
ical  Association  should  acquaint  themselves 
with  the  dates  for  Annual  and  Clinical 
^Meetings  of  the  American  Medical  Associa- 
tion and,  if  at  all  possible,  attend.  Those 
who  do  attend  will  return  with  a consider- 
able amount  of  information  regarding  con- 
tinued future  progress  in  the  practice  of 
medicine,  which  will  redound  to  the  better- 
ment of  our  State  Association  as  it  relates 
to  local  and  national  issues. 

2.  Continued  interest  and  action  having 
to  do  with  legislation  pointed  toward  the 
care  of  the  aged  should  be  implemented. 
This  recommendation  is  pointed  specifically 
toward  the  support  of  the  Mills-Kerr  legisla- 
tion. 

3.  This  recommendation  has  been  repeat- 
ed throughout  a number  of  years.  The  Ne- 
braska State  Medical  Association  should  in- 
clude with  their  dues  a proportionment  for 
A.M.E.F.  If  this  idea  were  to  be  accom- 
plished, the  Nebraska  State  Medical  Asso- 
ciation would  receive  recognition  that  would 
be  national  in  scope.  ^Members  contributing 
to  A.M.E.F.  through  the  State  Association 
may  earmark  their  donations  from  the 
standpoint  of  general  participation  or  to  a 
specific  medical  college. 

4.  The  Nebraska  State  Medical  Associa- 
tion should  again  protest  admissions  to  V.A. 
Hospitals  from  the  standpoint  of  non-seiw- 
ice-connected  disabilities.  It  seems  to  your 
delegates  that  this  particular  recommenda- 
tion should  be  discussed  with  the  deans  of 
Creighton  University  School  of  ^ledicine  and 
the  University  of  Nebraska  College  of  IMedi- 
cine. 

5.  The  report  of  the  Committee  on  Ma- 
ternal and  Child  Care  should  have  the  unani- 
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mous  support  of  the  Nebraska  State  Medical 
Association. 

6.  The  Nebraska  State  Medical  Associa- 
tion should  have  a prime  interest  in  the  prob- 
lems relative  to  the  relationship  between 
salaried  clinical  faculty  members  of  medical 
schools  and  paying  patients  as  well  as  the 
trend  toward  locating  physicians’  offices  in 
or  adjacent  to  hospitals. 

7.  The  Nebraska  State  Medical  Associa- 
tion should  endorse  without  issue  the  House 
of  Delegates’  approval  of  voluntary  health 
insurance. 

8.  The  Nebraska  State  Medical  Associa- 
tion should  continue  but  more  frequently 
stress  through  all  public  news  media  the 
need  for  the  prophylactic  campaign  relative 
to  immunization  against  poliomyelitis. 

9.  The  Nebraska  State  Medical  Associa- 
tion should  make  a more  positive  effort  to 
attract  nonmember  physicians  in  the  State  of 
Nebraska  to  become  active  members  of  their 
county,  state  and  national  medical  organiza- 
tions. 

10.  Your  delegates  emphatically  endorse 
the  proposed  increase  in  A.M.A.  dues  be- 
cause of  the  needs  previously  cited  in  this 
report. 

The  Nebraska  State  Medical  Association, 
through  a resolution,  should  either  support 
or  negate  this  particular  item  so  that  your 
delegates  to  the  A.M.A.  will  have  a proper 
directive.  Again,  your  delegates  would  like 
to  be  able  to  support  the  increase  in  dues, 
as  unanimously  accepted  by  the  House  of 
Delegates  of  the  A.M.A.  during  the  recent 
Clinical  Meeting. 

As  in  the  past,  your  delegates  invite  com- 
ments and  questions  on  their  reports.  Doc- 
tors Leininger,  Best,  and  myself  will  be  hap- 
py to  give  information  requested  as  best  we 
can. 

Respectfully  submitted, 

J.  D.  McCarthy,  M.D.,  Delegate. 

Medicare  in  Operation 

Several  requests  have  been  made  by  physi- 
cians for  a Medicare  Fee  Schedule.  Medicare 
in  Nebraska  has  no  Fee  Schedule  published 
and  physicians  are  encouraged  to  charge 
their  usual  fee  when  caring  for  a Medicare 
patient. 


When  a claim  is  processed  by  the  Medicare 
office  and  the  physicians’  full  charges  are 
not  covered  by  the  Medicare  allowance,  an 
approval  notice  is  written  telling  the  physi- 
cian what  payment  Medicare  made  and  what 
portion  of  his  charges  were  for  services  not 
covered  by  Medicare  for  which  he  may  bill 
the  service  member. 

Medicare  payments  are  mailed  on  the  10th 
and  the  25th  of  each  month  and  the  approval 
notices  are  mailed  a few  days  prior. 


Medicine  in  the  News 

From  the  Omaha  World-Herald — 

Dr.  W.  Joseph  McMartin  was  named  presi- 
dent-elect of  the  Omaha-Midwest  Clinical 
Society  at  its  annual  meeting  in  December 
at  the  Sheraton-Fontenelle  Hotel. 

Dr.  James  P.  Tollman  assumed  the  presi- 
dency for  the  coming  year. 

Those  re-appointed  were  Dr.  P a y s o n 
Adams,  secretary -treasurer ; Dr.  Earl  A. 
Connolly,  as  the  Omaha  Douglas  County 
Medical  Society  representative  on  the  execu- 
tive committee,  and  Dr.  William  J.  Reedy, 
director  of  clinics. 

From  the  Lincoln  Evening  Journal — 

The  Lincoln  Multiple  Sclerosis  chapter 
has  presented  $1,000  to  the  University  of 
Nebraska  for  research  on  neuromuscular 
diseases. 

The  money  was  raised  through  local  con- 
tributions in  Lincoln  for  research  conducted 
by  Dr.  A.  A.  McIntyre,  chairman  of  the  de- 
partment of  physiology  and  pharmacology 
at  the  University  of  Nebraska  College  of 
Medicine. 

From  the  Omaha  World-Herald — - 

A six-year  grant  totaling  $173,328  has 
been  received  by  the  Creighton  University 
School  of  Medicine  for  undergraduate  train- 
ing in  psychiatry. 

The  grant  was  made  by  the  United  States 
Public  Health  Service,  according  to  Dr.  Rich- 
ard L.  Egan,  dean  of  the  school. 

The  money  will  be  administered  by  Dr. 
James  D.  Mahoney,  director  of  psychiatry, 
and  will  be  used  to  buy  teaching  equipment 
and  supplies  for  clinical  training. 
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From  the  Gothenburg  Times — 

The  Dawson  County  Tuberculosis  Society 
has  completed  T.B.  skin  testing  of  the  9th 
and  12th  grades  of  all  the  schools  in  Dawson 
County.  The  doctors  of  the  County  Society 
carried  out  the  test  in  their  offices.  This 
j'ear’s  program  was  made  available  to  696 
students  with  617  completing  the  testing. 

One  and  six  tenths  per  cent  of  the  students 
wei’e  found  to  have  positive  tests  and  have 
been  further  checked  by  X-ray  examination. 

All  parents  received  letters  from  their 
family  physician  concerning  the  results  of 
the  testing  on  their  child. 


Human  Interest  Tales 

Dr.  Milan  Moore,  who  formerly  practiced 
in  Gothenburg,  passed  away  in  Los  Angeles, 
in  December. 

Dr.  0.  C.  Kreymborg,  North  Platte,  will 
head  the  medical  staff  of  Memorial  Hospit.£>^ 
for  the  coming  year. 

Dr.  J.  E.  Bleicher,  Omaha,  has  been  elect- 
ed president  of  the  staff  of  Doctor  Hospital 
for  the  coming  year. 

Dr.  George  Haslam,  Fremont,  is  the  new 
president  of  Dodge  County  Community  Hos- 
pital staff  for  1961. 

Dr.  John  C.  Finegan,  Bertrand,  has  moved 
his  office  to  Lexington  where  he  is  asso- 
ciated with  Dr.  Dean  A.  McGee. 

The  Sisters  at  St.  IMaiy  Hospital  in  Scotts- 
bluff,  were  hosts  to  physicians  and  their 
wives  at  a dinner  in  December. 

Drs.  John  R.  Mitchell  and  Sidney  L.  Ru- 
bin, Omaha,  have  been  elected  fellows  of  the 
American  Academy  of  Pediatrics. 

Dr.  William  J.  Lear,  Norfolk,  was  elected 
president  of  the  Madison  Six-County  Medical 
Societv  at  their  December  meeting  in  Nor- 
folk. 

Dr.  Paul  J.  IMaxwell,  Lincoln,  has  been 
elected  chief-of -staff  of  Bryan  Memorial 
Hospital,  for  a two-j’ear  period  beginning 
in  1963. 

The  Otoe  County  Medical  Society  Auxili- 
ary entertained  the  members  of  the  Otoe 
County  Future  Nurses  of  America  at  a 
Christmas  tea  in  December. 

Dr.  James  R.  Dunlap,  Omaha,  was  the 


guest  speaker  at  the  annual  meeting  of  the 
Douglas  County  Chapter  of  the  National 
Multiple  Sclerosis  Society  in  Omaha  in  De- 
cember. 

The  Lancaster  County  Medical  Society 
Auxiliaiy  held  their  annual  “collection”  of 
dolls  in  December.  The  61  dolls  were  given 
to  the  Family  Seiwice  Association  for  dis- 
tribution at  Christmas. 

Dr.  Charles  M.  IMurphy,  Omaha,  is  the  new 
president  of  the  Nebraska  Society  of  Clinical 
Hypnosis.  He  was  elected  at  the  annual 
meeting  of  the  society  in  Fremont  in  Decem- 
ber. 

Dr.  Maurice  Frazer,  Lincoln,  was  elected 
secretary  of  the  Radiological  Society  of 
North  America  at  the  annual  meeting  in 
Cincinnati  in  December.  Dr.  Frazer  is  the 
first  Nebraskan  to  hold  a position  in  this  na- 
tional society. 

Dr.  J.  H.  Murray,  Nampa,  Idaho,  the  first 
doctor  to  practice  in  Arnold,  celebrated  his 
100th  birthday  on  December  19th.  Dr.  Mur- 
ray came  to  Arnold  in  October  1884,  and 
practiced  in  this  community  for  six  years  be- 
fore moving  to  Idaho. 

Announcements 

Teaching  Speech  and  Lipreading  to 
Deaf  Children — 

Word  comes  from  Dr.  Keith  W.  Sehnert 
of  York,  the  Organizing  Chairman,  of  the 
formation  of  a parents’  gi’oup  to  promote  the 
teaching  of  speech  and  lipreading  to  deaf 
children  in  the  State  of  Nebraska.  It  is  the 
hope  of  the  organizers  that  they  may  con- 
tact the  parents  of  deaf  children  so  that  the 
educational  process  may  begin  as  soon  as 
possible  after  the  diagnosis  is  made. 

For  further  information,  please  write ; 
The  Nebraska  Parents  Section,  Alexander 
Graham  Bell  Association  for  the  Deaf,  Dr. 
John  Wiley,  Director,  University  Speech  and 
Hearing  Clinic,  Lincoln,  Nebraska. 

Clinical  Reviews,  IMayo  Clinic  and 
Mayo  Foundation  for  1961 — 

Staff  members  of  the  Mayo  Clinic  and  the 
Mayo  Foundation  for  Medical  Education  and 
Research,  will  present  again  this  year  a 
three-day  program  of  lectures  and  discus- 
sions on  problems  of  current  interest  in 
general  medicine  and  surgery,  April  10,  11, 
and  12,  1961. 
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The  American  Academy  of  General  Prac- 
tice and  the  College  of  General  Practice  of 
Canada  have  advised  the  Committee  on  Clin- 
ical Reviews  that  up  to  21  hours  of  Category 
I credit  may  be  obtained  by  members  of 
the  A.A.G.P.  or  the  C.G.P.  of  Canada  at- 
tending. 

There  are  no  fees  for  this  program.  The 
number  of  physicians  who  can  be  accommo- 
dated is  necessarily  limited.  Those  wishing 
to  attend  should  communicate  with  the 
Clinical  Reviews  Committee,  Mayo  Clinic, 
Rochester,  Minnesota. 

Medical  Continuation  Courses  to  be  Presented 
At  the  Center  for  Continuation  Study, 

University  of  Minnesota — 

February  6-8,  1961  — Anesthesiology  for 
Specialists 

February  13-18,  1961  — Neurology  for  Gen- 
eral Physicians  and  Internists 
Februaiy  27  - March  1,  1961  — Pediatrics 
for  General  Physicians  and  Internists 
March  13-15,  1961  — Allergy  for  General 
Physicians  and  Specialists 
March  17-18,  1961  — Trauma  for  General 
Physicians 

April  17-19,  1961  — Internal  Medicine  for 
Internists 

April  20-22,  1961  — Otolaryngology  for 
General  Physicians 

May  1-3,  1961  — Ophthalmology  for  Spe- 
cialists 

May  8-10,  1961  — Gynecology  for  General 
Physicians 

May  11-13,  1961  — Surgery  for  Surgeons 
May  15-19,  1961  — Proctology  for  General 
Physicians 

June  1-3,  1961  — Office  Psychotherapy  for 
General  Physicians 

1961  (All  Year)  — Cancer  Detection  for 
General  Physicians 

For  further  information  concerning  the 
above  courses,  write  to  the  Director,  Depart- 
ment of  Continuation  Medical  Education, 
1342  Mayo  Memorial,  University  of  Minne- 
sota, Minneapolis  14. 

News  and  Views 

Growth  of  Blue  Shield  Highly  Satisfactory — 

More  than  1,847,000  persons  enrolled  in 
the  74  Blue  Shield  Plans  located  in  North 
America  during  the  first  nine  months  of 


1960,  and  during  the  same  period  the  Plans 
paid  out  approximately  $550,000,000  for 
care  rendered  to  members,  the  National  As- 
sociation of  Blue  Shield  Plans  announced 
December  20,  1960. 

“Of  special  significance  is  the  fact  that 
the  $550,000,000  paid  to  physicians  was  an 
all-time  high  in  payments  for  a nine  month 
period,  and  represented  approximately  91 
per  cent  of  the  total  income  of  all  Blue 
Shield  Plans,”  the  national  association  indi- 
cated in  its  report.  At  the  same  time,  74 
Blue  Shield  Plans  were  reported  to  have  ex- 
pended less  than  10  per  cent  of  total  income 
for  administrative  expenses. 

The  national  association  also  said  in  its 
report  that  membership  in  the  74  Plans 
reached  46,640,348  as  of  September  30,  1960 
— an  enrollment  of  one  out  of  eveiy  four 
Americans.  Included  in  the  enrollment  fig- 
ures for  the  first  time  are  approximately 
938,000  Federal  workers  who  selected  Blue 
Shield  under  the  recently  enacted  Federal 
Employees  Health  Benefits  Program. 

“The  preference  for  Blue  Shield  on  the 
part  of  Federal  Employees  and  the  public 
at  large,”  the  national  association  conclud- 
ed, “reflects  the  general  acceptance  of  the 
programs  offered  by  Blue  Shield  Plans 
across  the  country.  At  the  same  time,  the 
record  paym.ents  to  physicians  during  the 
nine  month  period  points  up  the  extent  to 
which  these  Plans  help  members  pay  for 
medical  care.” 

This  Year’s  Crop  of  Hepatitis  Cases 
In  Nebraska — 

The  “Morbidity  Report”  from  the  Nebras- 
ka State  Department  of  Health  now  covers 
the  year  1960.  It  reveals  that  the  total  num- 
ber of  cases  of  Hepatitis  (“Infectious  and 
Serum”)  reported  for  the  year  has  been  252. 
This  is  to  be  compared  with  80  for  1959  and 
83  for  1958.  Inasmuch  as  the  number  of 
cases  of  “Serum”  hepatitis  remains  fairlj^ 
constant,  never  epidemic,  this  means  that 
the  marked  increase  has  been  of  the  infec- 
tious type.  As  previously  noted,  the  major 
portion  of  these  cases  has  been  reported 
from  Omaha-Douglas  County;  for  example, 
of  the  22  cases  reported  in  December,  17 
were  from  Douglas  County. 

Further  Grants  for  Specific  Research — 

The  Wesson  Fund  for  Medical  Research 
and  Education  recently  announced  seven 
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grants  for  basic  and  clinical  research  relat- 
ing to  the  influence  of  edible  fats  and  oils  on 
human  nutrition.  The  total  gi*anted  was 
$46,956.  These  new  awards  bring  the  total 
of  Wesson  Fund  grants  to  $108,916  for  1960. 

Birth  Control  Law  Challenged — 

Connecticut’s  unique  birth  control  law  is 
scheduled  to  be  challenged  before  the  U.  S. 
Supreme  Court  in  February.  In  an  unusual 
move,  66  professors  of  obstetrics  and  g>me- 
cology  from  the  nation’s  top  medical  schools 
have  filed  a brief  urging  the  Court  to  de- 
clare Connecticut’s  1 a w unconstitutional. 
One  of  the  66  professors  is  Dr.  R.  G.  Holly, 
University  of  Nebraska  College  of  Medicine. 

-Medical  Tour  of  Israel — 

A medical  tour  of  Israel  constituting  a 
clinical  postgraduate  program  will  be  of- 
fered by  University  of  California  Exten- 
sion’s department  of  continuing  education  in 
medicine  in  the  spring,  April  20  to  May  15, 
1961. 

Participants  will  go  by  airline,  and  stop- 
overs have  been  provided  in  Paris,  Istanbul, 
Athens,  and  Rome.  Sightseeing  trips  to  ma- 
jor points  of  interest  in  each  area  have  been 
arranged. 

Inquiries  about  this  tour  should  be  ad- 
dressed to:  Dean  of  Continuing  Education 
in  Medicine,  U.C.L.A.  Medical  Center,  Los 
Angeles  24,  California. 

Fund  in  Memory  of  Doctor  Herman  Jahr — 

From  The  Pulse  we  learn  the  following; 

“Members  of  the  Pediatric  Department  at 
the  University  of  Nebraska  College  of  Medi- 
cine recently  voted  to  establish  a Memorial 
Fund  in  remembrance  of  Dr.  Herman  M. 
Jahr. 

“Dr.  Jahr  was  Senior  Consultant  in  Pedi- 
atrics at  the  time  of  his  death  in  late  No- 
vember, and  was  a former  chairman  of  that 
department. 

“The  fund  is  to  be  used  in  perpetuity  for 
the  purchase  of  currently  n e w Pediatric 
textbooks  for  the  use  of  medical  and  nursing 
students,  and  house  staff  on  the  ward,  in 
the  nursery,  and  in  the  emergency  and  clinic 
areas. 

“Members  of  the  Memorial  Fund  Commit- 
tee . . . have  expressed  the  hope  that  ‘in  this 


way  his  memory  may  be  preserved  among 
the  gi-oups  to  whom  he  devoted  so  many 
years  of  his  teaching’.” 

Appreciation  of  Conduct  of  .Medical 
Care  Program — 

A letter  from  Brigadier  General  Werge- 
land.  Executive  Director,  Office  for  Depend- 
ent Medical  Care,  directed  to  Mr.  Merrill 
Smith,  our  executive  secretary,  has  the  fol- 
lowing to  say : 

“We  in  the  Office  for  Dependent  Medical 
Care  are  extremely  proud  of  the  manner  in 
which  the  Progi’am  has  been  accepted  and 
supported  by  civilian  physicians  and  hospit- 
als. We  are  cognizant  of  the  fact  that  such 
acceptance  would  not  have  been  possible  but 
for  the  highly  efficient  and  conscientious 
manner  in  which  the  various  medical  so- 
cieties and  fiscal  administrators  have  admin- 
istered the  Program.  For  this,  we  are  deep- 
Ij^  appreciative.” 

Chest  Physicians  Establish  Fund  to  Assist 
Cuban  Members — 

The  following  concerns  the  resolution  by 
the  Board  of  Regents  of  the  American  Col- 
lege of  Chest  Physicians  establishing  a fund 
to  help  members  from  Cuba: 

“At  the  Meeting  of  the  Board  of  Regents 
of  the  American  College  of  Chest  Physicians 
held  in  Washington,  D.C.  on  November  28, 
1960,  a resolution  was  adopted  to  establish 
a relief  fund  for  Cuban  members  of  the  Col- 
lege who  have  been  exiled  temporarily  from 
their  country.  The  Board  of  Regents  voted 
to  contribute  $5,000  to  launch  the  fund  and 
contributions  are  being  solicited  from  Col- 
lege members  and  others  who  are  interested. 
The  Cuban  Chapter  of  the  College  was 
founded  in  1940  and  now  has  74  members.” 

News  From  Nebraska  Heart 
Association 

Heart  and  circulatory  diseases  are  the 
leading  cause  of  death  in  the  United  States. 
Each  year  they  cause  more  than  half  of  all 
deaths.  No  age  group  is  immune  from  this 
most  serious  of  all  threats  to  America’s 
health.  Among  the  estimated  10,000,000 
persons  affected  in  the  U.S.,  approximately 
half  a million  are  children  of  school  age.  To 
help  reduce  this  appalling  toll  of  premature 
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death  and  disability,  the  American  Heart 
Association,  of  which  your  Nebraska  Heart 
Association  is  a state  affiliate,  evolved  the 
objectives  of  research,  education  and  com- 
munity service  for  heart  patients. 

To  make  the  new  knowledge  gained 
through  research  quickly  available  to  physi- 
cians, the  Nebraska  Heart  Association  holds 
Scientific  Sessions,  cooperates  with  health 
professions  in  establishing  community  pro- 
grams, and  makes  available  scientific  jour- 
nals in  which  are  published  the  latest  up-to- 
date  medical  findings. 

The  Nebraska  Heart  Association  is  com- 
posed of  both  professional  and  lay  groups 
and  individuals.  Membership  in  the  State 
Association  is  open  to  all  Nebraska  physi- 
cians, and  makes  them  eligible  to  receive  the 
latest  in  cardiovascular  research  through 
regular  mailings  that  include  such  literature 
as  “Modern  Concepts  of  Cardiovascular  Dis- 
ease,” “Recommendations  for  Human  Blood 
Pressure  Detennination,”  “Evaluation  and 
Management  of  Congenital  Cardiac  Defect” 
and  “Recommendations  for  Standardization 
of  ECG  and  VCG  Leads.”  These  are  only 
a few  of  the  publications  that  a member  re- 
ceives automatically. 

Other  profesional  journals  are  available 
through  the  Nebraska  Heart  Association  by 
subscription.  Circulation,  a monthly  devot- 
ed to  clinical  research  and  advances  in  the 
cardiovascular  field;  Circulation,  Research, 
a bi-monthly  concerned  with  basic  research 
in  the  cardiovascular  field,  “Symposium  on 
Congestive  Heart  Failure,”  eleven  articles 
concerned  with  pathologic  physiologjq  his- 
tory, cardiodynamics,  role  of  the  kidney, 
metabolic  changes,  etiologjq  therapeutics 
and  rehabilitation  and  “Hypertension-Renal, 
Electrolyte  and  Autonomic  Factors,”  six 
articles. 

As  a member  of  the  Nebraska  Heart  As- 
sociation you  become  a member  of  the  Amer- 
ican Heart  Association.  This  membership 
enables  you  to  further  participate  in  the 
fight  against  heart  disease  — not  only 
through  the  programs  developed  by  the  Ne- 
braska Heart  Association,  but  also  through 
the  programs  of  the  American  Heart  Asso- 
ciation’s Councils,  established  to  give  nation- 
al scope  and  leadership  in  special  phases 
of  the  heart  problem. 

For  further  information  concerning  mem- 
bership in  the  Nebraska  Heart  Association, 


Councils  of  the  American  Heart  Association, 
and  subscriptions  to  the  above  mentioned 
journals,  write  the  Nebraska  Heart  Associa- 
tion, 4202  Harney  Street,  Omaha,  Nebraska. 


Deaths 

Merle  A.  Harrison,  M.D.,  Kearney.  Doctor 
Merle  A.  Harrison  died  in  an  Omaha  hos- 
pital on  January  9,  1961,  at  the  age  of  51. 
A graduate  of  Creighton  University  School 
of  Medicine  in  1943,  Dr.  Harrison  prac- 
ticed in  Omaha  for  several  years  and  at 
West  Point,  Nebraska.  At  the  time  of  his 
death  he  was  a staff  doctor  at  the  Kearney 
State  Hospital. 

Matthew  J.  Severin,  M.D.,  Omaha.  Doctor 
Matthew  J.  Severin  died  at  the  age  of  62  at 
his  home  in  Omaha.  A 1923-gi-aduate  of 
Creighton  University  School  of  Medicine,  he 
was  a member  of  the  Omaha-Douglas  County 
Medical  Society,  the  Nebraska  State  Medical 
Association  and  the  American  Academy  of 
General  Practice.  At  the  time  of  his  death 
he  was  a staff  member  of  St.  Catherine’s 
and  St.  Joseph’s  Hospitals  in  Omaha. 


Know  Your 
Blue  Shield  Plan 


Medicine  — And  the  Challenge  of  the  ’60’s — 

Twenty  years  ago,  our  profession  respond- 
ed to  an  urgent  challenge,  and  demonstrated 
that  doctors  — working  together  with  labor, 
industry  and  community  leaders  — could 
solve  a great  social  problem  by  voluntary 
effort. 

The  challenge  we  faced  in  1940  was  the 
threat  of  national  compulsory  health  insur- 
ance, which  many  people  then  felt  was  the 
only  practicable  solution  to  the  problem  of 
prepayment  for  modera  medical  care. 

Medicine’s  response  was  the  creation  of 
Blue  Shield,  through  which  our  profession 
acknowledged  its  responsibility  not  only  to 
provide  good  medical  care  but  to  help  peo- 
ple pay  for  it  when  they  need  it.  Although 
Blue  Shield  has  always  been  the  leader  and 
pace-setter  of  the  vast  voluntary  medical 
prepayment  system,  our  efforts  were  soon 
supplemented  by  the  private  insurance  in- 
dustry, which  today  undenvrites  about  as 
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much  medical  care  insurance  as  do  the  na- 
tion’s Blue  Shield  Plans. 

Now  — in  1960  — we  face  a new  chal- 
lenge in  the  proposal  to  utilize  the  Social  Se- 
curity system  to  underwrite  medical  care 
for  its  aged  beneficiaries.  There  are  many 
who  fear  that  this  would  be  only  a prelim- 
inary step  to  the  extension  of  medical  care 
coverage  through  Social  Security  to  the  en- 
tire population. 

How  can  medicine  meet  this  new  chal- 
lenge? Why  not  look  again  to  Blue  Shield, 
medicine’s  own  prepajmient  mechanism? 
Blue  Shield  today  has  earned  a vote  of  con- 
fidence from  more  than  45  million  citizens 
and  it  also  enjoys  substantial  — though  not 
uncritical  — support  from  much  of  labor  and 
industry. 

Our  local  Blue  Shield  programs  v a r y 
widely  in  scope  of  coverage,  in  the  degree  of 
assurance  of  full  payment  that  they  offer 
the  patient,  and  in  the  adequacy  of  their 
payments  to  physicians.  Some  Plans  are 
veiy  good,  while  some  others  are  scarcely 
worthy  of  public  support  or  professional  en- 
dorsement. 

If  we  are  to  meet  the  challenge  of  the  60’s 
and  keep  our  patients  and  our  profession 
free  of  political  domination,  we  must  make 
every  one  of  our  Blue  Shield  Plans  as  good 
as  the  best  of  them.  If  we  fail  to  give  all 
the  people  of  America  the  very  best  medical 
prepayment  program  we  can  possibly  offer 
them,  they  may  look  elsewhere  for  the  an- 
swer to  this  challenge. 

Let’s  Not  Take  Blue  Shield  for  Granted! — 

We  live  in  tumultous  times  — when  the 
pace  of  political  history  and  social  change 
seems  to  have  taken  on  jet  propulsion,  along 
with  our  rockets  and  planes. 

And,  though  even  our  oldest  Blue  Shield 
Plans  are  scarcely  21  years  old,  they  have 
become  such  an  accustomed  part  of  our 
medico-economic  landscape  that  many  of  us 
— especially  those  Avho  were  not  in  practice 
when  these  Plans  were  created — already  tend 
to  take  them  for  granted.  Indeed,  one 
hears  too  frequently  our  Blue  Shield  Plan  re- 
ferred to  as  “just  another  insurance  com- 
pany.” 

This  casual  remark  misses  a rather  vital 
point  — vital  not  only  to  the  security  of  the 
Plan  but  to  the  future  of  medicine’s  free 


enterprise  economy.  For  there  are  a num- 
ber of  important  differences  between  Blue 
Shield  and  the  insurance  organizations  in 
the  field. 

Perhaps  the  basic  difference  is  that  Blue 
Shield,  unlike  its  commercial  competitors,  is 
not  an  end  in  itself,  but  only  a means  — a 
mechanism  set  up  by  doctors  and  patients 
to  make  it  easier  for  patients  to  pay  for 
medical  care  and  to  facilitate  the  doctor’s 
job  of  providing  needed  medical  care  to  his 
patients.  To  an  insurance  company,  the 
business  is  an  end  in  itself.  To  us.  Blue 
Shield  is  only  an  instrument  designed  to 
help  doctors  and  patients  meet  their  respon- 
sibilities to  each  other. 

To  an  insurance  company,  a claim  pay- 
ment is  a “loss;”  to  Blue  Shield,  a claim 
payment  is  a benefit  — fulfilling  the  sole 
purpose  of  its  existence.  Blue  Shield  is  run 
by  doctors  and  public  representatives  for  the 
benefit  of  the  community.  It’s  the  one  and 
only  natioiiAvide  prepaATnent  program  Avhose 
medical  functions  are  guided  and  controlled 
by  the  medical  profession,  for  the  single  pur- 
pose of  helping  physicians  the  better  to 
serve  our  patients. 

No,  Blue  Shield  is  not  “just  another  in- 
surance company.”  It  is  the  main  bulAA^ark 
of  private  practice  in  America  — our  one 
strong  shield  against  the  threat  of  a state- 
controlled  medical  system. 


Books 

Within  the  past  month  three  valuable  new  med- 
ical books  have  arrived  at  the  desk  of  your  review 
editor.  The  first  of  these  is  “Blood  Diseases  of 
Infancy  and  Childhood,”  written  by  Carl  H.  Smith, 
M.D.,  Professor  of  Clinical  Pediatrics  at  Cornell 
University  Medical  College,  New  York  City;  At- 
tending Pediatrician,  The  New  York  Hospital;  Con- 
sulting Hematologist  in  Pediati-ics,  Lenox  Hill  Hos- 
pital, New  York  City,  etc.  Dr.  Smith  has  presented 
the  essentials  of  pediatric  hematology  and  the  sali- 
ent features  of  blood  dyscrasias  against  the  back- 
ground of  noi-mal  development  of  infancy  and  child- 
hood. Although  these  hematologic  disorders  cor- 
respond closely  to  those  occurring  in  adult  life,  the 
approach  to  diagnosis  is  frequently  complicated  by 
concomitant  alterations  which  nonnally  take  place 
during  growth,  and  certain  of  the  blood  disorders 
occur  almost  exclusively  in  early  life  and  are  best 
described  in  a pediatric  setting. 

Although  the  blood  diseases  of  younger  patients 
are  effectively  presented  in  the  comprehensive 
hematologic  textbooks  currently  available,  neverthe- 
less there  is  much  to  be  gained  by  their  separate 
consideration.  This  book  is  not  intended,  however, 
to  supplant  these  larger  works;  rather  it  is  de- 
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signed  to  serve  as  a companion  volume  since  few 
diseases  in  this  or  other  specialties  can  be  arbitrari- 
ly restricted  to  a specific  age  period.  Dr.  Smith 
has  emphasized  the  pathogenesis  of  hematologic 
disorders  of  the  pediatric  age  group  in  the  light  of 
established  concepts  as  a basis  for  rational  treat- 
ment. Elaborate  techniques  have  been  developed 
within  recent  years  permitting  visualization  of 
physiologic  forces  controlling  blood  formation  and 
their  abnormalities.  Although  certain  important 
data  can  be  acquired  with  these  facilities,  Dr.  Smith 
has  tried  to  show  how  the  detection  of  the  common 
blood  disorders  lies  within  the  province  of  every 
medical  practitioner  by  careful  history  and  physical 
examination  with  the  use  of  simple  instruments  and 
techniques  and  by  coordinating  information  derived 
from  a variety  of  inteiTelated  sources. 

A few  of  the  many  interesting  discussions  are 
listed  below: 

a.  Blood  of  Premature  Infants. 

b.  The  Hereditary  Basis  of  Blood  Diseases. 

c.  Fetal  Hemorrhage  into  the  Maternal  Circula- 
tion. 

d.  Placental  Transmission  of  Antibodies,  Iso- 
agglutinins, and  the  L.E.  Factor. 

e.  Transplacental  Passage  of  Drugs  Affecting 
Blood  Elements  in  the  Newborn  Infant. 

f.  New  Developments  in  Blood  Grouping. 

g.  Transfusions  in  Pediatric  Practice  — Indica- 
tions for.  Techniques  of.  Limitations  and  Haz- 
ards, Choice  and  Dosage  of  Whole  Blood, 
Packed  Erythrocytes,  and  Plasma. 

h.  Differential  Diagnosis  of  Jaundice  in  the  Neo- 
natal Period. 

i.  The  Anemias  of  the  Newborn,  Diagnosis  and 
Treatment. 

j.  The  Hereditary  Hemoglobinopathies. 

k.  Leukopenia,  Leukocytosis,  Leukemoid  Reac- 
tions, and  Lymphocytosis. 

l.  Infectious  Mononucleosis. 

m.  Leukemia  and  Allied  Disorders. 

n.  Disorders  of  the  Spleen  and  the  Reticuloen- 
dothelial System. 

o.  Blood  Coagulation  and  Disorders  Thereof. 

p.  The  Puiqruras. 

q.  Procedures  for  Screening  Potential  Bleeders. 

r.  Laboratory  Investigation  of  Coagulations  Dis- 
orders. 

This  is  a valuable  book  for  the  hematologist,  the 
pediatrician,  the  general  practitioner,  the  medical 
student,  the  clinical  pathologist.  It  is  a first-rate 
I’eference  book  and  should  rate  a priority  reference 
when  it  comes  to  considering  the  purchase  of  books 
for  the  library  of  the  hospital,  whether  the  hospital 
is  a small  community  hospital  or  a large  medical 
center  hospital. 

“BLOOD  DISEASES  OF  INFANCY  AND 

CHILDHOOD,”  written  by  Carl  H.  Smith,  M.D. 

Published  in  November  of  1960  by  the  C.  V. 

Mosby  Company  of  St.  Louis,  Missouri.  572 

pages.  .?17.00. 

The  second  book  received  from  the  C.  V.  Mosby 
Co.  is  entitled  “Resuscitation  of  the  Newborn  In- 
fant, Principles  and  Practice”  and  was  edited  by 


Harold  Abramson,  M.D.,  Professor  of  Clinical  Pedi- 
atrics, New  York  Medical  College,  New  York  City, 
and  Director  of  the  Maternal  and  Child  Health  Pro- 
gram, New  York  Medical  College  — Metropolitan 
Medical  Center,  New  York  City.  In  writing  this 
book.  Dr.  Abramson  has  been  assisted  by  a highly 
competent  group  of  contributing  authors. 

Chapter  headings  include  the  following: 

a.  Anoxia  and  Perinatal  Mortality. 

b.  Physiology  and  Biochemistry. 

c.  Pathology  of  the  Fetus  and  Newborn  Infant. 

d.  Causes  of  Perinatal  Disability  in  Relation  to 
Respiratory  Insufficiency. 

e.  History  and  Physical  Examination  of  the 
Mother. 

f.  Obstetric  Factors:  Diagnosis  and  Manage- 

ment. 

g.  Obstetric  Analgesia  and  Anesthesia. 

h.  Diagnosis  of  Fetal  Distress:  Clinical  Signs 
and  Electrocardiography  During  Labor  and 
Delivery. 

i.  The  First  Sixty  Seconds  of  Life. 

j.  Resuscitation  Procedures  in  the  Delivery 
Room. 

k.  Mechanical  Respirators  and  Resuscitators. 

l.  Di-ug  Therapy. 

m.  Immediate  Examination  of  the  Newborn  In- 
fant in  the  Delivery  Room. 

n.  Recovery  Nursery  for  Newboni  Infants. 

o.  Appraisal  of  Newborn  Infants  in  the  Nursery. 

p.  Laboratory  Diagnosis. 

q.  The  Search  for  New  and  Precise  Knowledge. 

This  book  will  be  another  fine  addition  to  the 
hospital  library  where  it  will  interest  the  anesthesi- 
ologist, the  obstetrician,  the  pediatrician,  the  stu- 
dent, and  the  nursing  staff. 

“RESUSCITATION  OF  THE  NEWBORN 

INFANT,”  edited  by  Harold  Abramson,  M.D. 

Published  in  October  1960  by  the  C.  V.  Moshy 

Company  of  St.  Louis,  Misouri.  274  pages. 

$10.00. 


The  other  book  received  this  past  month  is  a 
summation  of  the  papers  and  discussions  on  the 
occasion  of  the  meeting  of  the  Ciba  Foundation 
Study  Group  No.  5.  This  group  met  on  6 April 
1960  in  London  and  discussed  “The  Regulation  of 
the  Inorganic  Ion  Content  of  Cells,”  which  is  the 
title  of  this  book.  Papers  given  included  the  fol- 
lowing: 

a.  Critical  Energy  Barriers  to  Active  Transport 
in  Muscle  and  the  Redox  Ptimp  Theory  (hy 
E.  J.  Conway  of  Dublin). 

b.  Osmotic  Regulation  and  Ion  Transport  of  the 
Frog  Skin  Epithelium  (by  H.  H.  Ussing  of 
Copenhagen). 

c.  Changes  in  the  Passive  Cation  Penneability 
of  Erythrocytes  in  Low  Electrolyte  Media  (by 
W.  Wilbrandt  of  Bern). 

d.  Factors  Determining  the  Inorganic  Ion  Con- 
tent of  Yeast  Cells  (by  A.  Rothstein  of  the 
University  of  Rochester  Medical  School). 

e.  Some  Aspects  of  the  Part  Played  by  Phos- 
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phate  Compounds  in  the  Regulation  of  Cer- 
tain Inoi-ganic  Ions  in  Cells  (by  P.  C.  Caldwell 
of  Plymouth). 

f.  The  Effect  of  Complete  and  Partial  Inhibition 
of  Metabolism  on  Active  Transport  in  Neiwe 
and  Muscle  (by  R.  D.  Keynes  of  Cambridge). 

“REGULATION  OF  THE  INORGANIC  ION 
CONTENT  OF  CELLS,”  by  the  Ciba  Founda- 
tion Study  Group  No.  5,  edited  by  G.  E.  W. 
Wolstenholme,  liI.R.C.P.,  and  Cecilia  M.  O’Con- 
nor, B.Sc.  Published  Januaiy,  1961  by  Little, 
Brown  and  Ck>mpany  of  Boston.  100  pages. 
Price  not  given. 


TUBERCULOSIS  ABSTRACTS 

THE  PRICE  OF  TUBERCULOSIS  CONTROL 

Control  of  tuberculosis  is  now  within  our 
grasp  if  it  is  regarded  as  important  enough 
by  leaderc  in  public  health.  Prevention  of 
infection,  treatment  of  the  infected  indi- 
vidual, will  accomplish  it. 

Despite  substantial  advances  in  diagnosis  and 
therapy  of  tuberculosis  as  a disease,  the  basic  prob- 
lems of  tuberculosis  control  have  remained  rela- 
tively unchanged  over  the  years.  The  magnitude 
of  the  problem  of  control  has  changed,  but  its  na- 
ture is  the  same.  Prevention  of  infection  with 
its  consequent  disease  and  death  is  still  the  goal  in 
the  United  States,  and  no  short  cuts  to  this  goal 
have  been  discovered.  The  old  road  of  isolation  of 
the  infected,  plus  treatment  and  education  of  the 
patient  and  his  contacts  to  minimize  the  spread  of 
infection  is  still  the  highway  to  the  elimination  of 
tuberculosis  as  a public  health  problem. 

NEW  INFECTIONS  STILL  OCCUR 

There  is  good  evidence  that  new  infections  in 
the  United  States  have  been  substantially  reduced 
in  number  and  in  rate.  There  is  equally  good  eri- 
dence  that  new  infections  still  occur  in  most  parts 
of  the  countiy.  There  is  even  evidence  that  the 
areas  where  the  number  and  rate  of  new  infections 
is  greatest  can  be  predicted.  At  the  moment  in- 
fection takes  place,  the  continuance  of  this  pre- 
ventable, communicable  and  chronic  disease  is  as- 
sured. 

What  seems  worth  wondering  about  is  why  there 
is  so  little  concern  about  this  situation.  Do  we 
reseiwe  all  our  moral  indignation  about  the  re- 
signed or  callous  attitudes  toward  disease  and 
death  for  far-away  places  that  we  can  designate 
as  underdeveloped?  What  are  the  things  we  value 
more  highly  than  the  prevention  of  a disabling  and 
deadly  disease  we  know  to  be  preventable?  These, 
of  course,  are  slanted  questions. 

Actually,  it  does  not  seem  appropriate  for  offi- 
cial agencies  and  voluntaiy  associations  paid  by 
the  public  to  control  tuberculosis  to  take  a de- 
tached attitude  in  this  matter.  Can  such  agencies 
be  satisfied  with  anything  less  than  complete  con- 
trol Why  this  indecision? 


AREAS  OF  INDECISION 

Some  points  of  indecision  about  tuberculosis  con- 
trol are  easily  discernible  : 

1.  The  belief  that  although  tuberculosis  is  a 
communicable  disease,  it  is  not  so  commun- 
icable that  isolation  of  all  cases  is  deemed 
a necessity.  The  risk  of  the  spread  of  tuber- 
culosis is  more  tolerable  than  infringement 
of  individual  liberty. 

2.  The  belief  that  the  interests  of  the  practicing 
physician  are  paramount  to  the  public’s  in- 
terest in  tuberculosis  control.  How  many 
health  departments  can  coxmt  upon  regular 
verification  that  the  public  interest  has  been 
seiwed  in  connection  with  cases  under  the  su- 
peiwision  of  private  physicians  ? 

3.  The  belief  that  the  effort  required  for  keep- 
ing track  of  the  patient  as  he  moves  from 
suspect  to  diagnosed  case  and  from  one  fonn 
of  treatment  to  another  isn’t  worth  the  ef- 
fort. 

4.  The  belief  that  the  cost  of  tuberculosis  con- 
trol should  be  boime  by  the  patient  if  at  all 
possible. 

5.  The  belief  that  tuberculosis  needs  to  be  con- 
trolled only  in  persons  wth  legal  residence 
of  vai’ious  health  jurisdictions. 

6.  The  belief  that  care  (or  neglect)  of  tuber- 
culosis is  cheaper  than  tuberculosis  control. 

7.  The  belief  that  control  is  undemocratic,  in- 
humane, bureaucratic  and  unneeded. 

8.  The  belief  that  patients  must  accept  hospital 
treatment  or  be  dismissed  from  health  depart- 
ment concern. 

These  are  a few  of  the  most  common  points  of 
indecision  about  tuberculosis  control.  Undoubted- 
ly, many  people  are  infected  each  year  by  people 
who  do  not  know  they  have  tuberculosis  in  a com- 
municable stage,  others  are  infected  by  people 
whose  doctors  know  they  have  tuberculosis  but  the 
health  department  does  not,  and  still  others  are  in- 
fected by  pereons  who  have  been  reported  to  the 
health  depaiimient  as  tuberculous.  When  infection 
results  in  the  last  two  types  of  situations,  the 
health  department  or  the  medical  profession  has 
failed.  If  we  believe  in  health  department  control 
of  tuberculosis,  each  case  of  medical  profession 
failure  is  also  a case  of  health  department  failure. 
When  infections  result  from  exposure  by  a pereon 
who  does  not  know  he  has  tuberculosis,  it  is  appro- 
priate to  ask  why  he  did  not  know.  If  he  was  ever 
known  to  the  health  department  or  a physician  as 
a case  or  as  a suspect  or  as  a contact,  can  we 
claim  infection  was  unavoidable? 

ELIMINATION  OF  TUBERCULOSIS 
POSSIBLE 

Experts  now  believe  we  could  eliminate  tubercu- 
losis, not  by  waiting  for  it  to  bum  itself  out  but 
by  the  use  of  widespread  chemotherapy  as  a public 
health  measure.  They  believe  this  prospect  of 
elimination  may  wane  if  not  pursued  promptly  and 
vigorously.  The  challenge  is  whether  we  can  ac- 
complish this  ^\■ithout  more  control  and  without 
coming  to  decisions  about  matters  which  have  im- 
peded control  in  the  past.  Briefly,  it  comes  to  this 
— tuberculosis  can  be  controlled  if  it  is  regarded  by 
leadei-s  in  the  field  of  public  health  as  impoi-tani 
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enough.  In  a specialized  society  preoccupied  with 
many  other  concerns,  \dgorous  leadership  is  re- 
quired. Leadership  which  waits  for  a clear,  clarion 
demand  for  action  from  the  man  in  the  street  sim- 
ply isn’t  leadership  these  days  and  accomplishes 
little.  Public  health  leaders  must  lead. 

Donald  A.  Traiiger,  Division  of  Research  & Statistics,  June 

29th.  I960. 


DOCTOR  — Does  your  wife  like  to 
read  the  Auxiliary  news?  Then  be  sure 
and  take  your  copy  home. 


It's  your  professional  privilege 
to  replenish  your  ranks  . . . 

Give  to 

medical  education 
through  AMEF 


American  Medical 
Education  Foundation 

535  N.  Dearborn  St.,  Chicago  10,  III. 


Today's  Health 

- W \in.  II M.  .I1..1I  ..IIM... 


A GOOD  BUY  IN 
PUBLIC  RELATIONS 

Today’s  Maalth  is  publishad 

for  the  American  Family  by  the 

American  Medical  Association 

GIVE  GIFT  SUBSCRIPTIONS 

to  your  patients  and  friends 

Today's  Health  - AMA 
535  N.  Dearborn  Street 
Chicago  TO,  Illinois 

Please  enter  the  following  subscription; 
[^2  YEARS  $5,00  Q 1 YEAR  $3.00 

(U.S.,  u.s.  POSSESSIONS  & Canada) 

Nome 

Address 

City 


-Zon* 


-State 


Please  Print— Use  separate  sheet 

for  additional  names.  SJ 


ORGANIZATIONS.  NATIONAL 


American  Academy  of  General  Practice 
Mr.  Mac  F.  Cahal 
Volker  at  Brookside 
Kansas  City  12,  Missouri 


American  Heart  Association 
Mr.  Rome  A.  Betts,  Secy. 
44  East  23rd  Street 
New  York  10,  New  York 


American  Academy  of  Pediatrics 
E.  H.  Christopherson,  Secy. 

1801  Hinman  Ave. 

Evanston,  Illinois 

American  College  of  Obstetricians  & Gynecologists 
Mr.  D.  F.  Richardson,  Secy. 

79  West  Monroe 
Chicago  3,  Illinois 

American  College  of  Physicians 
Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Secy. 
4200  Pine  St 

Philadelphia  4,  Pennsylvania 

American  College  of  Radiology 
Mr.  W.  C.  Stronach 
20  North  Wacker  Drive 
Chicago  6,  Illinois 

American  College  of  Surgeons 
Michael  L.  Mason,  Secy. 

40  East  Erie  Street 
Chicago  11,  Illinois 

American  Diabetes  Association 
E.  Paul  Sheridan,  Secy. 

1 East  45th  Street 
New  York  17,  New  York 


American  Hospital  Association 
Mr.  M.  J.  Norby,  Secy. 

840  Lake  Shore  Drive 
Chicago  11,  Illinois 

American  Society  of  Anesthesiology 
J.  E.  Remlinger,  Secy. 

802  Ashland  Ave. 

Wilmette,  Illinois 

American  Society  of  Internal  Medicine 
Mr.  R.  L.  Richards,  Secy. 

350  Post  Street 

San  Francisco,  California 

The  American  Society  of  Clinical  Pathologists 
Mr.  Claude  E.  Wells,  Executive  Secy. 

445  North  Lake  Shore  Drive 
Chicago  11,  Illinois 

American  Medical  Association 

F.  J.  L.  Blasingame,  Executive  Vice  Pres. 
535  North  Dearborn  Street 
Chicago  10,  Illinois 

Arthritis  and  Rheumatism  Foundation 
Floyd  B.  Odium,  Chairman 
10  Columbus  Circle,  New  York  19,  N.Y. 
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ORGANIZATIONS.  STATE 


Alcoholics  Anonymous 
1345  N Street,  Lincoln 
American  Red  Cross 

W.  J.  Frenzel,  State  Representative 
2631  Garfield,  Lincoln 
Cerebral  Palsy  Association  of  Nebraska 
Mrs.  Ben  H.  Cosdery 
201  South  Elmwood  Road,  Omaha 
Creighton  University  School  of  Medicine 
Richard  Egan,  Dean 
302  North  14th 
Omaha,  Nebraska 
Multiple  Sclerosis  Society 
207  Midway  Building 
Lincoln,  Nebraska 
Muscular  Dystrophy  Society 
Mrs.  Marvin  Traeger,  President 
Fairbury,  Nebraska 
National  Foundation,  Inc. 

Clinton  Belknap 
1044  Stuart  Building 
Lincoln,  Nebraska 

Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 
Lloyd  E.  Skinner,  President 
Box  2,  Elmwood  Station,  Omaha  6,  Nebraska 

Nebraska  Association  of  Pathologists 
Donald  Max  Fitch,  Secy.-Treas. 

University  of  Nebraska  Hospital 
Omaha,  Nebraska 

Nebraska  Blue  Cross-Blue  Shield 
Joseph  Burger,  Executive  Director 
518  Kilpatrick  Building 
Omaha,  Nebraska 

Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

402  Lincoln  Liberty  Life  Building 
Lincoln,  Nebraska 

Nebraska  Chapter 

American  College  of  Physicians 

E.  M.  Walsh,  M.D.,  Governor  of  Nebr.  Chap. 
5002  Dodge 
Omaha,  Nebraska 

Nebraska  Chapter 
American  College  of  Surgeons 
Dwight  Cherry,  M.D.,  Secy. 

921  Stuart  Building 
Lincoln,  Nebraska 

Nebraska  Chapters 
National  Cystic  Fibrosis  Foundation 
Douglas  County  Chapter 
Miss  Marlene  Lorch,  Secretary 
University  of  Nebraska  Hospital 
Omaha,  Nebraska 
Lancaster  County  Chapter 
Mrs.  Alvin  Morris,  Secretary 
3400  North  69th  Street,  Lincoln 

Nebraska  Division 
American  Cancer  Society 

Braxton  Tewart,  Executive  Director 
4201  Dodge 
Omaha,  Nebraska 

Nebraska  Eye,  Ear,  Nose  & Throat  Society 
G.  T.  Alliband,  M.D.,  Secy. 

1020  Medical  Arts  Building 
Omaha,  Nebraska 


Nebraska  Heart  Association 

Carl  Marxer,  Executive  Director 
4202  Harney 
Omaha,  Nebraska 

Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
512  South  13th  Street 
Lincoln,  Nebraska 

Nebraska  Pharmaceutical  Association 
Miss  Cora  Mae  Briggs,  Executive  Secy. 

414  Federal  Seccrities  Building 
Lincoln,  Nebraska 

Nebraska  Psychiatric  Institute 
602  South  44th  Avenue,  Omaha 
Nebraska  Public  Health  Association 

E.  A.  Rogers,  M.D.,  M.P.H.,  President 
State  Capitol  Building 

Lincoln  9,  Nebraska 

Nebraska  Radiological  Society 
Ronald  E.  Waggener,  M.D.,  Secy.-Treas. 
University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 

Nebraska  Society  for  Crippled  Children 
S.  Orson  Perkins,  Director 
402  South  17th 
Omaha,  Nebraska 

Nebraska  Society  of  Internal  Medicine 
Harold  N.  Neu,  M.D.,  President 
324  City  National  Bank  Building 
Omaha,  Nebraska 

Nebraska  State  Dental  Association 

F.  A.  Pierson,  D.D.S.,  Secy. 

1112  Federal  Securities  Building 
Lincoln,  Nebraska 

Nebraska  State  Department  of  Health 
E.  A.  Rog:ers,  M.D.,  Director 
State  Capitol  Building 
Lincoln,  Nebraska 

Nebraska  State  Medical  Association 
M.  C.  Smith,  Executive  Secy. 

1315  Sharp  Building 
Lincoln  8,  Nebraska 

Nebraska  State  Nurses  Association 
Mrs.  Zelda  Nelson,  Executive  Director 
303  Merchants  National  Building 
Omaha,  Nebraska 

Nebraska  State  Obstetrics  & Gynecology  Society 
Morris  Grier,  M.D.,  Secy. 

828  Medical  Arts  Building 
Omaha,  Nebraska 

Nebraska  Tuberculosis  Association 
Delmer  Serafy,  Eexecutive  Secy. 

406  W.O.W.  Building,  Omaha,  Nebraska 
Omaha,  Nebraska 

Omaha  Mid-West  Clinical  Society 
1031  Medical  Arts  Building 
Omaha,  Nebraska 

POISON  CONTROL  CENTER 
Childrens  Memorial  Hospital 
502  South  44th  Street,  Omaha 

University  of  Nebraska  College  of  Medicine 
J.  P.  Tollman.  M.D.,  Dean 
42nd  and  Dewey 
Omaha,  Nebraska 
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MEDICAL  LEADERSHIP  IN 
REHABILITATION 

(Guest  Editorial) 

The  rehabilitation  of  the  handicapped  per- 
son to  his  maximum  capacity  for  functional, 
social,  and  economic  independence  may  re- 
quire a coordinated  process  in  which  several 
professional  groups  participate.  Some  pa- 
tients need  only  single  services,  such  as 
physical  or  occupational  therapy.  Others 
require  a comprehensive  procedure  begin- 
ning with  a complete  medical  appraisal  of 
the  mental  and  physical  status  and  includ- 
ing an  analysis  of  the  social  background  and 
the  motivational  factors  and  a vocational 
evaluation  of  employment  potentials  and  ca- 
pacity for  retraining. 

Whether  simple  or  complex,  rehabilitation 
begins  with  medical  care,  preferably  con- 
current with  the  latter  rather  than  subse- 
quent to  it.  Certainly,  the  physician  is  not 
the  sole  determinator  of  the  full  potentiali- 
ties of  the  patient  and  he  must  rely  upon 
the  social  workers,  the  therapists,  and  the 
vocational  rehabilitation  counselors  for  their 
professional  contributions.  The  physician 
is  responsible  for  determining  the  level  of 
mental  and  physical  improvement  the  pa- 
tient is  likely  to  reach,  the  intensity  of  med- 
ical and  other  services  the  patient  is  capa- 
ble of  accepting,  and  the  time  such  services 
should  begin.  Likewise,  it  is  his  responsi- 
bility to  the  patient,  throughout  the  entire 
rehabilitation  procedure,  to  be  certain  that 
the  latter’s  health  status  is  maintained  at 
an  optimal  level. 

These  medical  functions  are  shared  by  all 
physicians,  regardless  of  specialty,  who  care 
for  patients  with  any  disease  or  disorder 
which  may  leave  a residual  disability.  Re- 
sponsibility cannot  be  left  for  the  very  small 
number  of  physicians  who  have  chosen  phys- 
ical medicine  and  rehabilitation  as  a spe- 
cialty and  have  received  board  certification 
in  this  field  as  a mark  of  their  exceptional 
professional  competence.  To  this  group 
must  be  assigned  the  responsibilities  for  the 
management  of  very  difficult  cases,  for  the 
organization  of  special  rehabilitation  serv- 
ices, and  for  providing  consultation  to  other 
physicians  as  necessary. 


Unfortunately,  there  are  many  physicians 
who  have  not  taken  an  interest  in  or  accept- 
ed responsibility  in  regard  to  the  rehabilita- 
tion aspects  of  their  patient’s  medical  prob- 
lem. As  a result,  complaints  of  the  follow- 
ing types  are  often  made  by  nonmedical 
agencies  administering  rehabilitation  pro- 
grams, such  as  vocational  rehabilitation, 
sheltered  workshops,  or  welfare  medical 
care  (Aid-to-the-Disabled) : 

1.  Physicians  frequently  fail,  either  de- 
liberately or  by  just  not  getting  around  to 
doing  it,  to  provide  the  necessary  medical 
information  to  assist  the  agency  in  deter- 
mining the  eligibility  of  the  patient  for  the 
rehabilitation  program. 

2.  Physicians  often  write  down,  “totally 
disabled,”  without  reporting  any  clinical 
findings  to  back  up  such  a statement. 

3.  When  adequate  clinical  reports  are  sub- 
mitted, physicians  too  often  state  that  no  re- 
habilitation services  are  indicated,  when  it 
is  known  by  both  medical  and  nonmedical 
members  of  rehabilitation  teams  that  pa- 
tients with  similar  types  of  handicap  often 
show  good  responses  to  rehabilitation. 

4.  It  is  recognized  that  rehabilitation 
services  are  not  adequate  in  many  areas  of 
the  State.  Yet  several  of  the  existing  high 
quality  facilities  are  having  administrative 
and  financial  difficulties  because  they  are 
not  receiving  sufficient  referrals  from  the 
physicians  in  the  community.  On  the  basis 
of  numerous  studies  of  the  prevalence  of 
disabilities  in  a community,  it  appears  that 
there  are  many  patients  just  not  being  re- 
ferred for  available  services. 

5.  When  patients  are  referred,  the  physi- 
cian’s request  is  often  made  for  a single 
service,  such  as  physical  therapy  or  occupa- 
tional therapy,  when  it  is  obvious  to  those 
experienced  in  rehabilitation  that  the  person 
requires  a comprehensive  evaluation.  Such 
persons  often  have  problems  in  adjusting  to 
their  disabilities,  which  may  be  interper- 
sonal or  may  relate  to  their  dealings  with 
their  family  or  their  community.  On  the 
other  hand,  it  may  be  necessary  for  them  to 
have  a complete  change  in  work  habits  or  be 
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trained  for  a new  vocational  field  because 
the  disability  prevents  them  from  returning 
to  their  former  area  of  occupation.  Thus, 
rather  than  a few  physical  therapy  treat- 
ments a week,  they  should  have  a social 
evaluation  and  a prevocational  counseling 
and  testing  seiwice  to  be  followed  by  actual 
vocational  training  if  indicated.  All  of  these 
services  should  be  begun  at  the  earliest  pos- 
sible time. 

6.  Physicians  rarely  consider  the  current 
labor  market  or  the  types  of  jobs  available 
in  the  community  when  recommending 
handicapped  patients  for  certain  jobs.  The 
most  common  complaint  by  employment  spe- 
cialists is  that  physicians  state  that  the  pa- 
tient is  suitable  for  “light  work,”  without 
having  any  idea  of  what  “light  work”  in- 
volves. The  classic  example  is  the  referral 
of  a patient  for  a position  as  night  watch- 
man, when  it  is  well  known  that  the  watch- 
man must  make  rounds  through  a multi- 
storied building  every  hour  and  be  ready  to 
take  quick  action  in  case  of  fire  or  intrud- 
ers. 

Related  to  this  lack  of  medical  leadership 
is  the  frequent  tendency  of  many  nonmedical 
agencies  to  take  for  granted  that  they  are 
the  leaders  in  the  rehabilitation  field  and 
that  physicians  play  a very  secondary  role, 
simply  a source  for  which  medical  sendees 
may  be  purchased.  This  seems  to  reach  a 
peak  in  the  current  Federal  legislative  pro- 
posal for  a Federal  program  for  “Independ- 
ent Living  Rehabilitation”  (primarily  a med- 
ical rehabilitation  progi'am  for  handicapped 
persons  with  no  potentialities  for  return  to 
employment)  which  would  be  placed  in  the 
vocational  rehabilitation  unit  of  the  states. 
This  bill  (HR-3465)  is  being  sponsored  by 
the  National  Rehabilitation  Association.  In 
a widely  distributed  “background  state- 
ment,” this  association  declares  that  only 
vocational  rehabilitation  counselors  have  the 
philosophy  and  the  experience  to  undertake 
such  a progi’am.  While  holding  that  a re- 
habilitation for  independent  living  is  not 
primarily  medical,  the  statement  emphasizes 
that  the  vocational  counselors  have  had  lots 
of  experience  in  running  medical  programs, 
and  are  perfectly  capable  of  doing  so. 

Thus  we  see  here  the  pattern  which  is 
characteristic  of  phenomena  in  other  areas 
of  medical  care.  Whenever  physicians  fail 
to  exert  the  necessary  leadership  in  medical 
problems,  there  will  be  lay  groups  ready  to 
step  in  and  do  it  for  them.  It  is  still  our 


philosophy  that  physicians  should  have  the 
key  role  of  responsibility  for  problems  which 
are  primarily  medical. 

Thus  we  must  face  the  question  of  “who 
leads  in  rehabilitation.”  Medicine  is  not  the 
only  discipline  concerned  with  the  rehabili- 
tation of  disabled  persons,  whether  the  ob- 
jective be  emplojTnent  or  a maximum  de- 
gi*ee  of  independent  living.  However,  the 
physician  is  a veiy  important  member  of 
that  team,  and  if  he  is  not  the  captain,  he 
would  at  least  appear  to  be  the  quartei*- 
back.  It  is  up  to  him  to  determine  the  med- 
ical potentialities  of  a patient  and  what  the 
patient’s  mental  and  physical  status  will  ac- 
cept. 

If  the  physician  fails  to  carry  out  this 
role,  there  is  the  immediate  danger  of  un- 
fairness to  the  patient  who  may  thus  not 
achieve  his  full  potentialities.  There  is  also 
the  long-range  danger  of  handing  over  med- 
ical problems  to  nonmedical  groups  on  a 
silver  platter. — I.J.B. 

(Reprinted  by  pe’-mission  of  the  author  and  the  New  York 
State  J.M.) 

POINT  OF  VIEW 

One’s  reactions  and  his  resulting  actions 
are  influenced  by  his  point  of  view  in  rela- 
tion to  a variety  of  conditions  and  situa- 
tions. Many  physicians  can  recall  the  va- 
ried reactions  set  in  motion  by  given  events, 
reactions  which  have  subsided  and  been  for- 
gotten and  which  ob\iously  served  largely  to 
enhance  ulcer-recurrence  in  those  who  be- 
came unduly  disturbed  about  what  was  oc- 
curring. 

One  or  two  examples  will  serve  to  illus- 
trate the  kind  of  activities  to  which  allusion 
is  made.  An  historical  example  was  the  for- 
mation of  the  American  College  of  Sur- 
geons. There  were  those,  at  that  time,  who 
protested  that  the  organizer  had  been  one 
of  the  worst  offenders  in  “fee-splitting,”  but 
that  having  amassed  his  fortune  and  repu- 
tation, he  had  become  pious.  He  then  wished 
to  prevent  all  others  from  profitting  by  this 
evil  thing.  In  fact,  “old  timers”  can  be 
found  today  who  will  “blow  their  stacks” 
and  risk  another  ulcer  when  this  subject  is 
mentioned.  Be  all  this  as  it  may,  the  Col- 
lege has  prospered.  Whether  its  founder 
actually  became  any  more  pious  than  his 
successors  in  this  gi’eat  organization  would 
be  difficult  to  document. 

The  International  College  of  Surgeons 
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became  the  target  of  its  predecessor,  the 
A.C.S.,  when  many  fine  surgeons,  barred 
from  the  A.C.S.  for  reasons  not  always  ap- 
parent to  the  bystander,  decided  to  set  up  an 
organization  of  their  own.  Claims  to  piety 
by  its  founders  and  members  were  never  as 
impressive  as  those  of  its  predecessor,  but 
one  well  may  guess  actual  performance  was 
about  a draw.  The  furor  has  subsided ; each 
organization  goes  its  way;  each  does  good; 
and  members  of  each  probably  continue  to 
act  and  react  about  as  circumstances  seem 
to  warrant. 

Many  are  the  antagonisms  and  opposing 
opinions  to  be  met  from  day  to  day  and 
year  to  year  among  physicians.  Some  of 
these  seem,  at  the  moment,  to  portend  in- 
ternal calamity  for  the  medical  profession, 
yet  real  calamity  rarely  results.  We  seem 
to  enjoy  internal  dissention  but  to  resent 
intnision  by  outsiders,  uniting  pretty  well 
to  meet  the  enemy  outside  our  ranks. 

As  a different  type  of  example,  let  us 
take  note  of  the  following:  Not  long  ago, 

perhaps  four  years  ago,  the  important  Con- 
gress on  Medical  Education  and  Licensure 
devoted  a day  to  consideration  of  how  best 
to  prepare  the  general  practitioner  to  do  his 
job.  Resident  training  for  him  came  under 
extensive  scrutiny.  Much  of  the  discussion 
centered  on  how  to  teach  him  to  do  safe  sur- 
gery. What  surgical  procedures  should  he 
undertake;  just  what  operations  should  he 
be  encouraged  to  perform;  how  could  he 
best  be  trained  in  a two  year  general  resi- 
dency to  do  what  he  was  to  be  encouraged  to 
do?  During  the  course  of  the  discussion  it 
was  admitted  that  general  practitioners  were 
doing  about  60  per  cent  of  all  operations  the 
country  over. 

The  following  morning  a distinguished 
surgeon,  a professor  in  a well  known  school 
in  a large  eastern  city,  made  the  unqalified 
statement  that  it  was  impossible  to  train  a 
“safe  surgeon”  in  less  than  five  years.  From 
these  opposing  viewpoints  one  could  only 
conclude  that  the  quality  of  American  sur- 
gery must  be  pretty  bad  or  that  the  distin- 
guished surgeon  was  viewing  the  situation 
with  myopic,  uncorrected  vision.  No  one 
seemed  interested  in  trying  to  harmonize  the 
two  points  of  view.  And  so,  medicine 
marches  on. 

Now,  a new  furor  has  developed  in  the 
ranks  of  the  radiologists  — one  in  which 
your  editor  unwittingly  became  entangled. 


An  internist  living  in  California  asked  that 
an  announcement  be  run  in  our  Journal  con- 
cerning a new  society  that  was  being  formed. 
The  name  of  the  organization  was  to  be  “The 
American  Society  of  Diagnostic  Radiology.” 
Now,  the  name  seems  to  be  “Clinical”  in- 
stead of  “Diagnostic.”  The  function  seemed 
to  be  to  improve  the  quality  of  work  done 
by  those  doctors  who  have  X-ray  equipment 
and  do  a certain  amount  of  X-ray  work  in 
their  offices,  but  are  not  certified  radiolo- 
gists. 

Insertion  of  this  announcement  brought 
immediate  reaction  of  critical  nature  from 
a radiologist  in  our  State,  soon  followed  by 
releases  by  the  American  College  of  Radi- 
ology. Here,  again,  we  see  differences  in 
point  of  view.  Many  internists,  orthopedic 
surgeons,  urologists,  and  general  practition- 
ers have  X-ray  equipment  and  use  it  daily, 
usually  with  circumspection.  One  sees,  in 
the  current  literature,  exhortations  to  learn 
to  read  all  X rays  taken  on  his  patients. 
Whether  such  a situation  is  right  or  wrong, 
or  a mixture  of  the  two,  is  hard  to  say.  Each 
viewpoint  has  its  proponents  and  the  prac- 
tice is  extant.  Such  practice  does  take  away 
certain  financial  and  psychologic  emolu- 
ments from  the  trained  radiologist,  and 
thereby  probably  hangs  one  difference  in 
point  of  view. 

One  may  guess  there  are  more  just  plain 
doctors  taking  and  reading  X rays  than 
there  are  radiologists  in  the  whole  country. 
Perhaps  a society  formed  to  improve  their 
performance  might  be  a good  thing  for  pro- 
fession and  patient.  The  opposing  point  of 
view,  of  course,  might  be  to  keep  the  maver- 
icks in  the  darkest  possible  ignorance  thus 
elevating  the  radiologist  to  the  pinnacle 
he  well  may  deserve  and  certainly  hopes  for. 
What  will  the  outcome  be  ? It  does  not  seem 
unethical  nor  illegal  to  form  and  promote 
such  a society,  and  histoiy  suggests  it  will 
grow,  prosper,  and  do  some  good.  It  might 
even  elevate  the  radiologist  to  the  place  he 
deserves — that  of  a fine  consultant  who  does 
not  to  tinker  with  picture  taking. 


MEDICINE  LOSES  ANOTHER 
ROUND 

The  ingenuousness  of  the  medical  profes- 
sion is  equaled  only  by  its  political  failures. 
It  has  happened  again,  as  it  has  happened 
in  the  past.  We  have  gone  to  Washington 
(Continued  on  page  126) 
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Comments  From 
Your  President 


The  Nebraska  Legislature,  presently  con- 
vened, has  up  for  consideration  legislation 
to  implement  recent  Federal  Law  H.R. 
12580,  or  so-called  Medical  Aid  to  the  Aged. 
At  the  same  time  Congress  is  considering 
expansion  of  care  for  the  aged  under  the 
Social  Security  Program.  If  Congi-ess  does 
pass  an  expanded  program  under  Social  Se- 
curity, local  efforts  to  proceed  with  state 
measures  abetting  H.R.  12580  could  be  fruit- 
less. 

As  doctors,  we  are  in  favor  of  voluntary 
health  insurance  and  even  Federal  support 
for  those  in  the  older  age  groups  qualifying 
for  M.A.A.  Under  M.A.A.  the  state,  exer- 
cising its  option  to  participate,  has  full  con- 
trol of  the  program.  Under  Social  Security 
the  Federal  Government  would  be  in  the 
driver’s  seat.  Moreover,  placing  the  care  of 
the  needy  aged  under  Social  Security  would 
be  but  the  first  step  toward  over-all  social- 
ized medicine. 

The  socialistic  legislation  proposed  by  the 
new  Administration  in  Washington  has  the 


support  of  many  labor  groups,  including  the 
powerful  A.F.  of  L.-C.I.O.  American  medi- 
cine must  again  assume  an  active  part  in 
combating  this  type  of  legislation. 

Opposition  to  medical  coverage  of  the  aged 
under  Social  Security  is  as  strong  as  it  was 
in  the  last  Congress.  If  these  forces,  in- 
cluding the  A.M.A.,  the  U.S.  Chamber  of 
Commerce,  the  Health  Insurance  Council, 
and  many  other  gi’oups  can  present  a united 
front,  compulsory  health  care  under  Social 
Security  may  have  tough  sledding. 

The  time  for  political  action  is  NOW.  Call 
or  write  to  your  Senator  or  Congressman, 
expressing  your  opposition  to  these  proposals 
— go  farther  than  that.  Take  an  active  in- 
terest in  your  own  precinct  or  county  politi- 
cal organization  irrespective  of  party.  In 
this  way  medicine  can  be  a powerful  force 
in  combating  undesirable  and  un-American 
compulsory  health  care  progi'ams. 

Sincerely, 

FRITZ  TEAL. 
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t ARTICLES 


The 


Coronary  Patient* 

The  absolute  and  relative  in- 
crease in  the  incidence  of  dis- 
ease of  the  coronary  arteries 
suggests  that  patients  with  this  condition 
will  be  seeking  the  advice  of  their  physi- 
cians with  ever-increasing  frequency.  These 
patients  may  present  many  problems  in  di- 
agnosis and  at  times  they  will  test  your  skill 
in  establishing  the  proper  management. 

Pathology 

What  is  this  condition  that  creates  such 
havoc  in  our  population  often  when  patients 
are  at  the  peak  of  their  productive  years? 
It  is  important  to  emphasize  that  the 
changes  which  take  place  in  the  coronary 
arteries,  namely,  the  development  of  athero- 
matous plaques,  are  distinct  and  different 
from  arteriosclerotic  changes  noted  else- 
where in  the  body,  and  are  not  necessarily 
an  accompaniment  of  the  aging  process. 
Fibrosis  of  the  intimal  layer  of  the  artery  is 
the  first  change  noted.  It  is  difficult  to  de- 
termine exactly  when  fibrosis  starts  but  in 
most  cases  it  probably  begins  years  before 
any  symptoms  arise  from  the  process.  This 
change  is  followed  by  the  deposition  of  a 
fatty  substance  with  a high  cholesterol  con- 
tent, ultimately  resulting  in  the  formation 
of  cholesterol  abscesses.  Calcification  even- 
tually becomes  a feature  of  the  change  and 
the  arteries  become  brittle  and  lose  the  flex- 
ibility which  is  normal  for  the  age  group. 
Ulceration  may  develop  so  that  the  softened, 
degenerating  material  in  the  center  of  the 
atheromatous  plaque  is  discharged  into  the 
lumen  of  the  vessel.  Hemorrhage  occurs 
from  rupture  of  minute  vessels  of  the  ar- 
terial wall  — the  venae  vasorum  — and  at 
times  takes  place  into  the  center  of  the 
plaque,  causing  a sudden  swelling  of  the 
structure.  There  may  be  thrombosis  in  the 
small  vessels  of  the  arterial  wall.  In  the 
early  stages  of  this  disease  the  plaques  are 
small,  usually  less  than  5 mm.  in  length, 
and  discrete.  As  the  condition  progresses 
there  is  a tendency  to  confluence  of  the 
plaques.  Investigation  also  has  shown  that 
a certain  distribution  of  the  plaques  can  be 
predicted.  The  importance  of  this  will  be 

•Presented  at  the  meeting  of  the  Nebraska  State  Medical  As- 
sociation, April  25-28,  1960. 


DAVID  I.  RUTLEDGE,  M.D. 
Department  of  Internal  Medicine, 
The  Lahey  Clinic 
Boston,  Massachusetts 


discussed  under  management  of  this  disease. 
Bailey  and  co-workers^  have  indicated  the 
following  distribution  of  atheromatous 
plaques : anterior  descending  branch  of  the 
left  coronary,  60  to  80  per  cent;  left  main 
coronary,  15  per  cent;  left  circumflex,  5 to 
10  per  cent;  left  septal  branch,  5 per  cent, 
and  right  coronary,  15  to  25  per  cent. 

The  disease  most  commonly  begins  within 
the  first  2 cm.  of  the  anterior  descending 
branch  of  the  left  coronary  artery,  which 
is  also  the  most  common  site  of  a coronary 
occlusion.  The  lesions  in  the  right  coronary 
artery  usually  originate  within  the  first  4 
cm. 

The  ultimate  catastrophe  that  results 
from  the  development  of  plaques  in  the  in- 
tima  is  complete  occlusion  of  the  artery. 
Processes  that  lead  to  complete  occlusion  of 
the  artery  include  ulceration  of  and  hem- 
orrhage into  the  plaque,  swelling  of  the 
plaque  from  osmotic  changes,  and  sludging 
or  deposition  of  fibrin  and  red  cells  on  the 
surface  of  the  plaque. 

Schlesinger  and  Zoll,^  by  using  an  injec- 
tion technique  plus  careful  dissection  of  the 
arteries,  have  provided  the  basis  for  pre- 
dicting the  sites  of  coronary  occlusion.  They 
found  that  69  per  cent  of  the  occlusions  in 
the  main  branches  of  the  coronary  arteries 
were  within  the  proximal  4 cm. ; the  great- 
est number  occurred  in  an  area  2 to  3 cm. 
from  the  mouth  of  the  left  descending  ar- 
tery, which  coincides  with  the  high  inci- 
dence of  plaques  in  that  area.  The  distribu- 
tion in  the  main  stems  of  the  arteries  was 
recorded  as  follows:  left  descending,  39  per 
cent;  left  circumflex,  27  per  cent,  and  right 
coronary,  34  per  cent.  They  also  indicated 
that  32  per  cent  of  the  occlusions  are  in  the 
smaller  branches  and  are  difficult  to  dem- 
onstrate by  any  technique. 

Etiologic  Factors 

Heredity — 

Perhaps  the  most  important  factor  in  the 
development  of  coronary  arterial  disease, 
especially  in  young  males,  is  a family  pre- 
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disposition.  This  may  be  related,  in  part, 
to  eating  habits,  but  there  appears  to  be,  in 
addition,  some  defect  in  metabolism  of  fat 
that  encourages  the  deposition  of  cholesterol, 
particularly  in  the  coronaiy  arteries.  In 
addition,  studies  have  shown  that  persons  of 
certain  body  builds  are  particularly  prone 
to  this  disease.  These  are  males  of  the 
stocky  type  — of  average  height  but  with 
wide  shoulders  and  good  muscular  develop- 
ment. Many  of  them  were  athletic  in  their 
youth,  and  almost  universally  they  have 
gained  weight  since  their  early  thirties. 
They  are  aggressive  and  are  frequently 
highly  successful  in  their  occupations. 

Racial  and  Religious  Groups — 

Certain  groups  of  our  population  are  par- 
ticularly prone  to  the  development  of  this 
disease  while  others  seem  relatively  free. 
The  disease  is  especially  common  among 
Jewish  people.  It  is  rare  in  the  Japanese 
living  in  Japan,  Italians  living  in  certain 
parts  of  southeim  Italy,  and  persons  liv- 
ing in  certain  parts  of  Africa.  This  may 
be  the  result  of  differences  in  eating 
habits  and  fat  content  of  the  diet.  An  ex- 
ception seems  to  be  the  American  Navajo 
Indian  whose  diet  is  the  same  as  other 
Americans  but  in  whom  the  incidence  of 
coronary  artery  disease  is  low.® 

Age  and  Sex — 

This  disease  is  far  more  common  in  men 
(84  per  cent)  than  in  women  (16  per  cent). 
The  condition  is  quite  unusual  in  women 
before  the  menopause,  so  that  the  ratio  of 
males  to  females  under  40  years  of  age  is 
24  to  1 (males  96  per  cent  and  females  4 
per  cent).  Castrated  males  have  less  ten- 
dency to  the  development  of  coronary  ather- 
osclerosis. It  has  been  my  impression  that 
when  both  coronary  disease  and  carcinoma 
of  the  prostate  are  present  and  the  patient 
has  been  given  hormones,  the  progress  of 
symptoms  has  been  slowed. 

Metabolic  Disturbances — 

Persons  suffering  from  diabetes  mellitus, 
myxedema,  and  familial  xanthomatosis  are 
particularly  prone  to  the  development  of 
coronary  atherosclerosis. 

Hypertension — 

The  incidence  of  coronary  disease  is  high- 
er in  patients  with  than  in  those  without 
hypertension. 


Congenital  Anomalies — 

Congenital  anomalies  of  the  coronary  cir- 
culation are  not  common  but  they  should 
always  be  considered  when  signs  and  symp- 
toms of  coronary  disease  unexpectedly  de- 
velop. 

Stress — 

Stress  is  difficult  to  evaluate.  It  plays 
an  important  role  in  the  management  of  this 
disease  but  how  great  a factor  it  is  from 
the  etiologic  standpoint  is  difficult  to  de- 
termine. The  problem  of  local  stress  on  the 
arterial  wall  should  also  be  considered. 
Texon®  believes  that  there  is  a mechanical 
reason  for  the  development  of  atheromatous 
plaques  at  the  sites  indicated  above.  He  be- 
lieves that  the  increased  velocity  of  the 
blood  at  the  points  where  the  vessels  branch 
produces  diminished  pressure  on  the  walls 
of  the  vessels,  thus  encouraging  an  uplifting 
of  the  intima.  This  is  an  application  of 
Bernoulli’s  theorem  of  fluid  dynamics  which 
explains  the  operation  of  laboratory  suc- 
tion apparatus. 

Diet — 

The  diet  is  a confusing  and  as  yet  un- 
solved issue.  Furthermore,  many  divergent 
opinions  have  been  expressed  regarding  the 
relative  importance  of  the  various  compon- 
ents of  the  diet.  Certain  basic  facts  seem 
reasonably  well  established  and  may  be  ap- 
plied for  the  general  benefit  of  our  patients. 
When  it  was  shown  that  large  amounts  of 
cholesterol  w ere  present  in  atheromatous 
plaques  the  assumption  followed  that  the 
condition  resulted  from  an  excess  intake  of 
cholesterol  in  food.  It  also  has  been  shown 
that  when  a rabbit  is  fed  a diet  high  in 
cholesterol,  atherosclerosis  will  be  produced 
that  is  similar  to,  but  not  identical  with, 
that  found  in  human  beings.  These  diets 
contained  amounts  of  cholesterol  far  in  ex- 
cess of  that  normally  ingested  by  humans, 
however.  From  a study  in  Cleveland®  it 
was  found  that  the  Trappist  monks,  whose 
diet  is  high  in  egg  content,  had  lower  cho- 
lesterol values,  as  a group,  than  did  a con- 
trol group. 

It  is  now  known  that,  given  the  proper 
building  materials,  the  body  can  synthesize 
cholesterol,  thus  reducing  the  significance 
of  the  exogenous  cholesterol  of  the  diet. 
The  amount  of  serum  cholesterol  is  diffi- 
cult to  control  by  limiting  the  cholesterol 
content  of  the  diet  without  imposing  other 
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restrictions.  Only  a small  amount  of  cho- 
lesterol, as  such,  is  absorbed  into  the  blood 
stream  after  ingestion  and  most  of  this  is 
excreted  in  the  bile,  and  thus  finds  exit 
from  the  body  through  the  intestinal 
discharge.  Most  of  the  cholesterol  is  ab- 
sorbed in  combination  with  a fatty  acid — 
a compound  known  as  cholesterol  ester. 
Some  fatty  material  is  necessary,  therefore, 
for  the  absorption  of  cholesterol. 

The  question  may  arise  whether  the  meas- 
urement of  serum  cholesterol  is  a good  in- 
dex of  the  metabolism  of  fat.  Page'^  stated 
that,  considering  the  cost  and  complexity  of 
laboratory  tests,  the  determination  of  the 
serum  cholesterol  level  remains  the  most 
useful  clinical  guide  to  hyperlipoprotein- 
emia. If  the  serum  cholesterol  value  is  high, 
the  tendency  to  atherosclerosis  is  increased. 
Page  and  co-workers®  found  that  the  inci- 
dence of  atherosclerosis  was  three  times 
higher  in  patients  who  had  an  elevated 
serum  cholesterol  level.  It  is  equally  im- 
portant to  point  out,  however,  that  a normal 
or  low  serum  cholesterol  value  does  not  indi- 
cate absence  of  or  immunity  from  athero- 
sclerosis. 

In  recent  years  a great  deal  of  interest 
has  been  centered  about  the  role  of  satur- 
ated and  unsaturated  fatty  acids.  Unsatur- 
ated fatty  acids  have  double  bonds  between 
certain  of  the  carbon  atoms  and  the  degree 
of  unsaturation  is  indicated  by  the  iodine 
number.  The  higher  the  iodine  number,  the 
gi’eater  the  degree  of  unsaturation.  The 
three  fatty  acids,  oleic,  stearic,  and  palmitic, 
account  for  the  bulk  of  the  fatty  acids  in 
the  animal  body.  Of  these,  only  oleic  is  un- 
saturated. Linoleic  acid  exists  in  small 
quantities,  but  some  of  the  vegetable  oils 
have  a particularly  high  content  of  this  acid. 
It  has  a higher  degree  of  unsaturation  than 
the  three  acids  mentioned  above.  Choles- 
terol is  normally  more  easily  esterified  by 
unsaturated  than  by  saturated  fatty  acids, 
and  for  some  reason,  as  yet  unexplained, 
this  ester  is  metabolized  more  easily  than 
one  in  which  the  fatty  acid  is  saturated. 
This  ester  tends  to  accumulate  in  the  body 
and  is  especially  prone  to  deposition  in  the 
intima  of  blood  vessels. 

The  problem  of  whether  the  cholesterol 
found  in  the  plaques  is  synthesized  locally 
or  is  deposited  from  the  serum  is  unre- 
solved. Studies®  on  tagged  cholesterol 
suggested  that  considerable  deposition  from 
the  plasma  takes  place  in  animals. 


The  ingestion  of  vegetable  oils  containing 
large  amounts  of  unsaturated  fatty  acids 
has  been  showni®  to  lower  the  serum  cho- 
lesterol value.  One  of  the  most  effective  of 
these  oils  is  corn  oil  which  contains  large 
amounts  of  linoleic  acid.  There  is  marketed 
a margarine  made  of  corn  oil  that  is  very 
palatable.  Two  points  should  be  remem- 
bered : heating  the  vegetable  oils  ruptures 
the  double  bonds,  thus  transforming  them 
into  a saturated  fatty  acid,  and  vegetable 
oils  that  have  been  deliberately  saturated  to 
make  them  solid  at  room  temperature,  as  is 
done  in  the  preparation  of  ordinary  mar- 
garine, destroys  the  cholesterol-lowering  ef- 
fect. 

The  vegetable  sterols,  such  as  beta  sitos- 
terol, also  lower  the  serum  cholesterol  by 
interfering  with  the  absorption  of  choles- 
terol substances  from  the  digestive  tract. 
Whether  the  administration  of  either  veg- 
etable oils  or  plant  sterols  will  affect  the 
course  of  coronary  atherosclerosis  is  yet  to 
be  proved. 

Finally,  it  may  be  that  the  critical  item 
in  this  problem  is  the  total  intake  of  fat  ex- 
pressed as  a percentage  of  the  caloric  in- 
take. Keys“  from  his  extensive  studies  be- 
lieves that  there  is  such  a correlation.  In 
the  United  States,  approximately  40  per  cent 
of  the  total  caloric  intake  is  derived  from 
fat,  whereas  in  southern  Italy,  parts  of 
Africa  and  Japan  only  8 to  10  per  cent 
comes  from  fatty  foods.  It  is  well  known 
that  coronary  artery  disease  rarely  occurs 
in  those  areas,  but  when  Italians  from 
southern  Italy  come  to  this  country  the  inci- 
dence of  coronary  heart  disease  is  as  high 
as,  if  not  higher  than  that  found  in  other 
Americans. 

Although  obesity  per  se  is  not  high  on  the 
list  of  etiologic  factors,  it  does  seem  to  play 
a role  in  coronary  atherosclerosis.  In  my 
experience  a sudden  gain  of  30  pounds  or 
more  is  a frequent  historical  fact  when 
atherosclerosis  develops  in  a young  man. 

Few  atheromatous  plaques  are  demon- 
strated at  necropsy  in  poorly  nourished  per- 
sons, or  in  those  who  die  of  a wasting  dis- 
ease. In  the  latter,  scars  are  found  where 
plaques  may  have  existed  and  have  been  ab- 
sorbed. This  basic  principle  has  been 
evolved;  Obese  persons  with  coronary  ath- 
erosclerosis should  reduce  and  young  men 
who  wish  to  prevent  coronary  disease  should 
attempt  to  remain  thin. 
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Diagnosis 

The  diagnosis  of  coronary  atherosclerosis 
when  it  reaches  the  stage  of  producing 
symptoms  is  essentially  the  problem  of  tak- 
ing an  adequate  history.  The  correct  diag- 
nosis can  be  made  this  way  in  90  per  cent 
of  the  patients.  It  does  not  involve  com- 
plicated laboratory  tests  and  procedures. 

PoAn — 

Chest  pain  is  a common  presenting  com- 
plaint of  all  patients.  However,  80  per  cent 
of  the  time  such  pain  is  not  due  to  coronary 
disease.  Some  points  that  help  to  establish 
the  diagnosis  are: 

Location.  The  pain  of  coronary  dis- 
ease is  typically  located  in  the  substernal 
area,  and  if  it  does  not  originate  there  it 
radiates  to  that  location.  It  is  also  found  in 
atypical  regions,  such  as  the  neck,  the  left 
elbow,  the  back  betAveen  the  shoulder  blades, 
and  I have  seen  it  present  as  pain  in  a tooth. 

Radiation.  The  pain  characteristic- 
ally radiates  to  the  throat  area  and  dovm 
the  inner  aspect  of  the  left  arm.  Occasional- 
ly both  arms  may  be  involved ; less  frequent- 
ly the  pain  extends  to  the  back  or  upper  part 
of  the  abdomen. 

Type.  Characteristically,  the  pain  is 
described  as  a squeezing  or  burning  pain: 
at  times  it  is  described  as  a bursting  sen- 
sation in  the  chest.  Momentary  jabs  of  pain 
in  the  chest  are  usually  not  due  to  coronary 
disease. 

Causes.  i\I  u c h can  be  learned  bj^ 
asking  the  patient  what  produces  the  pain. 
The  coronary  patient  usually  answers 
promply  that  he  cannot  walk  without  the 
occurrence  of  the  pain.  If  the  patient  is 
vague  about  this  point  the  pain  is  usually 
not  cardiac.  I ask  the  patient  if  he  experi- 
ences the  pain  while  Avatching  teleAusion.  If 
he  promptly  ansAvers,  “Yes,  Avatching  the 
fights,”  an  important  point  has  been  estab- 
lished in  faA’or  of  the  diagnosis  of  coronary 
disease. 

Methods  for  Relief.  If  the  patient 
says  that  cessation  of  activity  promptly  re- 
lieves the  pain,  another  positive  point  has 
been  made.  If  he  obtains  relief  from  nitro- 
glycerin, another  important  fact  has  been 
elicited.  It  should  be  remembered,  hoAA'- 
ever,  that  nitroglycerin  relie\’es  other  types 
of  smooth  muscle  pain. 


Time.  A consideration  of  the  time 
element  is  most  helpful  from  the  diagnostic 
standpoint.  If  the  pain  is  brief,  angina 
pectoris  is  a possibility,  but  if  the  pain  re- 
peatedly lasts  hours  or  days  at  a time  the 
physician  knoAvs  he  is  not  dealing  Avith  an- 
gina pectoris. 

Laboratory  Tests — 

When  patients  ha\'e  not  had  a coronary 
thrombosis,  little  help  is  obtained  from  lab- 
oratoiy  studies.  At  times  the  electrocardio- 
gram may  shoAv  changes  but  these  must  be 
carefully  evaluated  and  interpreted  in  light 
of  the  clinical  data.  It  is  Avrong  to  make  a 
diagnosis  of  presumpti\’e  coronary  athero- 
sclerosis based  on  minor  nonspecific  changes 
in  the  electrocardiogram,  and  I see  many 
patients  in  Avhom  serious  neurasthenia  has 
deA^eloped  for  this  reason. 

Myocardial  Infarction.  The  presence 
of  myocardial  infarction  requires  changes 
in  the  electrocardiogi'am  for  confirmation. 
Changes  AA^hich  are  present  in  the  gi'eat  ma- 
jority of  cases  are  usually  evident  Avithin  24 
hours,  but  at  times  they  do  not  appear  until 
ten  days  after  the  thrombosis  has  occurred. 
This  seems  to  be  especially  true  of  posterior 
infarcts. 

Thrombosis  Avith  myocardial  infarc- 
tion should  be  suspected  AA^hen  there  is  sud- 
den onset  of  seA’ere  angina;  Avhen  the  pat- 
tern of  the  angina  changes;  Avhen  the  an- 
ginal pain  is  accompanied  by  SAveating  and 
not  relieved  by  nitroglycerin;  and  Avhen  the 
anginal  pain  lasts  longer  than  a feAV  min- 
utes. At  times,  additional  information  may 
be  obtained  from  the  serum  transaminase 
test,  in  Avhich  the  level  in  the  serum  usually 
rises  in  24  to  48  hours  after  an  infarction 
and  may  remain  elevated  for  seA’eral  days. 
If  the  transaminase  level  is  high,  electro- 
cardiograms should  be  taken  for  at  least  ten 
days  to  confirm  the  diagnosis. 

Coronary  Insufficiency.  In  recent 
years  an  intermediate  stage  betAveen  angina 
of  effort  and  myocardial  infarction  has 
been  recognized.  These  patients  have  tjq)- 
ical  angina  pain  but  it  persists  for  an  ex- 
tended period  of  time  and  is  accompanied 
by  changes  in  the  electrocardiogram  Avhich 
disappear  promptly.  INIasters^^  j^^s  termed 
this  coronary  insufficiency. 

Differential  Diagnosis — 

The  conditions  that  are  most  likely  to  be 
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confused  with  coronary  atherosclerosis  are; 
gallbladder  disease,  which  not  only  may  sim- 
ulate coronary  disease  but  may  coexist,  and 
may  complicate  and  posibly  aggravate  it; 
hiatus  hernia;  benign  pericarditis;  and  le- 
sions in  the  cervical  area. 

Management 

The  management  of  coronary  heart  dis- 
ease is  one  of  the  most  challenging  problems 
in  the  realm  of  medicine.  At  times  it  will 
frustrate  both  the  patient  and  the  physi- 
cian but  more  often  a rewarding  situation 
will  be  obtained. 

First,  I will  discuss  the  management  of 
the  usual  office  patient.  The  physician 
should  explain  to  the  patient  and  any  accom- 
panying relative  the  nature  of  the  condi- 
tion and  that  his  symptoms  are  related  to 
the  problem  of  supply  and  demand  of  oxy- 
genated blood  to  the  heart  muscle.  I avoid 
the  use  of  certain  alarming  terms  such  as 
hardening  of  the  arteries  or  even  angina 
pectoris.  Usually  it  is  sufficient  to  say  that 
there  is  difficulty  with  the  circulation  to 
the  heart  muscle.  There  should  be  an  in- 
quiry into  the  activities  of  the  patient  that 
may  be  harmful,  and  particularly  his  occu- 
pational pursuits.  It  is  rarely  necessary  to 
advise  the  patient  to  change  his  job  or  to 
stop  working;  more  often  a satisfactory 
compromise  can  be  obtained  by  making  ad- 
justments in  work  habits.  Frequently,  pa- 
tients can  carry  out  strenuous  activity,  par- 
ticularly indoors,  if  it  is  an  activity  to 
which  they  are  accustomed.  Patients  may 
have  more  difficulty  getting  to  and  from 
work  than  with  the  job  itself.  At  times, 
the  job  is  incompatible  with  the  patient’s 
health,  especially  when  the  safety  of  others 
is  involved,  such  as  the  pilot  of  an  airplane, 
a railroad  engineer,  or  a bus  driver. 

Recreational  pursuits  should  be  reviewed. 
If  golf  is  the  activity  of  choice,  the  patient 
can  usually  continue  it.  He  may  have  to 
use  an  electric  cart  if  the  course  is  hilly, 
and  he  should  be  advised  to  rest  an  hour 
before  beginning  the  game.  Many  times  pa- 
tients will  say  that  they  have  trouble  on  the 
first  hole  but  thereafter  are  able  to  con- 
tinue without  difficulty.  This  is  probably 
because  the  anoxia  thus  produced  is  a stim- 
ulus to  the  opening  of  the  collateral  circula- 
tion — an  action  similar  to  that  of  nitro- 
glycerin. Such  a patient  is  advised  to  take 
a nitroglycerin  tablet  before  beginning  the 
first  hole.  Strenuous  competitive  sports, 


such  as  tennis,  hand  ball  and  squash,  are 
usually  not  encouraged  in  the  presence  of 
coronary  disease.  Skiing  and  curling — pop- 
ular New  England  pursuits  — are  also  ill- 
advised. 

Diet — 

It  is  a difficult  task  for  the  physician  to 
advise  the  patient  with  coronary  disease 
about  his  diet.  Part  of  this  difficulty  stems 
from  the  fact  that  medical  opinions  conflict 
but,  in  addition,  many  patients  and  their 
wives  read  extensively  in  the  lay  literature 
about  diet  and  health.  The  most  impor- 
tant feature  of  the  dietary  program  is  to 
reduce  the  weight  to  normal  or  slightly  un- 
der noiTwal  levels.  Determining  what  is  nor- 
mal is  not  always  an  easy  task.  Ideally,  the 
weight  should  be  about  that  of  the  mid- 
twenties providing,  of  course,  that  the  pa- 
tient’s weight  was  within  a reasonable  range 
at  that  time.  In  addition,  I suggest  that 
my  patients  avoid  fats  derived  from  animal 
sources.  If  the  patient  avoids  whole  milk, 
butter,  cream,  ice  cream,  cheese,  fat  of 
meats  (bacon  and  sausage),  gravies,  fried 
foods  and  pastry,  he  is  on  a good  dietary 
program  from  the  standpoint  of  animal  fats. 

Two  types  of  corn  margarine  which  con- 
tain a high  percentage  of  unsaturated  fatty 
acids  are  available.  One  is  produced  by 
Standard  Brands,  is  available  at  most  gro- 
cery stores,  and  is  called  Fleischmann’s  Su- 
preme. Of  the  fatty  acids  in  this  product, 
80  per  cent  are  unsaturated,  whereas  ordi- 
nary butter  contains  only  37  per  cent  un- 
saturated fatty  acids.  The  other  product  is 
called  Emdee  Margarine;  it  is  available  at 
drug  stores  and  is  produced  by  Pitman 
Moore.  Of  the  fatty  acids  in  this  product, 
69.2  per  cent  are  unsaturated  but  of  these, 
38  per  cent  comprise  the  highly  desirable 
linoleic  acid  (two  double  bonds). 

Loss  of  weight  reduces  the  work  of  the 
heart,  but  whether  or  not  the  atheromatous 
plaques  are  influenced  is  highly  problem- 
atical. I consider  weight  reduction  an  im- 
portant part  of  the  treatment  program. 

Dmfif  Therapy — 

The  most  useful  drug  in  the  treatment  of 
angina  pectoris  is  nitroglycerin.  Patients 
should  be  told  how  to  use  this  drug  effective- 
ly; many  patients  believe  that  they  should 
take  it  only  as  a last  resort,  whereas  the  op- 
posite is  true.  I tell  my  patients  not  to  hesi- 
tate to  use  it  prophylactically  when  attempt- 
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ing  an  activity  they  know  from  experience 
will  initiate  an  attack.  They  also  need  to  be 
reassured  that  the  drug  is  not  habit  forming 
and  that  they  will  not  become  tolerant  to  it. 
For  effectiveness,  only  fresh  supplies  of  ni- 
troglycerin should  be  taken.  The  physician 
should  also  be  careful  to  prescribe  the 
quickly  dissolving  hypodermic  type  of  tablet. 

Long-Acting  Nitrites.  While  a num- 
ber of  long-acting  nitrites  are  on  the  mar- 
ket, it  is  difficult  to  assess  their  effective- 
ness (table  1).  It  is  well  known  that  some 
patients  with  angina  obtain  relief  from 
placebos,  but  the  number  of  patients  who 
complain  of  headaches  while  taking  these 
tablets  (table  1)  convinces  me  that  these 
drugs  produce  some  vasodilatation.  If  they 
do  not  cause  dilation  of  the  coronary  ar- 
teries, they  encourage  the  development  of 
existing  collateral  circulation.  It  is  im- 
portant, from  the  psychological  standpoint, 
that  the  patient  believes  something  positive 
is  being  done  to  help  his  condition. 


TABLE  1 


LONG-ACTING  NITRITES 
Peritrate:  Wamer-Chilcott  Laboratories 

Pentaei-vthritol  tetranitrate 
(PETN) 

Available  in  10  mg.,  20  mg., 
and  80  mg.  tablets;  also 
available  with  phenobarbital 
(H  gr.),  meprobamate  and 
nitroglycerin 

Important  to  give  it  before 
meals 


Cardilate:  Burroughs  Welcome  & Co. 

Erj'throl  tetranitrate  (15  mg.) 

Sublingual  use;  action  longer 
than  nitroglycerin 

Dilcoron:  Winthrop  Laboratories 

Nitroglycerin  (0.4  mg.)  in  out- 
er layer;  PETN  (15  mg.)  in 
inner  core 

Hold  under  tongue  until  citrus 
flavor  disappears  and  then 
swallow 


Miltrate: 


Nitranitol: 

Nitretamin: 


Isordil: 


Wallace  Laboratories 
Meprobamate  (200  mg.)  and 
PETN  (10  mg.) 

Wm.  S.  Merrell  Company 
Mannitol  hexanitrate  (32  mg.) 

E.  R.  Squibb  & Sons 
Aminotrate  phosphate  (2  mg.) 

Ives-Cameron  Company 
Isosorbide  dinitrate  (10  mg.) 
Action  similar  to  PETN  but  is 
more  soluble  and  said  to  be 
more  effective 


D7'ugs  to  Reduce  Sei'um  Cholestei'ol.  I 
have  mentioned  the  effects  on  serum  choles- 
terol of  the  unsaturated  fatty  acids.  Lin- 
oleic  acid  can  be  prescribed  under  the  trade 
name  of  Arcofac  (Armour  Pharmaceutical 
Company).  The  dose  is  1 to  2 tablespoon- 
fuls three  times  daily.  The  vegetable  sitos- 
terols are  also  available  under  the  trade 
name  of  Cytellin  (Eli  Lilly  and  Company) 
and  again  the  dose  is  1 to  2 tablespoonfuls 
three  times  daily. 

One  of  the  most  interesting  products  that 
has  a demonstrable  effect  on  serum  choles- 
terol is  a drug  being  produced  by  the  Wm. 
S.  Merrell  Company  known  under  the  code 
name  MER/29.*  This  is  a synthetic  agent 
with  a structural  formula  similar  to  that  of 
the  estrogens  but  without  estrogenic  effect. 
It  appears  to  be  effective  in  reducing  both 
the  serum  cholesterol  and  the  total  amount 
of  cholesterin  in  the  body  (miscible  pool) 
by  interfering  with  the  sjmthesis  of  choles- 
terol at  the  acetate  stage.  Hollander^®  re- 
ported that  in  34  of  50  subjects  the  average 
drop  was  48  mg.  per  100  cc.,  with  a range 
of  10  to  55  mg.  per  100  cc.  There  was  also 
a striking  improvement  in  the  electrocardio- 
gram and  exercise  tolerance  in  three  of  nine 
patients.  I have  given  MER/29  to  a num- 
ber of  patients  during  the  past  few  months. 
In  one  patient  the  serum  cholesterol  de- 
creased from  364  to  250  mg.  per  100  cc.  with 
temporary  improvement  in  the  status  of  the 
angina.  One  patient  obtained  complete  re- 
lief of  angina  but  no  demonstrable  change 
in  the  serum  cholesterol  level. 

Dynigs  to  Conti'ol  Emotions.  The  im- 
pact of  emotional  stress  on  the  patient  with 
angina  should  not  be  underestimated.  Many 
times  this  is  the  most  important  considera- 
tion in  their  illness  and  time  should  be  spent 
uncovering  such  factors  and  assisting  the 
patient  in  coping  with  them.  Fortunately, 
many  drugs  are  available  that  help  in  this 
phase  of  the  problem. 

(1)  Phenobarbital.  The  addition  of  phe- 
nobarbital to  Peritrate  greatly  potentiates 
its  effect.  Care  should  be  taken  not  to  pre- 
scribe phenobarbital  in  excess  because  of 
the  depressing  effect  it  has  on  some  pa- 
tients with  arteriosclerosis. 

(2)  Tranquilizers.  My  choice  of  the  many 
tranquilizers  that  are  available  is  mepro- 
bamate, sold  under  the  trade  name  of  Equa- 

*Since  the  presentation  of  this  paper  the  Wm.  S.  Merrell 
Company  has  placed  this  drug  on  the  market  under  the  name 
MER/  29.  The  dose  is  250  mg.  daily. 
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nil  or  Miltown.  I prescribe  200  mg.  three 
times  daily.  As  indicated  previously,  two 
drug  companies  have  combined  meproba- 
mate with  Peritrate.  There  are  special  oc- 
casions when  I prefer  to  use  this  drug  — 
for  a minister  before  starting  his  sermon 
and  for  the  president  of  a bank  or  other 
business  organization  before  a directors’ 
meeting. 

(3)  Marplan.  This  drug  is  related  to 
Marsilid  but  it  appears  to  be  safer.  It  is  an 
amine  oxidase  inhibitor;  it  interferes  with 
the  enzyme  component  in  the  central  nerv- 
ous system.  It  gives  patients  a sense  of 
well  being,  and  is  useful  when  tension  and 
anxiety  are  the  important  precipitating  fac- 
tors. The  dose  is  10  mg.  three  times  a day. 

“Desludging”  Agents.  Recently  Ma- 
dow^^  pointed  out  the  effects  of  antimalarial 
drugs  — Plaquenil  in  particular  — in  the 
treatment  of  angina. 

The  beneficial  effect  of  “desludging” 
drugs  apparently  is  based  on  the  property 
of  preventing  the  accumulation  of  red  cells 
along  the  walls  or  the  plaques  of  the  coro- 
nary arteries.  Madow  reported  that  about 
40  per  cent  of  patients  with  postmyocardial 
infarction  and  angina  obtained  relief  within 
72  hours  after  taking  Plaquenil  in  doses  of 
200  mg.  three  times  daily.* 

Treatment  of  Coronary  Thrombosis 

Coronary  thrombosis  may  occur  with  an- 
gina or  it  may  be  the  first  indication  of  the 
presence  of  coronary  artery  disease.  The 
immediate  problem  is  to  cope  with  pain  by 
energetic  means.  Morphine  or  demerol  is 
indicated  and  should  be  repeated  at  inter- 
vals until  the  pain  is  relieved.  In  severe 
cases  intravenous  administration  of  the  drug 
may  be  required  but  it  should  be  remem- 
bered that  any  drug  given  intravenously  in 
the  presence  of  acute  myocardial  infarction 
is  attended  with  considerable  danger  be- 
cause of  the  irritability  of  the  myocardium 
and  the  danger  of  inducing  ventricular  fi- 
brillation. 

Shock  is  the  second  problem  that  tries  the 
skill  of  the  physician.  The  norepinephrine 
dnigs  are  of  great  value  at  this  time.  Wya- 
mine  (15  mg.)  may  be  given  intravenously 
or  intramuscularly  at  two  - hour  intervals 
until  the  pressure  is  controlled.  Levophed 
(4  mg.  in  1000  cc.  of  5 per  cent  glucose), 

*Since  the  presentation  of  this  paper  I have  given  Plaquenil 
to  two  patients  with  severe  angina  without  beneficial  results. 


intravenously,  is  effective,  but  here  again 
the  danger  of  intravenous  medication  has 
to  be  weighed  against  the  seriousness  of 
prolonged  shock  in  these  patients.  These 
drugs,  when  given  intravenously,  are  ad- 
ministered slowly  (30  to  40  drops  per  min- 
ute), attempting  to  hold  the  systolic  blood 
pressure  above  100  mm.  of  mercury.  Pro- 
longed shock  is  an  unfavorable  prognostic 
sign  and  strenuous  efforts  should  be  made 
to  bring  it  under  control  within  ten  hours. 

The  development  of  ventricular  extrasys- 
toles is  also  an  alaiTning  prognostic  sign. 
Prompt  and  energetic  treatment  is  indicat- 
ed because  this  may  be  the  precursor  of  ven- 
tricular tachycardia  and  its  fatal  sequela  — 
ventricular  fibrillation.  I prefer  quinidine 
sulfate,  0.2  gm.  given  every  two  hours,  until 
the  arrhythmia  is  controlled.  This  may  be 
administered  intramuscularly  (180  mg.  per 
ampule)  if  the  patient  is  unable  to  take  any- 
thing by  mouth. 

Auricular  fibrillation  may  ensue  after  a 
coronary  thrombosis.  The  physician  must 
decide  between  digitalis,  realizing  the  po- 
tential danger  to  the  myocardium,  and 
quinidine  sulfate,  remembering  that  the  lat- 
ter may  increase  the  ventricular  rate  and 
precipitate  an  impending  myocardial  fail- 
ure. If  the  rate  is  not  too  rapid  and  the  pa- 
tient’s general  condition  appears  to  be  good 
I prefer  quinidine,  but  if  congestive  failure 
appears  imminent  I prefer  to  digitalize 
first. 

Congestive  heart  failure  is  one  of  the 
dreaded  complications  of  myocardial  infarc- 
tion. It  should  be  treated  by  restriction  of 
sodium  intake  and  the  energetic  use  of 
diuretics.  Digitalis,  when  used,  must  be  ad- 
ministered with  caution. 

Rest — 

Bed  rest  for  patients  with  acute  myocar- 
dial infarction  is  a time-honored  form  of 
treatment.  The  physician  today  tends  to  be 
less  insistent  on  strict  bed  rest  and  not  in- 
frequently allows  the  patient  to  sit  in  a chair 
after  the  initial  period  of  shock  and  pain 
has  subsided.  Usually  the  patient  should 
have  a period  of  at  least  three  weeks  of  bed 
and  chair  rest,  preferably  in  a hospital,  be- 
fore attempting  such  physical  activity  as 
walking  to  the  bathroom,  but  here  again  in- 
dividualization is  indicated.  The  elderly  or 
feeble  patient  with  serious  myocardial  im- 
pairment may  require  a longer  period  of  in- 
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activity.  During  the  intein’al  of  rest  the 
patient  should  be  encouraged  to  exercise  his 
arms  and  legs  daily,  if  this  activity  is  pos- 
sible, in  order  to  reduce  the  danger  of  such 
complications  as  the  shoulder  - hand  syn- 
drome and  phlebothrombosis. 

Anticoagulation  Therapy — 

Anticoagulation  therapy  is  now  standard 
treatment  for  acute  myocardial  infarction 
unless  contraindications,  such  as  peptic  ul- 
ceration or  liver  disease,  are  present. 
Wright,^®  reporting  on  the  cooperative  study 
sponsored  by  the  American  Heart  Associa- 
tion, indicated  that  anticoagulation  therapy 
reduced  the  mortality  from  23.4  to  16  per 
cent  and  reduced  thrombo-embolic  complica- 
tions from  41.8  to  13.1  per  cent.  The  cur- 
rent problem  of  how  long  to  continue  the 
anticoagulation  therapy  will  depend  upon 
the  willingness  of  the  patient  to  cooperate 
after  he  has  been  discharged  from  the  hos- 
pital and  the  availability  of  adequate  lab- 
oratory control.  There  is  always  a ten- 
dency to  recurrent  thrombosis  in  the  months 
immediately  following  cessation  of  anti- 
coagulation therapy,  regardless  of  how  long 
it  has  been  carried  out.  Evidence  is  begin- 
ning to  accumulate  indicating  that  ade- 
quately controlled  anticoagulation  therapy 
does  reduce  the  incidence  of  recurrent 
thrombosis.  Thornes,  Scallen  and  Savage^® 
recently  reported  their  experience  with 
long-term  (five  or  more  years)  anticoagula- 
tion therapy  in  336  cases.  Their  tables  of 
probability  of  recurrence  indicate  that  of 
1000  patients  with  thrombosis  (coronary  or 
otherwise)  on  continuous  anticoagulation 
therapy,  821  would  not  have  had  a recur- 
rence compared  to  396  in  the  control  group. 
They  also  pointed  out  the  danger  of  recur- 
rence of  thrombosis  immediately  on  discon- 
tinuing therapy  and,  in  addition,  suggested 
that  the  treatment  has  no  influence  on  the 
underlying  disease  process  indicating  that 
it  is  not  safe  to  discontinue  anticoagulant 
therapy  at  any  time. 

Clot  Dissolvers — 

Fibrinolysin,  which  occurs  normally  in 
human  serum,  appears  to  function  as  a dis- 
solver of  the  small  clots  that  occur  in  the 
blood  stream.  It  is  natural  that  investi- 
gators should  attempt  to  obtain  this  material 
for  use  in  thrombosis  that  occurs  abnorm- 
ally in  the  body  — both  arterial  and  venous. 
Fibrinolysin  has  been  extracted  and  activat- 
ed by  an  enz\Tne,  known  as  streptokinase. 


obtained  from  bacterial  gi*owth.  This  sub- 
stance is  available  as  Actase.*  One  of  my 
associates.  Dr.  James  A.  Evans,  has  dem- 
onstrated the  effective  recanalization  of 
thromboses  in  the  veins  of  the  arm  after 
utilization  of  this  material.  It  is  also  ef- 
fective in  the  treatment  of  pulmonary  em- 
bolism. The  use  of  Actase  in  arterial  throm- 
bosis presents  another  problem  since  it  is 
not  possible  to  obtain  as  great  a concentra- 
tion at  the  site  of  the  thrombosis.  Attempts 
are  now  being  made  to  perfuse  the  coronaiy 
circulation  with  this  substance.  Recently, 
a conference  was  held  in  Washington,  D.C., 
on  the  clinical  use  of  this  material.  It  is 
too  soon  to  know  how  effective  it  will  be  in 
the  treatment  of  both  coronary  and  cerebral 
arterial  thromboses.  From  our  experience 
we  cannot  draw  conclusions  as  to  its  effec- 
tiveness. There  are  certain  disadvantages: 
The  drug  has  to  be  given  intravenously,  and 
I have  pointed  out  the  danger  of  intraven- 
ous medication  in  these  patients.  We  have 
seen  some  rather  severe  reactions,  such  as 
fever,  nausea,  vomiting  and  abdominal 
pain.  Last  week  we  saw  a rather  alarming 
intermittent  paroxysmal  auricular  tachy- 
cardia after  its  use.  Finally,  the  drug  is  ex- 
pensive and  cost  is  becoming  more  and  more 
of  an  item  in  the  medical  care  of  these  pa- 
tients. However,  the  drug  has  definite  pos- 
sibilities. 

A certain  predictable  mortality  can  be  ex- 
pected with  the  above  program.  Juergens 
and  associates!^  indicated  that  the  mortality 
rate  will  be  16  per  cent  during  the  first 
month  after  a coronary  thrombosis.  Their 
studies  also  indicated  that  68.8  per  cent  of 
the  patients  will  have  survived  three  years 
later,  55.4  per  cent  five  years  later  and  29.2 
per  cent  ten  years  later.  Our  aim,  of 
course,  is  to  increase  the  percentage  in  the 
long-temi  survival  figures. 

Treatment  of  Intractable 
Angina  Pectoris 

The  above  mentioned  procedures  will 
solve  the  problems  of  90  per  cent  of  the 
patients  afflicted  with  coronary  artery  dis- 
ease. The  remainder,  however,  present  a 
more  difficult  and  trying  problem.  These 
are  the  patients  with  so-called  intractable 
angina  pectoris,  with  frequent  and  severe 
angina  at  rest  — the  patient  whose  nights 
become  a nightmare  of  pain  and  anxiety. 
They  present  one  of  the  most  peiplexing 
problems  that  the  physician  must  cope  with. 

♦Marketed  by  the  Ortho  Company. 
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There  are  a number  of  reasons  these  pa- 
tients have  this  sequence  of  events.  First, 
the  disease  may  be  so  extensive  that  the  ar- 
terial supply  to  the  heart  muscle  is  unable  to 
cope  with  the  physiologic  needs.  Second,  an- 
other infarction  may  be  impending.  The  dis- 
crepancy between  the  extra  work-load,  as 
in  hypertension  and  aortic  stenosis,  and  the 
arterial  supply  may  be  too  great.  Third,  a 
ventricular  aneurysm  may  be  present;  and 
finally  and  not  infrequently,  emotional  fac- 
tors may  be  playing  an  important  role.  In 
these  situations  the  first  step  should  be  a 
period  of  hospitalization.  Amazingly 
enough,  a short  period  of  care  in  a good 
hospital  with  all  the  security  that  it  pro- 
vides will  often  break  the  cycle  of  intract- 
able pain.  Perhaps  a period  of  anticoagula- 
tion therapy  should  be  considered  if  the 
patient  is  not  already  on  such  a program. 
If  an  infarct  is  impending,  heparin  may  be 
exceedingly  useful  in  eliminating  the  fibrin 
that  has  been  laid  down  on  the  atheromatous 
plaque. 

Surgical  Procedures — 

Through  the  years  our  surgical  colleagues 
have  attempted  to  help  in  these  cases  by 
introducing  a number  of  surgical  proce- 
dures. I will  mention  just  a few. 

Internal  Mammary  Ligation.  This 
procedure  was  amazingly  effective;  approx- 
imately 75  per  cent  of  the  patients  obtained 
relief  from  angina  while  they  remained  in 
the  hospital.  It  was  shown,  however,  that  a 
sham  operation  wherein  a skin  incision  was 
made  but  no  arteries  were  ligated  was  just 
as  effective.  We  learned  a great  deal  from 
this  procedure  — great  care  must  be  exer- 
cised in  evaluating  the  effects  of  any  sur- 
gical procedure  in  the  treatment  of  angina 
pectoris. 

Pericardial  Poudrage.  The  insuffla- 
tion of  sodium  silicate  into  the  pericardial 
sac  supposedly  produces  vascular  peri- 
cardial adhesions  between  the  parietal  and 
visceral  pericardium.  This  procedure  ap- 
pears to  be  reasonably  effective  but  it  is 
attended  with  an  alarmingly  high  mortality 
rate. 

Sympathectomy.  Theoretically,  cut- 
ting the  connections  between  the  heart  and 
the  central  nervous  system  by  interrupting 
the  sympathetic  fibers  should  be  an  effec- 
tive means  of  reducing  the  pain  component 
of  intractable  angina.  A few  years  ago  we 


performed  a number  of  dorsal  sympathec- 
tomies for  intractable  angina.  In  1956, 
Burnett  and  Evans^®  reported  the  follow-up 
results  of  resection  of  the  anginal  pathway 
in  33  patients.  The  operative  mortality  was 
9 per  cent.  Of  those  surviving,  88  per  cent 
received  some  or  complete  relief  of  angina 
pectoris;  12  per  cent  did  not  obtain  appre- 
ciable relief.  This  procedure  is  dangerous ; 
it  often  involves  two  operations  with  their 
attendant  anesthesia  risks.  Only  sympto- 
matic relief  is  obtained  as  the  procedure 
does  not  influence  the  circulation  to  the 
heart  muscle. 

Coronary  Endarterectomy.  The  new- 
est and  current  favorite  is  curettement  of 
the  offending  plaques  in  the  coronary  ar- 
teries. This  is  dependent  upon  adequate 
proof  that  the  constriction  is  localized.  Ra- 
diologists have  proved  helpful  in  developing 
techniques  to  visualize  the  coronary  circu- 
lation. This  procedure  involves  the  use  of  a 
cardiac  pump  which  of  itself  is  associated 
with  a considerable  mortality  rate.  Bailey^ 
has  reported  on  the  surgical  experience  with 
endarterectomy  in  15  cases.  Thirteen  pa- 
tients survived  this  operation;  subjectively 
six  were  markedly  improved,  four  moderate- 
ly improved  and  three  slightly  improved. 

Radioactive  Iodine — 

Radioactive  iodine,  which  reduces  the 
metabolic  rate  and  thus  diminishes  the  de- 
mands on  the  circulation,  is  a relatively  safe, 
reversible  procedure  and  is  readily  available. 
Blumgart  et  al.'^^  reported  that  about  two- 
thirds  of  their  patients  received  good  relief 
from  angina  with  radioactive  iodine.  An- 
other one  third  received  some  relief  but  this 
was  not  maintained.  The  metabolic  rate 
must  be  kept  at  a satisfactory  level;  it  can- 
not be  too  low.  A range  of  — 15  to  — 20  is 
usually  satisfactory.  I have  found  radio- 
active iodine  to  be  especially  satisfactory  in 
the  poor  risk,  elderly  coronary  patient  with 
intractable  angina  pectoris. 

Summary 

The  problems  encountered  in  patients 
with  angina  pectoris  are  presented  and  the 
most  satisfactory  methods  of  dealing  with 
them,  in  my  experience,  are  outlined.  Skill, 
patience  and  perseverance  on  the  part  of 
the  physician  are  essential. 
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There  are  certain  truths  which  are  tnie  no  matter  how  much 
the  world  may"  question  or  deny  them.  In  the  economic  realm,  for 
instance,  y’ou  can  not  legislate  the  poor  into  freedom  by  legislating 
the  rich  out  of  it.  You  cannot  multiply  wealth  by-  dividing  it. 
Governments  cannot  give  to  people  what  they  do  not  first  take 
away  from  the  people.  And  that  which  one  man  receives  without 
working  for,  another  man  must  work  for  without  receiving  it.  And 
nothing  can  kill  the  initiative  of  a people  quicker  than  for  half  to 
get  the  idea  they  need  not  work  because  the  other  half  will  feed 
them,  and  for  the  other  half  to  get  the  idea  it  does  no  good  to  work 
since  someone  else  will  receive  the  rewards  of  their  labors.  Closing 
one’s  eyes  to  these  facts  will  not  change  them  one  iota.  (Kenneth 
W.  Sollitt,  Christian  Economics,  Schuylkill,  Haven,  “Roto-Haven.”) 
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Pseudoxanthoma  Elasticum 


PSEUDOXANTHOMA  elasticum 
(hereafter  referred  to  as  PXE) 
is  an  unusual  hereditary  disorder 
of  connective  tissue  characterized  by:  (1) 

Skin  changes  consisting  of  thickening, 
gi'ooving,  and  formation  of  yellowish,  dia- 
mond-shaped rectangular  nodules  occurring 
especially  in  areas  of  wear  and  tear;  (2) 
angioid  streaks  in  the  ocular  fundi  which 
produce  proliferative  changes  and  some- 
times hemorrhage  which  may  progress  to 
near  blindness;  (3)  arterial  changes  con- 
sisting of  degeneration  of  elastic  tissue  in 
the  media  of  arteries  with  secondary  deposi- 
tion of  calcium,  resulting  in  pulse  changes, 
symptoms  of  arterial  insufficiency  and  cor- 
onary insufficiency;  (4)  hemorrhage  in  dif- 
ferent areas,  but  notably  in  the  gastroin- 
testinal tract;  and  (5)  hypertension. 

Prior  to  1940,  some  125  cases  of  associat- 
ed changes  in  the  skin  and  fundus,  sixty- 
eight  cases  of  skin  changes  alone  had  been 
described. 

The  majority  of  descriptions  of  this  dis- 
ease have  been  in  the  journals  of  ophthal- 
mology and  dermatology.  However,  the  gen- 
eralized involvement  of  the  arteries  with  the 
resulting  symptoms  of  arterial  insufficiency 
and  hemorrhage  point  to  the  need  for  its 
recognition  by  all  physicians.  PXE  is  typi- 
cal of  the  many  diseases  where  knowledge 
of  the  skin  changes  aids  in  interpreting 
other  systemic  symptoms.  The  relative  ease 
and  safety  of  a skin  biopsy  make  it  a valuable 
procedure  to  provide  confirmation  of  the 
pathological  changes  responsible  for  the 
systemic  disease. 

The  skin  in  the  involved  areas  becomes 
lax,  redundant,  and  inelastic.  In  females 
the  cosmetic  effect  of  the  thickened,  lax, 
yellow-colored  skin  may  be  the  presenting 
complaint  and  may  require  plastic  surgery. 
Extensive  calcification  of  the  subcutaneous 
tissues  occurs  in  some  cases.  This  was  es- 
tablished by  Finnerud  and  Nomland  using 
the  von  Kossa  stain  for  calcium.^  Rod-like 
structures  resembling  fragmented  bundles 
of  collagen  but  with  the  staining  property 
of  elastic  fibers  are  seen  in  the  corium. 
Whether  the  basic  defect  is  in  collagen  fibers 
or  the  elastic  fibers  has  not  been  settled.  Al- 
though most  evidence  points  toward  a col- 
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lagen  defect,  Moran  and  Lansing^  have 
found  evidence  that  the  defect  is  in  the  elas- 
tic tissue.  They  found  that  tissue  sections 
resemble  elastic  tissues  because  of  the  spe- 
cific effect  on  it  of  the  enz^one  elastose  and 
the  brilliant  autofluoresence  of  elastic  tis- 
sue. However,  these  same  authors  state 
that  there  is  “a  definite  increase  in  collagen- 
ous tisues  in  the  involved  areas.”  It  would 
seem  that  both  elastic  and  collagen  fibers 
would  have  to  be  involved  to  explain  the  ob- 
served facts.  The  clinical  behavior  is  that 
of  a hereditary  defect  of  connective  tissue. 

Weakness  or  absence  of  pulses  in  the  ex- 
tremities is  a frequent  finding  because  of 
the  elastic  degeneration  in  the  media  of  ar- 
teries and  subsequent  calcium  deposition. 
The  onset  of  intermittent  claudication  in 
the  third  decade  or  earlier  should  make  one 
suspicious  of  PXE.  Calcification,  inter- 
mittent claudication,  loss  of  peripheral 
pulses,  and  melena  has  been  described  in  a 
child  age  nine.^  A brother,  25  years  of  age, 
had  similar  symptoms. 

Hypertension  occurs  in  this  disease  more 
frequently  than  in  the  average  population. 
This  may  be  a result  of  vascular  disease  in 
the  renal  vessels.  Hypertension  combined 
with  the  frequently  occurring  bleeding  ten- 
dency make  such  patients  more  susceptible 
to  cerebral  hemorrhage. 

Bilateral  calcified  aneurysms  of  the  caro- 
tid artery  in  a patient  with  PXE  was  de- 
scribed by  Scheie  and  Hogan. ^ In  another 
patient,  age  29,  an  intracranial  aneurysm 
occurred  in  association  with  skin  change 
and  angioid  streaks.®  Hemorrhages  consti- 
tute the  major  medical  problem  in  most 
cases  of  PXE  that  come  to  the  attention  of 
the  internist.®  Gastrointestinal  hemorrhage 
may  occur  from  a peptic  ulcer  or  hiatal  her- 
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nia,  but  in  most  cases  of  PXE  the  source 
of  bleeding  is  not  evident  on  clinical  study. 
Certainly  those  patients  with  peptic  ulcer 
would  be  more  likely  to  bleed  because  of  the 
arterial  disease  in  PXE.  The  physician 
should  look  carefully  for  the  skin  changes 
of  PXE  in  patients  with  gastrointestinal 
hemorrhage  of  undetei*mined  cause. 

IMcCaughey  et  al.~  reported  massive  gas- 
trointestinal hemorrhage  during  pregnancy 
in  three  women  with  PXE.  Although  sub- 
arachnoid and  gastrointestinal  hemorrhage 
occur  most  frequently  and  are  the  most  com- 
mon causes  of  death,  retinal,  renal,  uterine, 
bladder,  and  nasal  hemorrhage  have  been 
reported  in  PXE. 

The  hereditary  nature  has  not  been  com- 
pletely elucidated,  but  McKusick®  has  found 
the  most  commonly  occurring  type  is  inher- 
ited as  an  autosomal  recessive  with  partial 
limitation  to  the  female. 

Case  Report 

G.  J.  (D.C.H.  32673),  a Negro  man, 
age  73. 

History — The  family  history  was  ob- 
scure, although  there  is  no  history  of 
any  skin  disorders  obtainable. 

The  patient  was  first  admitted  to 
Douglas  County  Hospital  in  1950,  for 
treatment  of  a fractured  jaw.  Since 
then  he  has  had  several  admissions  for 
pneumonia  and  in  1956,  was  admitted 
for  treatment  of  gangrene  of  the  left 
foot.  Diagnosis  at  that  time  was  ar- 
terial insufficiency  secondary  to  gen- 
eralized arteriosclerosis  and,  when  lum- 
bar sjTnpathectomy  failed  to  improve 
the  condition,  an  above-the-knee  ampu- 
tation was  perfoi*med.  Although  the 
patient  states  he  has  had  loose  skin  for 
forty  years,  no  mention  of  skin  ab- 
normality was  made  on  these  admis- 
sions. 

The  most  recent  admission  was  for 
burning  epigastric  pain  relieved  by  in- 
gestion of  food  and  recurring  about  one 
hour  after  meals.  Patient  denied 
melena,  epistaxis,  or  bleeding  of  any 
kind.  He  had  had  chest  pain  on  exer- 
tion, relieved  by  rest,  and  dyspnea  on 
mild  exertion,  both  for  five  years. 

Physical  Examination  — The  patient 
presented  as  a lethargic  Negi’O  man  in 


no  apparent  distress.  Temperature  was 
97,  pulse  80,  respiration  24,  and  blood 
pressure  130  systolic,  and  90  diastolic. 
The  radial  pulses  were  absent  bilater- 
ally as  were  the  popliteal,  dorsalis 
pedis,  and  posterior  tibial  in  the  intact 
right  leg.  A well  healed  amputation 
stump  was  present  at  a level  ten  inches 
proximal  to  the  left  knee.  The  skin 
(figure  1)  of  the  face,  neck,  axillae, 
forearms,  back,  chest,  a n d abdomen, 
about  sixty  per  cent  of  the  total  body 
surface,  w a s thickened  and  leathery 
and  of  a yellowish  tint  that  was  iden- 
tifiable through  the  melanin  pigmen- 
tation. The  skin  was  lax,  redundant, 
relatively  inelastic,  and  could  easily  be 
stretched  four  to  six  inches.  When  a 
fold  of  skin  was  rolled  between  the  fin- 
gers, many  1-2  mm.  size  masses  could 
be  felt.  Examination  of  the  eyes  re- 
vealed an  arcus  senilis  bilaterally.  Vi- 
sion was  20/200  in  the  left  eye  and 
20/40  in  the  right  eye.  Vision 
was  grossly  impaired  in  the  left 
eye  with  ability  to  distinguish  only 
large  objects  at  close  range.  Fundu- 
scopic  examination  showed  tigroid  ret- 


FMgure  1.  Skin  of  Inguinal  Region  Showing  Its  Lax 
Redundant  and  Inelastic  Character. 
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ina,  and  macular  degeneration  of  the 
left  eye  with  a central  chorioretinitis 
but  no  evidence  of  angioid  streaking. 
The  mucosa  of  the  inner  lips  showed 
many  pale  yellow  plaques.  The  lungs 
were  clear  to  auscultation  and  percus- 
sion. The  heart  had  a rate  of  80,  and 
regular  rhythm;  there  were  no  mur- 
murs, rubs,  or  accentuated  heart  sounds. 
Abdomen  revealed  a blunt  liver  edge 
palpable  5 cm.  below  the  right  costal 
margin  at  the  midclavicular  line.  Neu- 
rological examination  was  not  remark- 
able. Patient’s  mental  status  was  com- 
patible with  early  senile  changes.  He 
was  lethargic,  had  poor  memory  f o i- 
past  events,  but  was  well  oriented  as  to 
time,  place,  and  person. 

Laboratory  Studies  ■ — Hemoglobin  was 

13.9  gm.  per  100  cc.;  hematocrit,  40. 
The  leukocyte  count  was  5000  per  cu. 
mm.  with  57  segmented  neutraphils,  35 
lymphocytes,  6 monocytes,  1 eosinophil 
and  1 basophil.  Urine  analysis  was  es- 
sentialy  negative.  Alkaline  phospha- 
tase was  9.3,  and  acid  phosphatase  5.6 
units  on  admission;  both  fell  to  5.4  and 

3.9  respectively  during  hospitalization. 


Figure  2.  Calcification  of  the  Femoral  Arteries. 


Serum  calcium  determinations  were 
12.0,  10.6,  12.3  mg.  per  100  cc.  and  10.2. 
Serum  phosphorous  determinations 
were  2.4,  3.9,  and  3.9  mg.  per  100  cc.  re- 
spectively. Serum  sodium  w as  140 
mEq/L,  chloride  114  mEq/L,  potassium 
5.2  mEq/L,  and  CO.,  combining  power 
23  mEq/L. 

Electrocardiogram  showed  a rate  of 
80,  flat  T waves  in  1,  aVL,  V^,  V„  and 
V,;,  suggestive  of  anteriolateral  ische- 
mia. 

X-ray  examinations  of  heart  and 
lungs  were  negative,  but  films  of  the 
pelvis  (figure  2)  showed  calcification 
of  the  femoral  arteries.  An  upper  gas- 
trointestinal series  showed  an  active  ul- 
cer on  the  duodenal  cap. 

Hospital  Course  — The  patient  was 
placed  on  an  ulcer  regimen  with  prompt 
relief  of  symptoms.  A skin  biopsy 
(figure  3)  from  the  left  upper  arm  and 
back  revealed  normal  epithelium,  but 
many  tiny  curlicues  and  small  masses 
of  basophilic  elastic  fibers  with  focal 


Figure  3.  Skin  Biopsy  Showing  Many  Tiny  Curlicues 
Basophilic  Ehistic  Fibers  in  the  Corium  and  Focal 
Calcification  as  Seen  in  the  Left  Corner  of  the 
Picture. 
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calcification  were  present  in  the  corium 
and  considered  diagnostic  of  PXE. 

Discussion 

The  involvement  of  the  integument  in  this 
patient  was  approximately  sixty  per  <^nt 
of  total  body  surface  and  more  extensive 
than  in  those  described  in  any  previous  re- 
port. The  marked  xanthomatous  discolor- 
ation of  the  buccal  mucosa  and  inner  aspect 
of  the  lips  was  apparent  in  this  patient  and 
is  a commonly  affected  mucosal  area.®  It 
is  of  particular  interest  that  in  spite  of 
many  prertous  hospital  admissions,  includ- 
ing that  for  a leg  amputation,  the  skin  in- 
volvement was  not  alluded  to.  The  main 
purpose  of  this  case  report  is  to  emphasize 
the  value  of  examining  the  skin,  especially 
in  patients  with  vascular  disease. 

Although  this  patient  is  73  years  of  age, 
an  age  gi’oup  in  which  arteriosclerosis  is  to 
be  expected,  the  extensiveness  of  the  vascu- 
lar involvement  was  unusually  marked.  In 
addition  to  hartng  absent  peripheral  pulses, 
he  had  lost  his  lower  left  extremitj-  from  ar- 
teriosclerotic gangi'ene.  Angina  pectoris 
and  mental  changes  consistent  with  cerebral 
arteriosclerosis  were  also  clinically  erident. 

Angioid  streaks  have  occuiu'ed  in  about 
eighri'  pel'  cent  of  patients  reported  with 
PXE.  Although  this  patient  did  not  have 
angioid  streaks  he  did  have  macular  de- 
generation with  a central  chorioretinitis. 
These  changes  are  not  as  specific  as  angioid 
sti'eaks  but  do  occur  not  infrequently  in 
pseudoxanthoma  elasticum.®  There  is  no  spe- 
cific therapy  for  this  condition. 

Summary 

We  have  presented  the  case  of  a Xegi'o 
man  who  was  admitted  because  of  burning 
pain  in  the  epigastrium  proven  to  be  due 
to  an  active  duodenal  ulcer.  Incidentally, 
this  patient  showed  symptoms  and  signs 
suggestive  of  pseudoxanihoma  elasficum. 
These  consisted  of  “loose  skin”  for  forri* 
yeai-s;  loss  of  left  foot  and  leg  by  amputa- 
tion because  of  arteriosclerotic  gangi'ene  of 
the  foot ; chest  pang  on  exertion,  relieved  by 


rest;  dyspnoea  on  mild  exertion;  absence  of 
radial,  popliteal,  dorsalis  pedis,  and  pos- 
terior tibial  pulses  (in  int^t  leg) ; thick- 
ened, leathery  skin  of  yellowish  tint  over  a 
large  part  of  the  body;  lax,  redundant,  in- 
elastic skin;  manj'  small  masses  deep  in  the 
skin  felt  as  it  is  rolled  between  the  fingei's; 
and  yellowish  plaques  in  the  oral  mucosa ; 
lethargA*  and  poor  memom'  for  past  events; 
reduced  vision,  but  not  because  of  the  t\*p- 
ical  angioid  sti'eaking  of  the  ocular  fundus 
characteristically  seen  in  this  disease;  elec- 
trocardiogi'aphic  evidence  of  localized  ische- 
mia of  cardiac  muscle;  and  X-ray  eridence 
of  calcification  of  the  femoral  ai'teries.  Mi- 
croscopic eridence  from  biopsy  of  the  skin 
supports  the  diagnosis  of  pseudoxanthoma 
elasticum. 

Presentation  of  this  case  histom*  and 
findings  is  proceeded  by  a discussion  of  this 
disease  in  its  various  aspects. 
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“Although  infections  as  a class  are  responsible  for  a smaller 
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The  Role  of 

Diskography 

In  the  Spectrographic  Analysis  of  the 

Lumbar  Disk  Syndrome^ 


Lumbar  diskograms  are  ob- 
tained by  the  injection  of  0.5 
to  1.5  cc.  of  a water  soluble 
contrast  medium  such  as  50  per  cent  hy- 
paque  directly  into  a disk  interspace  utiliz- 
ing the  simple  technic  of  lumbar  puncture 
with  roentgenologic  control  if  necessary.  In 
a normal  intervertebral  disk  such  an  injec- 
tion is  confined  to  the  space  occupied  by  the 
nucleus  pulposus  by  intact  fibers  of  the  an- 
nulus fibrosus.  The  roentgenologic  image 
of  the  normal  nucleus  pulposus  varies  from 
a nearly  round  to  a flattened  oval  shape.  A 

Figure  1 
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linear,  radiolucent  area  often  extends  across 
its  center  transversely  to  divide  the  nucleus 
pulposus  more  or  less  completely  into  a dor- 
sal and  a ventral  plate.  (Fig.  1). 

Degeneration  of  a lumbar  disk  is  associat- 
ed with  a change  in  the  physical  properties 
of  the  nucleus  pulposus  which  loses  its  nor- 
mal mucoid  appearances,  becomes  more  fi- 
brous in  character,  and  tends  to  break  up 
into  fragments.  Fibers  of  the  annulus  fi- 
brosus adjoining  the  nucleus  pulposus  tear 
and  allow  fragments  of  the  nucleus  pulposus 
to  extrude  into  fissures  thus  formed.  In  the 
case  of  the  lower  lumbar  disks  there  is  a 
tendency  for  a major  fissure  to  extend  pos- 
terolaterally,  and  compression  of  an  over- 
lying  segmental  nerve  frequently  results. 
Multiple  fissures  usually  occur,  eventually. 
The  diskogi’am  of  a degenerated  interverte- 
bral disk  is  always  abnormal  because  the 
contrast  material  injected  into  the  central 
part  of  the  disk  is  no  longer  confined  to  a 
discrete,  well  delimited  central  zone  corre- 
sponding to  the  space  occupied  by  the  nor- 
mal nucleus  pulposus.  Instead,  the  injected 
contrast  substance  spreads  peripherally 
within  fissures  of  the  annulus  fibrosus 
which  are  occupied  by  fragments  of  degen- 
erated nucleus  pulposus  tissue. 

The  exact  appearance  of  the  diskogi’am  of 
a degenerated  disk  is  determined  by  the 
stage  of  degeneration  of  the  disk,  and  the 
presence  or  absence  of  an  associated  protru- 
sion or  herniation  of  nucleus  pulposus  tis- 
sue. 

In  the  early  stages  of  degeneration  of  an 
intervertebral  disk,  one  or  more  discrete 
fissures  develop  in  the  annulus  fibrosus.  In 

*Read  before  Omaha  Mid-West  Clinical  Society,  November, 
1959. 
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the  case  of  the  4th  and  5th  lumbar  disks 
these  fissures  tend  to  extend  from  the  region 
of  the  nucleus  pulposus  to  the  posterolateral 
aspect  of  the  intervertebral  disk.  When  a 
fragment  of  nucleus  pulposus  extends  within 
such  a fissure  to  the  periphery  of  the  inter- 
vertebral disk,  the  disk  bulges  beyond  the 
margins  of  the  adjoining  vertebral  bodies 
and  compresses  the  overlying  segmental 
neiwe.  This  is  known  as  a protruded  disk. 
A characteristic  diskogram  of  a disk  under- 
going early  degenerative  change  with  the 
protrusion  of  a fragment  of  nucleus  pul- 
posus tissue  along  a discrete  fissure  in  the 
annulus  fibrosus  is  illustrated  in  figure  2. 


Figure  2 


A herniated  disk  results  when  a fragment 
of  nucleus  pulposus  escapes  from  the  disk- 
interpsace  along  a fissure  which  extends  en- 
tirely through  the  annulus  fibrosus.  If  the 
herniation  also  tears  through  the  posterior 
spinal  ligament,  the  diskogi’am  reveals  an 
escape  of  the  contrast  medium  from  the  disk 
interspace  into  the  extradural  space;  but  if 
the  posterior  longitudinal  ligament  remains 


intact  the  diskogram  is  similar  in  appear- 
ance to  that  of  a protruded  disk  (figure  3). 


Figure  3 


In  later  stages  of  degeneration  of  an  in- 
tervertebral disk,  multiple  fissures  develop 
in  the  annulus  fibrosus  and  fragments  of 
nucleus  pulposus  are  scattered  throughout 
the  disk  interspace.  In  such  instances  the 
diskogram  is  characterized  by  a diffusion  of 
the  contrast  medium  within  the  entire  disk 
interspace.  If  such  a disk  is  protruded,  the 
diskogram  reveals  a diffuse  stain  of  the  en- 
tire disk  interspace  with  an  extension  of  the 
contrast  medium  beyond  the  margins  of  the 
adjoining  vertebrae.  Although  such  protru- 
sions are  usually  in  the  posterolateral  or 
posterior  direction  (figure  4)  they  may  ex- 
tend anteriorly  (figure  5).  If  a diffusely 
degenerated  disk  herniates  entirely  through 
the  annulus  fibrosus  and  the  posterior  longi- 
tudinal ligament,  the  diskogram  reveals  an 
escape  of  the  contrast  medium  into  the  ex- 
tradural space  (figure  6). 

In  brief,  a diskogram  of  an  abnormal  disk 
is  never  normal.  ^Moreover  the  diskogram 
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of  a normal  disk  proves  that  the  disk  is  nor- 
mal. Myelography,  on  the  other  hand, 
fails  to  reveal  the  abnormality  in  at  least 
20  per  cent  of  abnormal  lumbar  disks  and 
the  absence  of  a myelographic  defect  should 
never  be  regarded  as  proof  that  the  lumbar 
intei*vertebral  disks  are  normal.  In  a per- 


Figure  4 


sonal  series  of  80  patients  who  underwent 
diskography  and  myelography  because  of  the 
presumptive  diagnosis  of  a lumbar  disk  syn- 
drome, 7 herniated  disks  and  19  protruded 
disks  were  found  by  diskography  and  veri- 
fied at  surgery  in  patients  who  had  normal 
myelograms.  In  addition  7 myelographic 
defects  at  lumbar  disk  levels  were  associat- 
ed with  normal  intervertebral  disks  as  dem- 
onstrated by  diskography.  A total  of  14  of 
the  80  patients  were  not  subjected  to  sur- 
gery because  diskography  revealed  normal 
lower  lumbar  disks.  Despite  the  definite 
limitations  of  myelography  in  the  diagnosis 
of  protruded  or  herniated  lumbar  disks,  the 
examination  plays  an  important  role  in  the 
study  of  patients  who  may  have  a lumbar 
disk  syndrome;  however  it  is  important  to 
know  what  examinations  to  do  and  the  lim- 
itations of  each. 

An  excellent  guide  for  the  proper  care  of 
a patient  with  a presumptive  diagnosis  of 


Figure  6 
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a lumbar  disk  syndrome  is  to  think  of  the 
syndrome  in  terms  of  a spectrum.  At  the 
upper  end  of  such  a spectrum  are  included 
those  patients  with  a “text-book  picture”  of 
a lumbar  disk  syndrome.  The  more  common 
and  less  classic  examples  fall  within ' the 
midrange  of  the  spectrum  whereas  the  more 
or  le.ss  atypical  or  “off-color”  cases  com- 
prise the  lower  end  of  the  spectrum.  Ac- 
cording to  this  approach,  it  is  reasonable  to 
make  a presumptive  diagnosis  of  a lumbar 
disk  syndrome  when  the  findings  are  com- 
patible with,  but  not  necessarily  strongly 
suggestive  of,  that  diagnosis,  provided  that 
a reasonably  thorough  study,  including 
lumbosacral  roentgenograms,  has  revealed 
no  other  satisfactory  explanation  of  the  ill- 
ness. Approximately  20  per  cent  of  such  a 
selected  group  of  patients  will  be  proven 
not  to  have  an  abnonnal  lumbar  disk  as 
the  cause  of  their  disability  if  they  are  sub- 
jected to  myelography  or  diskography  or 
both.  A variety  of  lesions,  particularly  in- 
tradural tumors,  will  be  found  in  this  group 
but  most  of  the  20  per  cent  of  cases  will  be 
found  not  to  have  an  organic  basis  for  their 
symptoms.  This  is  not  to  say  that  such  a 
cause  may  not  exist  in  some  instances.  It 
is  evident  that  the  management  of  a patient 
with  the  presumptive  diagnosis  of  a lumbar 
disk  syndrome  may  vary  according  to  his 
assigned  place  within  the  spectrum  of  the 
syndrome.  The  probability  that  the  pre- 
sumed diagnosis  is  the  correct  one  is  very 
high  at  the  “text-book-picture”  end  of  the 
spectrum,  whereas  the  possibility  that  the 
presumed  diagnosis  is  incorrect  becomes 
quite  likely  in  the  “atypical”  or  “off-color” 
cases  making  up  the  opposite  end  of  the 
spectrum.  The  percentage  given  in  the  fol- 
lowing “spectrographic”  analysis  of  the  lum- 
bar disk  syndrome  was  derived  from  the 
previously  mentioned  personal  series  of  80 
patients  with  the  presumptive  diagnosis  of 
a lumbar  disk  syndrome  who  were  subjected 
to  myelography  and  diskography. 

At  the  upper  end  of  the  spectrum  of  the 
lumbar  disk  syndrome  are  the  patients  with 
a “text-book  picture”  of  the  syndrome.  A 
patient  may  be  considered  to  be  a “text-book 
picture”  of  a lumbar  disk  syndrome  if  he 
has  a classical  history,  characteristic  physi- 
cal signs,  and  clear  cut  neurologic  abnorm- 
alities in  the  form  of  reflex  loss,  derma- 
tome hypalgesia  or  motor  weakness  of  a seg- 
mental distribution.  The  preoperative  clin- 
ical diagnosis  will  be  correct  in  approximate- 
ly 90  per  cent  of  these  cases  and  most  of  the 


erroneous  diagnosis  will  include  patients 
Avho  have  a disk  abnonnality  one  interspace 
above  or  below  the  suspected  one.  Myelo- 
gi’aphy  will  be  accurate  at  least  80  per  cent 
of  the  time  in  this  group.  When  the  myelo- 
graphic  abnormality  corresponds  to  the  clin- 
ical diagnosis,  the  preoperative  diagnosis  ap- 
proaches an  accuracy  of  98  per  cent.  Many 
surgeons  feel  that  the  clinical  diagnosis  in 
this  group  of  patients  is  so  accurate  that 
myelography  or  diskography  is  unnecessary 
unless  the  exploration  for  a disk  lesion  is 
negative  and  the  symptoms  and  signs  persist 
postoperatively.  Diskogi’aphy  would  not  be 
indicated  in  this  group  of  patients  except 
under  unusual  circumstances  such  as  the  de- 
mand of  a patient  for  absolute  proof  of  the 
existence  of  an  abnormal  disk  in  the  pres- 
ence of  a normal  myelogi’am  . Patients  who 
can  be  considered  a “text-book  picture”  of 
the  lumbar  disk  syndrome  constitute  30  per 
cent  of  the  total  spectrum  and  25  per  cent 
of  the  proven  instances  of  lumbar  disk  ab- 
normality. Approximately  2 per  cent  of  pa- 
tients in  this  group  will  have  a normal  my- 
elogram and  a normal  diskogram.  About  1 
per  cent  of  patients  with  a “text-book  pic- 
ture” of  a lumbar  disk  syndrome  will  have 
an  intradural  tumor  which  so  closely  mim- 
icks  a lumbar  disk  syndrome  that  the  diag- 
nosis of  a tumor  will  be  unsuspected  except 
as  a statistical  possibility  . 

Most  cases  of  the  lumbar  disk  syndrome 
that  one  sees  fall  within  the  midrange  of  the 
spectrum.  Such  patients  usually  have  at 
least  a suggestive  history.  Physical  signs 
may  be  marked  but  they  are  often  minimal. 
Neurologic  abnormalities  may  be  absent, 
equivocal,  or  definite  but  conflicting  in  some 
respects  as  to  an  exact  segmental  localiza- 
tion. One  patient  in  ten  will  have  a normal 
diskogram  thus  ruling  out  an  abnormal  lum- 
dar  disk  as  the  cause  of  their  symptoms. 
Two  patients  in  ten  will  have  more  than 
one  abnormal  lumbar  disk  as  determined 
by  diskography.  Although  myelography 
will  be  accurate  in  only  about  70  per  cent  of 
patients  who  have  one  or  more  abnormal 
disks,  the  test  is  an  important  part  of  the 
diagnostic  workup  because  of  the  significant 
frequency  of  cases  (approximately  4 per 
cent)  in  the  midrange  of  the  lumbar  disk 
syndrome,  who  have  a lesion  other  than  an 
abnormal  lumbar  disk  as  the  cause  of  their 
complaints.  Lumbar  disk  explorations  car- 
ried out  in  patients  who  fall  within  the  mid- 
range of  the  spectrum  of  the  lumbar  disk 
syndrome  will  be  negative  in  approximate- 
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ly  10  per  cent  of  cases  if  unverified  by  spe- 
cial diagnostic  studies.  The  safest  approach 
to  these  patients  is  to  perfonn  a myelogram 
at  which  time  a careful  manometric  study 
may  be  done  and  the  cerebrospinal  fluid  may 
be  examined.  This  will  rule  out  most  intra- 
dural lesions  such  as  tumors,  adhesive  arach- 
noiditis, false  meningoceles  and  sacral  nerve 
cysts  and  will  also  detect  most  extradural, 
intraspinal  lesions.  If  findings  on  myel- 
ography are  normal,  a diskogram  is  indicat- 
ed because  3 patients  in  10  with  a normal 
myelogram  will  have  one  or  more  abnormal 
lumbar  disks  by  diskography.  If  both  the 
myelograms  and  the  diskogram  are  normal 
(approximately  8 per  cent  of  cases  in  the 
midrange  of  the  spectrum)  an  exploratory 
laminectomy  is  seldom  justified.  A few  of 
the  patients  who  constitute  the  group  of  8 
per  cent  who  have  normal  diskograms  and 
normal  myelograms  will  be  found  to  have 
their  symptoms  and  signs  as  the  result  of  a 
diabetic  or  other  type  of  neuropathy,  retro- 
peritoneal tumor,  sarcoma  of  the  pelvis  un- 
detected on  available  roentgenograms,  and 
so  forth,  but  the  majority  of  these  cases  will 
be  found  not  to  have  an  organic  cause  for 
their  complaints. 

“Atypical”  or  “off-color”  cases  constitute 
the  lower  portion  of  the  spectrum  of  the 
lumbar  disk  syndrome.  They  numbered 
approximately  20  per  cent  of  the  total  group 
and  somewhat  less  than  15  per  cent  of  the 
patients  with  one  or  more  proven  disk  ab- 
normalities in  this  particular  series  of  pa- 
tients. These  percentages  might  be  higher 
if  a surgeon’s  practice  were  weighted  with 
cases  involving  litigation  and  compensation. 
Patients  in  this  group  usually  have  an 
atypical  history  and  the  physical  signs  of 
disability  are  not  often  impressive.  Neu- 
rologic abnormalities  are  usually  absent  or 
equivocal.  Most  of  the  malingerers,  many 
of  the  obvious  psychoneurotics,  and  not  a 
few  of  the  patients  involved  with  compensa- 
tion or  litigation  fall  within  the  lower  range 
of  the  spectrum.  Nevertheless,  such  patients 
require  a thorough  workup  because  one  pa- 
tient in  four  will  be  found  to  have  one  or 
more  abnormal  lumbar  disks,  if  diskograms 
are  made.  Disk  protrusions  will  outnumber 
herniations  by  4 to  1.  The  myelogram  will 
be  accurate  in  less  than  70  per  cent  of  cases 
with  one  or  more  abnoraial  lumbar  disks, 
but  the  study  is  essential  in  ruling  out  in- 
tradural or  extradural  lesions  which  occur 
with  about  the  same  frequency  as  in  the 
midrange  of  the  spectrum.  Few  patients  in 


the  lower  range  of  the  spectrum  of  the  lum- 
bar disk  syndrome  who  have  a normal  my- 
elogram and  diskogram  will  be  found  to 
have  an  organic  cause  for  their  complaint. 

Diskography  is  a safe  procedure  in  skilled 
hands.  The  most  common  complication  of 
the  procedure  is  a post-lumbar-puncture 
headache  secondary  to  the  persistent  leak  of 
cerebrospinal  fluid  from  needle  punctures 
in  the  pia-arachnoid  and  dura.  If  a lamin- 
ectomy is  performed  the  day  after  the  disko- 
gram, the  patient  seldom  has  a headache  by 
the  time  he  begins  ambulation  3 to  5 days 
later,  but  if  subsequent  surgery  is  not  car- 
ried out,  the  patient  may  be  confined  to  bed 
for  several  days  because  of  headache.  There 
was  one  known  instance  of  a disk  interspace 
infection  in  this  series  of  patients.  It  oc- 
curred at  the  site  of  debridement  of  a dif- 
fusely degenerated  and  protruded  disk  car- 
ried out  the  day  following  the  diskogram. 
The  infection  may  have  been  introduced  at 
the  time  of  surgery  rather  than  by  disk- 
ography. 

Aspetic  necrosis  of  a disk  secondary  to 
diskography  appears  to  be  a rare  complica- 
tion if  proper  technic  and  a safe  contrast 
material  such  as  50  per  cent  hypaque  are 
used.  A disk  puncture  is  contraindicated 
in  the  presence  of  infection  anywhere  along 
the  course  of  the  needle  puncture  because  of 
the  real  danger  of  incurring  an  infection  of 
the  intervertebral  disk.  The  risks  and  com- 
plications of  diskograms  are  tremendously 
outweighed  by  the  information  which  may 
be  gained  if  the  procedure  is  used  judicious- 
ly and  with  reasonable  skill. 

Diskography  nearly  fills  the  definite  void 
which  remains  in  patients  with  a presump- 
tive diagnosis  of  a lumbar  disk  syndrome 
after  the  clinical  evaluation  has  been  com- 
pleted and  a normal  myelogram  has  been 
obtained.  When  the  diskogram  also  is  nor- 
mal it  definitely  rules  out  a lumbar  disk  ab- 
normality as  the  cause  of  the  patient’s  com- 
plaints. If  one  or  more  degenerated  disks 
are  demonstrated  by  diskography,  there  is 
no  guarantee  that  this  finding  explains  the 
symptoms,  because  a patient  may  have  a de- 
generated disk  which  is  not  symptomatic. 
Thus,  there  is  a possibility  that  a patient 
might  have:  (1)  symptoms  and  signs  com- 
patible with  an  abnormal  disk;  (2)  an  ab- 
normal diskogram,  and  (3)  symptoms  on 
the  basis  of  some  cause  other  than  an  ab- 
normal disk.  However,  if  disk  operations 
are  limited  only  to  patients  who  are  chron- 
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ically  and  severely  disabled  with  signs  and 
symptoms  consistent  with  an  abnormal  lum- 
bar disk,  and  if  surgery  is  not  carried  out 
until  all  reasonable  studies  have  failed  to 


yield  a satisfactory  explanation  of  the  ill- 
ness, unwarranted  operations  will  be  few  in 
number  if  diskography  is  utilized  when  indi- 
cated. 


Stokes'  description  of  the  rhj-thmic  changes  in  respiration  that 
has  come  to  be  known  as  Cheyne-Stokes  respiration: 

“But  there  is  a symptom  that  seems  to  belong  to  a weakened 
state  of  heart,  and  which,  therefore,  may  be  looked  for  in  many 
cases  of  fatty  degeneration.  The  symptom  in  question  was  ob- 
seiwed  by  Dr.  Cheyne,  although  he  did  not  connect  it  \rith  special 
lesion  of  the  heart.  It  consists  in  the  occuiTence  of  a series  of  in- 
spirations, increasing  to  a maximum,  and  then  declining  in  force 
and  length,  until  a state  of  apparent  apnoea  is  established.  In  this 
condition  the  patient  may  remain  for  such  a length  of  time  as  to 
make  his  attendants  believe  that  he  is  dead,  when  a low  inspiration, 
followed  by  one  more  decided,  marks  the  commencement  of  a new 
ascending  and  then  descending  series  of  inspirations.  This  symp- 
tom, as  occuiTing  in  its  highest  degi-ee,  I have  only  seen  during  a 
few  weeks  previous  to  the  death  of  the  patient  . . .”  (Stokes,  Wil- 
liam: The  Diseases  of  the  Heart  and  Aorta,  Hodges  and  Smith, 
Dublin,  1854.  Reprinted  in  Willius  and  Keys:  Cardiac  Classics, 
Mosebj',  St.  Louis,  1941). 
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Vital  Statistics  IN  OMAHA-DOUGLAS  COUNTY 

A Service  to  the  Physician  and  to  the  Community 


VITAL  statistics  has  been  re- 
ferred to  as  the  bookkeeping  of 
humanity.  Vital  statistics  in- 
cludes the  collection  of  vital  facts  having  to 
do  with  the  beginning,  continuation,  and 
ending  of  human  lives,  and  the  analysis  and 
interpretation  of  these  facts  by  mathemat- 
ical means.  These  vital  data,  and  their  com- 
pilation, provide  a continuous  account  of  the 
size  of  the  community,  the  State,  and  the 
Nation  and,  to  a degree,  of  the  health  of  the 
inhabitants.  The  existence  of  such  specific 
problems  and  developments  as  accidental 
deaths;  the  rising  birth  rate  for  second, 
third,  and  fourth  children ; and  the  increas- 
ing number  of  deaths  due  to  chronic  illnesses 
are  evidenced  by  vital  rates. 

Today’s  vital  statistics  system  in  this  coun- 
try had  its  beginning  in  the  17th  century 
with  the  registration  in  each  parish  of  chris- 
tenings, marriages,  deaths  and  burials. 
Thus  originally  such  records  were  of  re- 
ligious significance  only;  it  was  much  later 
that  they  became  of  legal  value.  Not  until 
after  the  mid-19th  century  did  medical  men 
and  statisticians  realize  that  records  of 
births  and  deaths,  particularly  records  of 
deaths  by  cause,  were  necessary  in  order 
that  epidemics  might  be  controlled  and  lives 
saved  through  better  sanitary  measures. 
The  development  of  vital  statistics  was  thus 
brought  about  primarily  by  the  need  of  medi- 
cine and  public  health  for  reliable  and  basic 
data  on  births  and  deaths.  By  mid-century 
vital  records  had  become  of  great  concern  to 
health,  welfare,  educational  and  industrial 
groups,  for  planning  and  future  expansion. 
The  first  law  in  Nebraska  providing  for  the 
registration  of  births  and  deaths  was  passed 
by  the  Omaha  City  Council  in  1873.  The 
first  State  law  was  passed  in  1905. 

It  is  the  purpose  of  this  paper  to  show  how 
these  demands  for  the  improvement  of  vital 
statistics  have  been  reflected  in  reports 
made  in  the  Division  of  Vital  Statistics  of 
the  Omaha-Douglas  County  Health  Depart- 
ment during  the  decade  from  1950  to  1959. 

The  size,  health,  and  needs  of  the  com- 
munity cannot  be  learned  from  isolated  vital 
records  of  events  occurring  to  individuals 
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in  the  community.  To  be  of  service  to  the 
medical  profession  in  the  prevention  of  dis- 
ease and  promotion  of  public  health,  these 
facts  must  be  tabulated  and  studied.  It  is 
important  that  the  Health  Department  be 
furnished  such  data  as  the  number  and  age- 
groups  affected,  the  frequency  with  which 
certain  events  occur,  the  comparison  of  the 
extent  of  an  event  occurring  in  Omaha- 
Douglas  County  with  that  of  a similar  event 
occurring  elsewhere  in  the  State  or  in  the 
Nation. 

Tables  appearing  in  succeeding  sections 
of  this  report  are  examples  of  statistics  com- 
piled by  the  Division  of  Vital  Statistics  con- 
cerning population  by  racial  distribution, 
births,  plural  births,  illegitimate  births,  and 
deaths  by  age. 

Population 

Vital  rates  are  the  ratios  of  the  number 
of  births  and  deaths  to  the  total  population. 
The  Health  Department  must  have  a reason- 
ably complete  enumeration  of  the  persons  in 
its  jurisdiction  in  order  to  analyze  vital 
facts  statistically  and  to  interpret  these 
analyses.  The  Division  of  Vital  Statistics 
uses  the  natural  method  for  estimating  the 
populations  of  Omaha,  and  of  Douglas  Coun- 
ty outside  the  city  limits.  This  method  in- 
volves adding  monthly  the  postcensal  na- 
tural increase  to  the  latest  decennial  popu- 
lation report  of  the  United  States  Census 
Bureau ; it  assumes  migration  to  be  zero. 

In  1950,  and  for  several  years  thereafter, 
population  figures  prepared  by  the  Division 
of  Vital  Statistics  represented  the  total  pop- 
ulations of  Omaha  and  of  Douglas  County. 
No  attempt  had  been  made  to  estimate  the 
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size  of  the  racial  groups.  By  1958,  however, 
there  was  not  only  a noticeable  increase  in 
the  number  and  frequency  of  requests  for 
the  department’s  population  figures,  but 
also  a growing  interest  in  these  figures  by 
race  (white,  negro,  all  other) ; and,  in  1959, 
all  yearly  estimates  back  to  1950  were  re- 
vised accordingly. 

Birth  Statistics 

There  were  79,174  resident  births  regis- 
tered in  Omaha-Douglas  County  during  the 
period  from  1950  to  1959.  This  is  approxi- 
mately 25,500  more  births  than  were  regis- 
tered in  the  immediately  preceding  decade. 
The  highest  rate,  27.4  per  1000  estimated 
population,  was  reached  in  1957.  In  the 


United  States  as  a whole,  the  birth  rate  in 
1957  was  also  at  its  highest  since  1947.  The 
number  of  births  in  the  county  to  nonresi- 
dent mothers  increased  from  992  in  1950, 
to  1367  in  1959. 

Plural  Births 

In  Omaha-Douglas  County,  for  the  10-year 
period  ending  in  1959,  there  was  one  set  of 
twins  in  slightly  more  than  100  confine- 
ments and  only  one  set  of  triplets  in  well 
over  11,000  confinements.  No  quadruplets 
were  born  during  this  period. 

As  it  was  not  until  1958  that  the  Division 
of  Vital  Statistics  tabulated  plural  births  by 
residence,  the  figures  in  table  3 are  con- 
cerned with  plural  births  by  occurrence  only. 


TABLE  1 

ESTIMATED  POPULATION  BY  RACE:  OMAHA- 

DOUGLAS  COUNTY,  1950-1959 

Total 

(Estimated  All 


Year 

December  31) 

White 

Per  Cent 

Negro 

Per  Cent 

Other 

Per  Cent 

1950 

. _ 284,436 

267  062 

93.9 

16,787 

5.9 

587 

0.2 

1951 

289,013 

271,262 

93.9 

17,128 

5.9 

623 

02 

1952 

293,511 

275,344 

93.8 

17,498 

6.0 

669 

0.2 

1953 

297,990 

279,361 

93.8 

17,919 

6.0 

710 

0.2 

1954 

303,463 

284,264 

93.8 

18,445 

6.0 

754 

0.2 

1955 

308,748 

288,975 

93.6 

18,981 

6.1 

792 

0.3 

1956  _ - 

314,348 

293,896 

93.5 

19,600 

62 

852 

0.3 

1957  _ - 

320,086 

298,892 

93.4 

20,271 

6.3 

923 

0.3 

1958 

325,674 

303,855 

93.3 

20,854 

6.4 

965 

0.3 

1959  _ . 

. _ 331,409 

308,900 

93.2 

21,492 

6.5 

1,017 

0.3 

TABLE  2 

BIRTHS  AND  BIRTH  RATES  BY  RESIDENCE  AND 
OCCURRENCE  IN  OMAHA-DOUGLAS  COUNTY,  1950-1959 


Omaha  Rate 

and  Per 


Year 

City  of 
Omaha 

Douglas 

County 

Douglas 

County 

1,000 

Population 

Rate 

U.S.A. 

Non- 

Resident 

Total 

1950 

6,368 

540 

6,908 

24.5 

23.6 

992 

7,900 

1951 

- 6,450 

792 

7,242 

25.2 

24.5 

1,105 

8,347 

1952 

6,459 

883 

7,342 

25.2 

24.7 

1,060 

8,402 

1953  _ . 

6,444 

830 

7,274 

24.6 

24.6 

1,120 

8,394 

1954 

7,216 

909 

8,125 

27.0 

24.9 

1,241 

9,366 

1955 

6,994 

1,020 

8,014 

26.2 

24.6 

1,246 

9,260 

1956 

7,555 

833 

8,388 

26.9 

24.9 

1,190 

9,578 

1957  _ 

__  _ 7,857 

831 

8,688 

27.4 

25.0 

1,248 

9,938 

1958 

7,633 

867 

8,500 

26.3 

24.3 

1,267 

9,767 

1959  _ . 

..  - 7,766 

927 

8,693 

26.5 

24.3 

1,367 

10,060 

70,742 

8,432 

79,174 

11,836 

91,010 
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TABLE  3 


LIVE  BIRTHS  AND  SETS  OF  PLURAL  BIRTHS  IN  WHICH 
AT  LEAST  ONE  CHILD  WAS  BORN  ALIVE  IN 
OMAHA-DOUGLAS  COUNTY,  1950-1959 


Year 

Single  and 
Plural 

Total 

Plural  Births 
Twins 

Triplets 

Rate  Per  1,000 
Confinements 

1950 

7,823 

77 

77 



9.8 

1951 

8,276 

71 

71 



8.6 

1952 

8,312 

90 

90 



10.8 

1953 

8,307 

86 

85 

1 

10.4 

1954 

9,276 

85 

82 

3 

9.2 

1955 

9,163 

96 

95 

1 

10.5 

1956  _ - 

9,491 

86 

85 

1 

9.1 

1957 

9,834 

103 

103 



10.5 

1958  - - 

9,671 

96 

96 

__ 

9.9 

1959 

9,958 

99 

97 

2 

9.9 

legitimate  Births 

until  1957. 

Table  4 shows  the 

As  with  plural  births,  illegitimate  births 
in  Omaha-Douglas  County  were  not  tabulat- 
ed according  to  the  residence  of  the  mother 


mate  births  registered  in  Omaha-Douglas 
County  from  1950  to  1959  by  occurrence 
only. 


TABLE  4 

ILLEGITIMATE  BIRTHS  AND  PERCENTAGE 
OF  TOTAL  LIVE  BIRTHS  BY  OCCUR- 
RENCE IN  OMAHA-DOUGLAS 
COUNTY,  1950-1959 


Year 

Total 

Live  Births 
Resident  and 
Nonresident 

Illegitimate 

Births 

Per  Cent  of 
Total 

Live  Births 

1950 

7,900 

373 

4.7 

1951  

8,347 

372 

4.5 

1952  __  . 

. _ 8,402 

411 

4.9 

1953  _ . 

8,394 

419 

5.0 

1954  

9,366 

502 

5.4 

1955 

. _ 9,260 

482 

5.2 

1956  _ . 

9,578 

480 

5.0 

1957  __  . 

. __  9,938 

509 

5.1 

1958  

. _ 9,767 

465 

4.8 

1959  

. .10,060 

545 

5.4 

Death  Statistics 

From  1950  to  1959  there  were  34,031  resi- 
dent and  nonresident  deaths  registered  in 
Omaha  and  Douglas  County.  Of  this  num- 
ber, 27,755  were  residents  of  Omaha-Douglas 
County.  In  every  year  of  this  decade  the 
death  rates  of  residents  of  Omaha-Douglas 
County  were  lower  than  the  rates  in  the  cor- 
responding years  for  the  entire  United 
States. 

Infant  Deaths 

Infant  deaths  are  deaths  which  occur  with- 
in the  first  year  of  life.  The  major  propor- 
tion of  the  total  infant  deaths  is  of  infants 
less  than  one  month  old.  It  is  thus  evident 


TABLE  5 


DEATHS  AND  DEATH  RATES  BY  RESIDENCE  AND 
OCCURRENCE  IN  OMAHA-DOUGLAS  COUNTY,  1950-1960 


Year 

City  of 
Omaha 

Douglas 

County 

Omaha 

and 

Douglas 

County 

Rate  Per 
1,000 
Popu- 
lation 

Rate 

U.S.A. 

Non- 

Resident 

Total 

1950 

2,258 

204 

2,462 

8.7 

9.6 

465 

2,927 

1951 

2,413 

252 

2,665 

9.3 

9.7 

542 

3,207 

1952 

2,594 

250 

2,844 

9.8 

9.6 

552 

3,396 

1953 

2,526 

269 

2,795 

9.5 

9.6 

630 

3,425 

1954 

2,424 

228 

2,652 

8.8 

9.2 

611 

3,263 

1955 

2,483 

246 

2,729 

8.9 

9.3 

663 

3,392 

1956 

2,616 

172 

2,788 

8.9 

9.4 

692 

3,480 

1957 

2,744 

206 

2,950 

9.3 

9.6 

703 

3,653 

1958 

2,698 

214 

2,912 

9.0 

9.5 

686 

3,598 

1959 

2,773 

185 

2,958 

9.0 

9.4 

732 

3,690 

25,529 

2,226 

27,755 

6,276 

34,031 
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that  if  the  infant  can  complete  the  first 
month  of  life  its  chances  of  sui*vival  are 
good. 

Although  nationally  the  infant  death  rate 
has  dropped  since  1950,  the  rate  in  Omaha- 
Douglas  County  has  shown  an  u p w a r d 
ti’end  (see  table  6).  The  rates  locally,  how- 
ever, exceeded  the  rates  for  the  entire  Unit- 
ed States  only  in  1953,  1958  and  1959. 


Fetal  Deaths 

In  May  1950,  the  World  Health  Organiza- 
tion recommended  for  adoption  this  defini- 
tion of  fetal  death:  “Fetal  death  is  death 

prior  to  the  complete  expulsion  or  extraction 
H-om  its  mother  of  a product  of  conception, 
irrespective  of  the  duration  of  pregnancy; 
the  death  is  indicated  by  the  fact  that  after 
such  separation  the  fetus  does  not  breathe 


TABLE  6 

INFANT  DEATHS  BY  NUMBER  AND  RATE  BY  RESIDENCE 
IN  OMAHA-DOUGLAS  COUNTY,  1950-1959 


Rate  of  Total 

Infant  Deaths  Infant  Deaths 

Resident  Under  29  days  Per  1,000  Rate 

Year  Live  Births  29  days  to  1 year  Total  Live  Births  U.S.A. 

1950  6,908  150*  25*  175*  24.0  29.2 

1951  7,242  139  31  170  23.4  28.4 

1952  7,342  134  52  186  25.3  28.4 

19.53  7,274  166  39  205  28.2  27.8 

1954  8,125  168  37  205  25.3  26.6 

1955  8,014  168  42  210  26.2  26.4 

1956  8,388  163  52  215  25.6  26.0 

1957  8,688  144  67  211  24.2  26  3 

1958  8,500  177  63  240  28.2  26.9 

1959  8,693  195  60  255  29.3  26.4 


* — The  figures  are  approximate.  Infant  deaths  for  the  first  three  months  of 
1950  were  tabulated  only  by  residence  of  the  mother  in  the  City  of  Omaha. 


Maternal  Deaths 

Maternal  deaths  are  deaths  from  deliv- 
eries and  complications  of  pregnancy,  child- 
birth and  puerperium.  According  to  the  Na- 
tional Office  of  Vital  Statistics  it  is  estimat- 
ed that  there  is  now  about  one  maternal 
death  for  every  2800  live  births;  in  1939, 
the  national  average  was  one  maternal  death 
for  every  248  live  births.  In  Omaha-Doug- 
las  County,  in  1959,  there  were  only  2 ma- 
ternal deaths  in  over  8600  resident  births. 
Maternal  deaths  in  Omaha-Douglas  County 
were  not  tabulated  in  1951,  1952  and  1953. 

TABLE  7 

MATERNAL  DEATHS  BY  NUMBER  AND 
RATE  BY  RESIDENCE  IN  OMAHA- 
DOUGLAS  COUNTY,  1950  and  1954-1959 


Resident 

Rate  Per 
10,000 

Live 

Maternal 

Live 

Rate 

Year 

Births 

Deaths 

Births 

U.S.A. 

1950  _ 

6,908 

3 

4.3 

8.3 

1951  _ 

___7,242 

7.5 

1952  _ 

7,342 

* 

6.8 

1953  _ 

___7,274 

* 

6.1 

1954  _ 

8,125 

0 

0.0 

5.2 

1955  _ 

___8,014 

3 

3.7 

4.7 

1956  _ 

8,388 

4 

4.8 

4.1 

1957  _ 

8,688 

3 

3.4 

4.1 

1958  - 

8,500 

3 

3.5 

3.5 

1959  _ 

•—Not 

8,693 

tabulated. 

2 

2.3 

3.7 

or  show  any  other  evidence  of  life  such  as 
beating  of  the  heart,  pulsation  of  the  umbili- 
cal cord,  or  definite  movement  of  voluntary 
muscles.”  This  definition  has  not  yet  been 
adopted  by  Nebraska;  an  earlier  definition 
which  requires  the  reporting  of  fetal  deaths 
only  if  the  20th  week  of  gestation  has  been 
reached  is  still  in  effect. 


TABLE  8 


FETAL  DEATHS  BY  NUMBER  AND  RATE 
BY  RESIDENCE  OF  THE  MOTHER  IN 
OMAHA-DOUGLAS  COUNTY,  1950-1959 


Year 

Live 

Births 

Fetal 

Deaths 

Rate  Per 
1,000 
Live 
Births 

Rate 

U.S.A. 

1950 

6,908 

108 

15.6 

19.2 

1951 

7,242 

109 

15.1 

18.8 

1952 

7,342 

126 

17.2 

18.3 

1953 

7,274 

112 

15.4 

17.8 

1954 

8,125 

98 

11.8 

17.5 

1955 

__8,014 

116 

14.5 

17.1 

1956 

8,388 

115 

13.7 

16.5 

1957 

8,688 

141 

11.8 

16.3 

1958 

8,500 

103 

12.1 

16.5 

1959 

8,693 

128 

14.7 

* 

♦ — Not  available. 


Deaths  by  Age 

Deaths  of  children  under  one  year  of  age 
still  represent  a large  proportion  of  the  total 


108 


Nebraska  S.  M.  J. 


deaths  which  occurred  in  each  of  the  years 
from  1951  to  1959  (the  year  1950  was  not 
included  in  this  study  as  the  tabulation  of 
deaths  by  ages  for  the  year  was  not  com- 
plete). Beginning  with  the  group  aged  1-4 
years  the  number  of  deaths  decreased  in 
each  successive  group  until  ages  10-14  years 
when  a slight  upward  trend  became  appar- 
ent. This  trend  continued  for  each  succes- 
sive age  group,  with  the  greatest  number  of 
deaths  occurring  in  the  group  aged  75  years 
and  over. 


Certified  Copies  of  Birth  and 
Death  Certificates 

A certified  copy  of  a birth  certificate  pro- 
vides legal  pi-oof  of  age,  citizenship,  and 
parentage.  It  is  used  for  many  purposes 
such  as  enrolling  in  school,  obtaining  li- 
censes, applying  for  social  security  and  other 
benefits,  entering  military  service,  proving 
legal  dependency. 

A certified  copy  of  a death  certificate  is 
a legal  statement  of  the  date  and  other  facts 


TABLE  9 

RESIDENT  AND  NONRESIDENT  DEATHS  BY  AGE, 
OMAHA-DOUGLAS  COUNTY,  1951-1959 

Omaha-Douglas  County  Nonresident 


Number 

Per  Cent 

Number 

Per  Cent 

Total 

Per  Cent 

Under  1 hour 

184 

0.7 

30 

0.5 

214 

0.7 

Under  1 day  _ 

683 

2.7 

149 

2.6 

832 

2.7 

Under  29  days 

587 

2.3 

212 

3.6 

799 

2.6 

29  days  - 1 year 

443 

1.8 

188 

3.2 

631 

2.0 

1-4  years 

223 

0.9 

111 

1.9 

334 

1.1 

5-9  yeare 

127 

0.5 

68 

1.2 

195 

0.6 

10  - 14  years 

71 

0.3 

39 

0.7 

110 

0.4 

15  - 24  years 

. _ 249 

1.0 

142 

2.4 

391 

1.3 

25  - 34  years 

418 

1.6 

198 

3.4 

616 

1.9 

35-44  years 

980 

3.9 

307 

5.3 

1,287 

4.1 

45  - 54  years 

2,249 

8.9 

539 

9.3 

2,788 

8.9 

55  - 64  years 

4,298 

17.0 

1,087 

18.7 

5,385 

17.3 

65-74  years 

6,499 

25.7 

1,298 

22.3 

7,797 

25.1 

75  years  and  over 

8,248 

32.6 

1,427 

24.6 

9,675 

31.1 

Unknown* 

34 

0.1 

16 

0.3 

50 

0.2 

25,293 

100.0 

5,811 

100.0 

31,104 

100.0 

* — This  group  represents  persons  for  whom  exact  ages  were  not  reported. 
Since  195.3,  the  approximate  age  of  the  decedent  has  been  tabulated  in  all  cases 
in  which  the  exact  date  of  birth  was  not  known. 


Medical  Certification  of  Cause 
of  Death 

The  underlying  cause  of  death  is  defined 
as  “(a)  the  disease  or  injury  which  initiat- 
ed the  train  of  events  leading  directly  to 
death,  or  (b)  the  circumstances  of  the  acci- 
dent or  violence  which  produced  the  fatal 
injury.”  To  lower  the  mortality  rate,  pub- 
lic health  strives  to  prevent  the  underlying 
cause  from  operating.  This  can  be  achieved 
only  if  mortality  statistics  are  reliable,  and 
reliable  statistics  can  be  derived  only  from 
complete  and  accurate  reporting  by  physi- 
cians of  causes  of  death. 

The  quality  of  medical  certification  can 
be  improved  only  by  physicians  cooperating 
in  the  correct  method  of  reporting  causes 
of  death  and  by  bringing  to  their  attention 
errors  in  their  certifications. 


of  a death.  Copies  of  death  certificates  are 
used  for  claiming  insurance  benefits,  settling 
estates,  providing  facts  about  the  deceased 
such  as  the  cause  of  death,  and  personal  data 
as  age,  race,  marital  status. 

Summary 

1.  The  estimated  population  of  Omaha- 
Douglas  County  has  increased  from 
284,436  in  1950,  to  331,409  in  1959, 
an  increase  of  16.5  per  cent.  The 
white  population  increased  15.7  per 
cent,  the  negro  population  28.2  per 
cent,  and  others  73.3  per  cent. 

2.  The  birth  rate  per  100,000  estimated 
population  in  1950  w a s 24.5  and 
reached  a peak  of  27.4  in  1957.  The 
rate  was  26.5  in  1959. 

3.  Illegitimate  births  accounted  for  4.7 
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per  cent  of  the  total  live  births  regis- 
tered in  1950,  and  in  1959  for  5.4  per 
cent. 

4.  The  death  rate  per  1000  estimated 
population  in  1950,  was  8.7,  and  in 
1959  it  was  9.0. 

5.  The  infant  death  rate  per  1000  live 
births  registered  in  1950,  was  24.0, 
and  in  1959  it  was  29.3. 

6.  The  maternal  death  rate  by  residence, 
per  10,000  live  births  was  4.3  in  1950 
and  2.3  in  1959. 

7.  The  fetal  death  rate  by  residence  per 
1000  live  births  was  15.6  in  1950, 
reached  a low  of  11.8  in  1954  and 
rose  to  14.7  in  1959. 

8.  Deaths  by  age  for  the  years  1950-1959 
revealed  that  deaths  of  children  under 


one  year  of  age  accounted  for  8 per 
cent  of  the  total  deaths  registered, 
and  deaths  of  persons  75  years  of  age 
and  over  for  31.1  per  cent  of  the  total 
deaths  registered. 

9.  The  value  of  vital  statistics  could  be 
greatly  enhanced  by  the  use  of  census 
tracts  in  the  tabulation  of  data. 

The  Omaha  metropolitan  area  has  been 
subdivided  into  census  tracts  by  the  United 
States  Bureau  of  the  Census  with  the  cooper- 
ation of  a local  committee.  Census  tracts 
are  small  areas  with  a population  usually 
between  3000  and  6000.  Each  tract  is  fairly 
homogeneous  in  population  characteristics 
and,  as  the  tracts  generally  remain  un- 
changed from  census  to  census,  it  is  possible 
to  study  the  health,  social,  and  economic 
characteristics  of  specific  sections  of  the 
area  and  of  any  changes  which  may  occur. 


Last  year,  according  to  National  Safety  Council  statistics,  some 
9,300,000  citizens  suffered  fatal  or  disabling  injuries  with  approxi- 
mately half  of  these  occurring  in  the  supposedly  safe  confines  of 
the  home.  In  recent  years,  accidents  have  killed,  maimed  and  crip- 
pled more  children  between  the  ages  of  one  and  fourteen  than  the 
seven  deadliest  diseases  combined,  and  are  now  the  leading  cause  of 
death  for  all  persons  between  the  ages  of  one  and  thii’ty-six. 
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Absfracfs  — 

The  following  abstracts  were  prepared  by 
the  authors  from  papers  presented  at  the 
Annual  Clinical  Meeting,  Nebraska  Chapter, 
American  College  of  Surgeons  held  at  York, 
Nebraska,  Sunday,  November  13,  1960. 

Carcinoma  of  the  Breast.  F.  W.  Karrer,  M.D.,  and 
C.  H.  Ellingham,  M.D.  From  the  Department  of 
Surgery,  University  of  Nebraska  College  of  Medi- 
cine, Omaha  5,  Nebraska. 

Carcinoma  of  the  breast  continues  to  be 
one  of  the  leading  causes  of  death  in  women. 
Halstead  in  1894  first  reported  “.  . . results 
of  operations  for  the  cure  of  carcinoma  of 
the  breast.”  Since  that  time,  many  statisti- 
cal studies  have  been  reported  with  continu- 
ing changes  in  survival  figures. 

We  have  been  stimulated  to  analyze  the 
patients  seen  in  an  effort  to  improve  our 
treatment  and  note  our  own  survival  sta- 
tistics. We  have  reviewed  the  113  patients 
treated  at  the  University  Hospital  during 
the  five-year  period  from  1950  through  1954. 
Of  these,  26  patients  had  advanced  lesions 
with  metastases  after  receiving  treatment 
elsewhere.  Eighty  - seven  patients  were 
treated  first  at  the  University  Hospital. 
Only  57  of  these  had  lesions  considered 
amenable  to  treatment  by  radical  mastec- 
tomy. Forty-three  per  cent  of  the  57  treat- 
ed by  radical  mastectomy  lived  for  five 
years  or  more. 

Thirty-seven  of  the  patients  undergoing 
radical  mastectomy  had  Stage  III  lesions. 
This  constituted  65  per  cent  of  our  patients 
whereas  Portman  found  only  30  per  cent  of 
his  cases  to  have  Stage  III  lesions.  Of  these 
patients,  31  stated  that  their  tumor  had  been 
present  longer  than  one  year  before  consult- 
ing a physician. 

The  results  of  this  study  indicate  a need 
for  earlier  diagnosis  and  treatment  by  more 
education  of  women  and  physicians. 

Th<»  Value  of  Scalene  and  Supraclavicular  Lymph 
Node  Biopsie.s.  Clitus  W.  Olson,  M.D.  From  the 
Department  of  Surgery,  University  of  Nebraska 
College  of  Medicine,  Omaha  5,  Nebraska. 

As  the  physician’s  means  of  treatment  of 
disease  become  more  effective  and  more 
radical,  the  need  for  more  precise  diagnosis, 
including  criteria  for  treatment,  becomes 
more  urgent.  In  many  diseases  a histolog- 
ical diagnosis  is  essential  and  every  means 


to  obtain  this  must  be  explored.  Biopsy  of 
lymph  nodes  in  the  cervical  region  is  espe- 
cially fruitful  on  account  of  the  strategic  lo- 
cation of  these  nodes. 

The  present  series  of  32  cases  shows  how 
biopsy  of  these  nodes  aids  in  diagnosis,  plan- 
ning of  treatment,  and  prognosis. 

Retropubic  Inguinal  Herniorrhaphy.  Rudolph  W. 

Roesel,  M.D.  From  the  Department  of  Surgery, 

Creighton  University  School  of  Medicine,  Omaha 

2,  Nebraska. 

The  retropubic  inguinal  approach  has 
been  repeatedly  recommended  for  femoral 
and  inguinal  herniorraphy.  Our  own  inter- 
est in  this  particular  subject  was  aroused 
essentially  by  studying  the  history  of  hernia 
repair.  Undoubtedly,  emphasis  in  hernia 
repair  has  shifted  from  the  outer  layers  of 
the  abdominal  wall  to  the  transversalis  fas- 
cia and  aponeurosis  of  the  transversus  ab- 
dominis muscle.  If  the  transversalis  fascia 
remains  a continuous  layer,  there  will  be  no 
hernia.  Difference  in  protection  against 
sudden  increase  in  intra-abdominal  pressure, 
provided  by  pubic  ramus  and  adjacent  fascia, 
create  a predisposed  area  for  hernia  forma- 
tion. The  approach  to  the  inguinal  region 
from  within  provides  better  exposure  and 
mobilization  of  the  transversalis  fascia  and 
other  important  anatomical  structures.  The 
incision  is  carried  through  the  anterior 
sheath  retracting  the  rectus  muscle  medial- 
ly. Transversalis  fascia  is  entered  above 
the  inguinal  ring.  The  peritoneal  protru- 
sion which  enters  the  sac  formed  by  the 
weakened  transversalis  fascia  is  retracted. 
Repair  of  a direct  inguinal  hernia  and  of  a 
femoral  hernia  is  carried  out  by  approxi- 
mation of  the  transversalis  fascia  to  Coop- 
er’s ligament,  anterior  femoral  sheath  and 
ileopectineal  tract.  Repair  of  an  indirect 
inguinal  hernia  is  carried  out  by  occlusion 
of  the  widened  internal  inguinal  ring.  Inter- 
rupted sutures  are  placed  between  trans- 
versalis fascia  and  ileopectineal  tract  lateral 
to  the  cord  structures.  Retropubic  hernior- 
rhaphy does  not  involve  any  new  technique. 
Exposure  of  the  transversalis  fascia  has 
been  improved,  therefore,  at  least  similar  or 
better  results  as  with  the  inguinal  approach 
might  be  expected. 

Carcinoma  of  the  Stomach.  Carl  Sasse,  M.D.; 

Charles  W.  McLaughlin,  Jr.,  M.D.,  and  John  D. 

Coe,  M.D.  From  the  University  of  Nebraska 

College  of  Medicine,  Omaha  5,  Nebraska. 

Eighty-six  patients  with  carcinoma  of  the 
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stomach  have  been  studied.  The  patients’ 
ages  ranged  between  29  and  86  years.  The 
average  age  was  64. 

Pain  was  the  most  common  symptom  in 
this  group  of  patients.  Weight  loss  was  the 
next  most  common.  Anorexia,  nausea,  and 
vomiting  occurred  frequently.  Hematemesis 
and  melena  occur  less  commonly.  Carcino- 
ma of  the  stomach  was  found  to  be  entirely 
asymptomatic  in  two  cases.  Four  patients 
had  X-ray  evidence  of  a duodenal  ulcer. 
Anemia  was  not  a regular  finding.  Low  gas- 
tric acids  were  frequently  found. 

All  of  these  patients  were  operated  upon. 
Fifty-three  of  these  had  partial  or  total  gas- 
trectomy. The  remainder  had  only  a biopsy 
or  a palliative  procedure  such  as  gastroen- 
terostomy. Sixty-four  of  the  86  patients 
were  dead  within  one  year  after  operation. 
Nine  died  within  two  weeks  after  operation. 
Four  are  still  alive. 

These  poor  results  indicate  the  diagnosis 
is  made  too  late  in  many  cases.  The  investi- 
gation of  epigastric  distress,  no  matter  how 
vague,  with  X ray,  gastroscopy,  and  biopsy 
will  result  in  bringing  the  patient  to  opera- 
tion earlier.  In  this  way  the  results  in  the 
treatment  of  this  disease  will  be  improved. 

.Splenic  Artery  Aneurysm.  A.  J.  Camazzo,  M.D.; 

S.  J.  Carnazzo,  M.D.,  and  John  M.  McKain,  M.D. 

From  the  Creighton  University  School  of  Medi- 
cine, Omaha  2,  Nebraska. 

This  report  encompasses  a recent  experi- 
ence of  the  Creighton  University  Surgery 
Service  at  Douglas  County  Hospital  and  the 
total  recent  experience  at  St.  Joseph’s  Hos- 
pital and  St.  Catherine’s  Hospital  with 
splenic  artery  aneurysms.  There  is  a total 
of  19  cases  (9  confirmed)  in  this  series  in- 
cluding those  in  the  series  published  in  1957. 
Comparison  of  our  experience  with  the  col- 
lective review  of  Owens  and  Coffey  in  1953 
reveals  several  significant  differences. 

Lipid-Induced  Coagulability  in  Stress.  Richard  C. 

Olney,  M.D.,  and  Herbert  L.  Davis,  Ph.D.  From 

the  University  of  Nebraska  College  of  Medicine, 

Omaha  5,  Nebraska. 

Stress  in  general  calls  forth  the  homeo- 
static mechanisms.  An  important  aspect  of 
these  mechanisms  is  energy  demand,  in 
which  the  mobilization  of  lipids  and  other 
sources  of  energy  is  important. 

It  is  possible  that  the  ionic  fatty  acids, 
as  a necessary  intermediate  in  the  metabolic 


cycle,  produce  an  increased  coagulability 
in  vivo  as  in  vitro,  and  that  this  fat-induced 
thromboembolic  manifestation  may  be  a clue 
to  many  aspects  of  stress  pathology. 

In  obstetrical  patients  following  delivery 
it  has  been  shown  that  ionic  fatty  acids  are 
doubled  and  that  corresponding  whole  blood 
clotting  times  are  reduced.  Recoveiy  from 
the  stress  is  associated  with  converse 
changes. 

Appropriate  measures  to  neutralize  such 
manifestations  of  stress  may  prove  effective 
in  decreasing  morbidity  and  mortality. 

Diagnosis  of  Pyloric  Stenosis.  P.  Wayne  Marsh, 

M.D.  From  the  Childrens  Memorial  Hospital, 

Omaha,  Nebraska. 

The  diagnosis  of  atypical  forms  of  pyloric 
stenosis  remains  a challenge  to  even  the 
skilled  and  experienced  diagnostitian.  The 
typical  case,  seen  by  the  alert  physician,  is 
frequently  diagnosed  adequately  and  con- 
clusively on  the  basis  of  the  typical  clinical 
course  and  symptoms.  Even  in  skilled  hands 
5 to  10  per  cent  are  conclusively  diagnosed 
only  by  use  of  other  aids.  Various  diag- 
nostic studies  including  X rays,  extended 
abdominal  palpation,  and  inspection  aid  in 
diagnosis  and  routine  management.  The 
incidence  of  the  condition,  locally  and  na- 
tionally, may  prove  helpful  in  eventually  de- 
termining the  etiology. 

Tubeless  Cystostomy  — Indications  and  Technique. 

Lee  D.  Gartner,  M.D.,  and  Robert  Egan,  M.D., 

Lincoln,  Nebraska. 

This  operation  offers  a simple  technique 
for  urinary  diversion  in  those  patients  who 
require  permanent  bladder  drainage.  It  of- 
fers the  advantage  of  elimination  of  any 
indwelling  catheters  and  the  subsequent  ir- 
ritation and  infection  that  result.  An  ex- 
ternal appliance,  such  as  a Rutzen,  or  similar 
bag,  achieves  complete  urinary  continence. 

The  Advantages  of  a Friendly  Family.  Lawrence 

R.  James,  M.D.  From  the  Immanuel  Deaconess 

Institute,  Omaha,  Nebraska. 

A well  adjusted  personal  family  shows  in 
a well  adjusted  child;  in  a well  adjusted 
medical  family,  a happy  patient  results. 
Modern  surgery  is  so  dependent  on  X-ray 
examinations,  that  very  close  rapport  must 
exist  between  surgeon  and  radiologist.  Such 
cooperation  leads  to  better  surgical  care  re- 
sulting also  in  a happy  patient.  Satisfied 
patients  form  one  of  the  most  important 
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facets  of  good  public  relations.  The  final 
responsibility  for  the  interpretation  of  data, 
furnished  by  X ray,  rests  with  the  surgeon. 

Gastrointestinal  Symptoms  Associated  ,With  Uro- 

logic  Diseases.  W.  F.  Novak,  M.D.,  Omaha  5,  Ne- 
braska. 

In  cases  of  obscure  abdominal  symptoms, 
the  possibility  of  genitourinary  pathoses 
should  always  be  kept  in  mind.  A flat 
K.U.B.  X ray  or  excretory  pyelograms  may 
reveal  genitourinary  disease.  A single 
urinalysis  may  be  negative.  Pyuria  and 
hematuria  may  be  intermittent.  Patients 
having  hematuria  and  pyuria  and  other  sug- 
gestive genitourinaiT  pathologic  changes 
should  have  a complete  urological  examina- 
tion. Patients  may  have  gastrointestinal 
symptoms  and  no  genitourinary  symptoms 
in  disease  of  the  genitourinary  system. 

Cancer  of  the  Colon.  Max  M.  Raines,  M.D.,  North 

Platte,  Nebraska. 

Perhaps  the  most  useful  diagnostic  instru- 
ment consists  of  two  comfortable  chairs,  one 
for  the  patient  and  the  other  for  the  doctor. 
Both  should  remain  seated  until  a careful, 
complete,  organized,  written  history  is  ob- 
tained. Probably  more  errors  occur  at  this 
stage  of  investigation  than  in  any  other 
phase  of  patient  management. 

A physical  examination  should  then  be 
done.  As  regards  the  colon,  the  first  ma- 
neuver is  inspection  of  the  anal  and  perianal 
region.  A gentle  but  thorough  digital  rectal 
examination  using  a glove,  not  a finger  cot, 
is  in  order.  The  next  step  is  the  anoscopic 
and  sigmoidoscopic  examination.  Many 
times  this  procedure  can  be  done  without 
preparation.  It  is  an  office  procedure. 
Anyone  who  treats  gastrointestinal  disease 
should  be  proficient  in  its  use.  Lastly,  a 
barium  enema  is  often  indicated.  Stool  ex- 
amination for  blood  frequently  may  be  help- 
ful. If  these  procedures  do  not  make  a 
diagnosis,  they  should  be  repeated  until  the 


symptomatology  is  explained,  or  serious  dis- 
ease ruled  out.  Additional  effort  should  be 
made  to  acquaint  the  public  with  the  serious- 
ness of  rectal  bleeding.  Periodic  routine 
complete  physical  examinations  should  be 
stressed.  The  knowledge  that  cancer  of  the 
colon  usually  lends  itself  to  adequate  therapy 
is  not  always  appreciated.  Patients  still  oc- 
casionally resort  to  colon  irrigations  per- 
formed by  chiropractors  and  osteopaths  in 
an  attempt  to  relieve  themselves  of  symp- 
toms referable  to  the  colon.  More  of  these 
cases  can  be  salvaged  if  the  diagnosis  be 
made  earlier. 

Peptic  Ulcer  Associated  With  Endocrine  Abnormal- 

ties.  Rex  E.  Wiederanders,  M.D.  From  the  Oma- 
ha Veterans  Administration  Hospital,  Omaha  5, 

Nebraska. 

Recognition  by  Zollinger  and  Ellison,  in 
1955,  of  a refractive  peptic-ulcer-diathesis 
syndrome  associated  with  islet  cell  tumor  of 
the  pancreas,  and  by  Underdahl,  Ulermer 
and  Moldawer  of  peptic  ulceration  associat- 
ed with  multiple  endocrine  adenomata 
brought  attention  to  the  endocrine  aspect  of 
ulcerogenesis.  We  believe  peptic  ulcer  to  be 
effected  by  most,  if  not  all,  of  the  endocrine 
glands. 

In  reviewing  the  records  of  peptic  ulcer 
patients  at  Thayer  and  Vanderbilt  Hospitals, 
four  cases  of  severe  ulcer  diathesis  with 
endocrine  abnoi*malities  (islet  cell  adeno- 
mata, islet  cell  carcinoma,  adenomatosus  and 
solitary  adenoma  of  the  adrenal  cortex) 
were  collected.  Only  one  of  these  patients 
is  still  living,  the  rest  having  died  of  ulcer 
complications. 

From  the  suiwiving  patients  (islet  cell 
carcinoma)  plasma  was  drawn  and  bio-as- 
sayed for  evidence  of  gastric  secretagogue. 
None  was  found  even  though  a recent  report 
shows  those  tumors  occurring  in  the  Zollin- 
ger-Ellison  syndrome  have  very  potent  gas- 
tric stimulatory  activity. 


“Fever  resulting  from  administration  of  drugs  is  encountered 
with  frequency.  When  another  manifestation  of  hypersensitivity 
such  as  urticaria  or  arthralgia  accompanies  the  fever  the  nature 
of  the  reaction  is  easily  recognized.  However,  when  fever  is  the 
only  manifestation  of  drug  allergy,  it  can  pose  a difficult  problem.” 
(From  DM  for  November,  1957). 
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Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 
March  4,  Scottsbluff,  St.  Mary’s  Hospital 
March  18,  Broken  Bow,  Elks  Club 
April  8,  McCook,  St.  Catherine’s  Hospital 
April  22,  Ainsworth,  Elementary  Grade 
School 

AMERICAN  SOCIETY  OF  PSYCHOSO- 
MATIC DENTISTRY  AND  MEDICINE 
— H o t e 1 Shoreham,  Washington,  D.C., 
March  10-12,  1961.  Contact  Dr.  Jesse 
Caden,  5213  Connecticut  A v e.,  N.W., 
Washington,  D.C. 

AMERICAN  COLLEGE  OF  ALLERGISTS 
— Graduate  Instructional  Course  and  Sev- 
enteenth Annual  Congress,  March  12-17, 
1961 ; Hotel  Statler  Hilton,  Dallas,  Texas. 
Write  John  D.  Gillaspti,  M.D.,  Treasurer, 
at  2141  Fourteenth  Stret,  Boulder,  Colo- 
rado. 

CLINICAL  REVIEWS  — Mayo  Clinic  and 
Mayo  Foundation,  Rochester,  Minnesota, 
April  10,  11,  12,  1961. 

GILL  MEMORIAL  EYE,  EAR  AND 
THROAT  HOSPITAL  — Roanake,  Vir- 
ginia, will  hold  its  Thirty-fourth  Annual 
Spring  Congress  in  Ophthalmology  and 
Allied  Specialties,  April  10  through  April 
15,  1961.  Write  E.  G.  Gill,  M.D.,  711 
South  Jefferson  Street,  Roanoke,  Va. 

TWELFTH  ANNUAL  VENEREAL  DIS- 
EASE SYMPOSIUM  — Sponsored  by 
American  Venereal  Disease  Association 
and  Public  Health  Service,  April  13-14, 
1961 ; Hotel  New  Yorker,  New  York  City. 

ANNUAL  SESSION  OF  THE  NEBRASKA 
STATE  MEDICAL  ASSOCIATION  — 
May  1-4,  1961,  Sheraton-Fontenelle  Hotel, 
Omaha,  Nebraska. 


Medicare  in  Operation 

Submission  of  Claims  (DA  Form  1863) 
and  Payments  — Payment  for  authorized 
services  furnished  by  civilian  sources  of 
care  eligible  to  participate  in  the  ^Medicare 
Progi-am  may  not  be  effected  by  the  con- 
tractor prior  to  the  “To”  date  shown  under 
Item  18,  DA  Form  1863  (Claim).  Further, 
and  in  keeping  with  the  certification  by  the 
source  of  care  in  Item  29,  DA  Form  1863, 
the  date  of  submission  of  the  claim  to  the 


contractor  (Item  28,  DA  Form  1863)  by  the 
source  of  care  should  not  be  prior  to  the  ' 

“To”  date  in  Item  18  of  the  Claim  Form.  j 

To  facilitate  proper  pajunent  and  to  enhance 
the  compilation  of  valid  statistics,  it  is  also  I 
imperative  that  sources  of  care  accurately 
enter  the  “From”  and  “To”  dates  in  each 
instance.  For  the  purpose  of  clarification, 
the  “From”  and  “To”  dates  are  intended 
and  interpreted  to  reflect  the  entire  period  j 
dunng  which  time  the  civilian  source  fur- 
nished the  authorized  care  reflected  by  the 
claim  to  eligible  dependents  in  accordance  , 
with  the  IMedicare  Program.  In  this  con- 
nection and  insofar  as  physicians  are  con- 
cerned, the  fees  paid  to  participating  physi- 
cians under  the  terms  of  the  Medicare  Pro- 
gram for  authorized  services  furnished  in 
the  case  of  surgical  procedures  include  the 
following ; 

A.  OPERATIVE  CARE 

(1)  Outpatient  Prehospitalization  Care. 

— A minimum  of  one  preoperative  outpa- 
tient visit  prior  to  hospitalization,  but  may 
include  additional  visits  if,  at  the  discretion 

of  the  surgeon,  he  believes  more  than  one  j 
such  visit  is  included  in  his  fee. 

(2)  Inpatient  P reoperative  Care.  — All 
care  rendered  by  the  operating  surgeon  in 
the  hospital  prior  to  surgeiy,  including  con- 
sultation (s)  and/or  examination (s). 

B.  POSTOPERATIVE  CARE 

(1)  Inpatient  Postoperative  Care.  — 
That  care  necessary  until  the  patient  may 
safely  be  discharged  to  outpatient  followup. 

(2)  Outpatient  Postoperative  Care.  — 
That  care  ordinarily  necessary  up  to  the 
number  of  days  stipulated  in  the  applicable 
Schedule  of  Allowances  for  the  procedure 
involved. 

NOTE:  For  detailed  infoiTnation  see 

IMedicare  IManual  and  Schedule  of  Allow- 
ances (Surgery,  General  Information). 

Physicians,  hospitals,  and  other  entities 
eligible  to  participate  are  urged  to  submit 
their  claims  for  the  entire  period  of  care 
furnished  under  the  teiTns  of  the  Medicare 
Program  as  soon  as  possible  after  the  com- 
pletion of  the  seiwices  for  which  compensa- 
tion is  requested  from  the  Government 
(“To”  date.  Item  18,  DA  Form  1863). 
Sources  of  care  may,  if  they  so  desire,  sub- 
mit partial  billings  for  cases  involving  long- 
term hospitalization  for  services  furnished  in 
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connection  \\ith  maternity  care  (e.g.,  ante- 
partum care).  However,  the  practice  of 
submitting  partial  billings  creates  additional 
administrative  work  for  the  physican,  other 
sources  providing  care,  and  the  fiscal  ad- 
ministrator. It  also  increases  the  admin- 
istrative costs  and  makes  the  compilation  of 
accurate  and  timely  statistics  more  difficult. 


TRANSFER  OF  PROPERTY  TO  AVOID 
LOSS  THROUGH  .lUDGMENTS: 

A LEGAL  OPINION 

The  virtues,  fallacies,  and  dangers  of 
transferring  one’s  property  to  his  wife  with 
the  hope  of  protecting  it  against  judgments 
for  malpractice,  just  or  unjust,  may  not  be 
clear  to  all.  In  addition  to  possible  failure 
to  attain  the  objective,  certain  “side  effects” 
may  cause  one  to  reconsider  such  a course 
of  action. 

With  these  thoughts  in  mind  we  publish 
the  following  legal  opinion  which  contains 
reference  to  many  aspects  of  transfer  of 
property  that  seeks  to  insulate  it  from  judg- 
ments against  the  transferrer. 

Januarly  16,  1961 

Nebraska  State  Medical  Asociation 
1315  Sharp  Building 
Lincoln,  Nebraska 
Re:  Estate  Planning 

Gentlemen : 

You  have  asked  us  to  give  an  opinion 
upon  the  following  statement  of  facts: 

A professional  man,  who  is  concerned 
about  the  possibility  of  a large  judg- 
ment being  recovered  against  him  for 
malpractice,  or  other  wrong  done  in  the 
course  of  the  practice  of  his  profession, 
follows  a program  under  which  he 
transfers  all  or  substantially  all  of  his 
propeidy  to  his  wife’s  name,  for  the 
purpose  of  insulating  such  property 
from  judgments  against  him  personally. 
Is  this  a satisfactory  method  of  obtain- 
ing protection  for  the  property? 

In  our  opinion,  this  plan  is  likely  to  prove 
unsatisfactoiy  in  many  ways,  not  related  to 
the  protection  of  the  property  from  judg- 
ments against  its  owner,  and  it  possibly  will 
not  provide  the  protection  against  such 
judgments  which  the  ovmer  seeks. 

First,  the  transfer  of  property  from  the 


original  owner  to  another,  whether  it  be  the 
wife  of  an  owner  or  some  other  person,  can 
prove  to  be  unsatisfactory  and  expensive  in 
many  obvious  ways.  For  example,  the  own- 
er thereafter  has  no  control  over  the  pi*op- 
erty,  except  with  the  consent  and  coopera- 
tion of  the  title  holder,  and  unforseen  diffi- 
culties may  arise  from  this  fact. 

Second,  a continuing  program  of  this  sort 
would  eventually  result  in  the  owner  becom- 
ing liable  for  gift  taxes  on  the  transfer  so 
made,  if  the  amounts  transferred  were  of 
significant  value.  We  will  not  attempt  to 
set  forth  the  rules  which  apply  to  the  deter- 
mination of  whether  gift  tax  is  due,  and 
how  much  tax  may  be  due,  except  to  point 
out  that  when  the  total  amount  of  property 
transferred  has  reached  $60,000,  the  person 
making  the  gift  should  certainly  inquire  as 
to  whether  gift  tax  liability  exists.  As  a 
matter  of  fact,  the  person  making  the  gift 
should  constantly  keep  the  possible  gift  tax 
in  mind. 

Further,  a professional  man  adopting 
such  a program  should  be  aware  of  the  fact 
that  if  he  transfers  property  to  his  wife, 
and  his  wife  predeceases  him,  and  as  a re- 
sult he  receives  any  of  the  property  from 
her  estate,  he  will  very  possibly  be  paying 
inheritance  taxes  and  estate  taxes  on  the 
property  which  he  gave  his  wife,  on  which 
he  may  have  already  paid  gift  taxes. 

In  addition,  if  the  husband  making  the 
gift  follows  this  progi'am  faithfully,  and 
transfers  all  of  his  property  to  his  wife’s 
name,  and  (as  is  likely)  predecases  his  wife, 
he  will  have  bunched  all  of  the  property  of 
the  husband  and  wife  in  the  wife’s  estate, 
and  will  have  eliminated  any  possibility  of 
using  the  marital  deduction  for  estate  tax 
purposes,  and  may  have  inflated  federal  es- 
tate taxes  upon  the  wife’s  death  by  thou- 
sands of  dollars.  For  example,  if  the  hus- 
band’s propeiiy  has  a total  value  of  $120,- 
000  and  he  predeceases  his  wife,  and  has 
made  proper  provision  for  the  distribution 
of  his  estate,  there  may  be  no  estate  tax  pay- 
able, either  upon  his  death  or  upon  his  wife’s 
later  death.  On  the  other  hand,  if  the  wife 
is  the  ovmer  of  all  of  the  property,  having 
the  same  value,  and  she  survives  her  hus- 
band, the  estate  tax  upon  her  death  may 
very  well  be  more  than  $9,000. 

As  mentioned  before,  the  transfer  from  a 
husband  to  his  wife  for  the  purpose  of  pre- 
venting creditors  from  satisfying  their 
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judgments  out  of  the  property  does  not  pro- 
vide complete  protection  against  the  danger 
feared.  First,  the  transfer  by  a debtor  to  a 
near  relative  is  presumptively  for  the  pur- 
pose of  defrauding  existing  creditors.  This 
means  that  as  to  persons  whose  cause  of  ac- 
tion against  the  donor  exists  at  the  time 
of  the  transfer,  the  donor  and  donee  will  be 
required  to  show  that  the  transfer  was  made 
in  good  faith  and  for  an  adequate  considera- 
tion and  without  the  intent  to  delay  or  im- 
pede creditors  in  the  collection  of  the 
amounts  due  them.  Furthermore,  the  stat- 
ute of  limitations  does  not  begin  to  run 
against  an  action  to  set  aside  the  convey- 
ance until  the  creditor  has  reduced  his  claim 
to  judgment.  Thus,  consider  the  following 
circumstances.  “D,”  a physician,  perfonns 
an  act  which  makes  him  liable  to  “P,”  his 
patient,  for  malpractice.  Two  days  later, 
“D”  transfers  a tract  of  land  to  his  wife 
“W”  for  the  purpose  of  protecting  the  land 
against  the  claims  of  creditors.  Four  years 
later,  “P"’  obtains  a judgment  against  “D” 
in  a suit  for  damages  as  a result  of  malprac- 
tice. With  some  possible  exceptions,  it  ap- 
pears that  “P”  has  an  additional  four  years 
in  which  to  bring  suit  to  set  aside  a trans- 
fer from  “D”  to  “W”  referred  to  above. 

Where  the  creditor’s  claim  arises  subse- 
quent to  the  transfer,  the  creditor  may  still 
set  aside  a conveyance,  made  before  his 
claim  arose,  but  he  must  show  that  the 
transfer  was  made  with  actual  intent  to  pre- 
vent subsequent  creditors,  then  in  contem- 
plation, from  collecting  the  amounts  due 
them.  When  this  rule  is  applied  to  a cred- 
itor whose  claim  is  for  damages  as  a result 
of  malpractice,  it  places  an  onerous  burden 
upon  the  creditor-claimant,  and  the  danger 
to  the  transferor  of  the  property  is  prob- 
ably not  a significant  factor. 

It  is,  of  course,  true  that  a judgment  or 
claim  for  damages  as  a result  of  personal 
injury  (such  as  a claim  for  damages  as  a 
result  of  malpractice)  can  be  discharged  in 
bankruptcy,  unless  the  damage  arose 
through  wilfullness  or  malice  on  the  part  of 
the  bankrupt.  However,  the  bankruptcy  law 
gives  the  trustee  in  bankruptcy,  who  takes 
possession  of  the  bankrupt  assets,  a number 
of  avenues  to  obtain  control  of  property 
which  may  have  been  transferred  by  the 
bankrupt  in  an  effort  to  insulate  it  from 
the  claims  of  creditors.  For  example.  Sec- 
tion 67  D (2)  provides  that  any  transfer 
made  or  obligation  incurred  by  a debtor 


within  one  year  prior  to  the  filing  of  a peti- 
tion in  bankruptcy  is  fraudulent  (a)  as  to 
existing  creditors  if  made  without  fair  con- 
sideration by  a debtor  who  is  or  will  thereby 
be  rendered  insolvent,  without  regard  to  the 
debtor’s  intent;  (b)  as  to  existing  creditors 
and  subsequent  business  creditors,  if  made 
or  incuri'ed  without  consideration  by  a 
debtor  whose  property  is  an  unreasonably 
small  capital  for  the  carrying  on  of  the 
business,  without  regard  to  intent;  (c)  as 
to  existing  and  future  creditors  if  made 
without  consideration  by  a debtor  who  in- 
tends to  incur  or  believes  that  he  will  incur 
debts  beyond  his  ability  to  pay;  (d)  as  to 
then  existing  and  future  creditors  if  made 
or  incurred  with  actual  intent  to  hinder,  de- 
lay or  defraud  existing  or  future  creditors. 
While  this  section  only  provides  the  protec- 
tion for  the  creditors  during  the  year  imme- 
diately preceding  the  filing  of  a bankruptcy 
petition,  that  part  labeled  “(d)”  is  likely  to 
be  applied  to  a transfer  to  the  bankrupt’s 
spouse  during  the  period  covered,  since 
transfers  to  relatives  are  going  to  be  closely 
examined  in  any  bankruptcy  proceeding. 

Also,  Section  70  E (1)  provides  that  a 
transfer  made  or  suffered  or  obligation  in- 
curred by  a debtor  who  is  adjudged  bank- 
rupt which  under  any  federal  or  state  law 
is  fraudulent  as  against  creditors,  shall  be 
null  and  void  as  against  the  trustee.  This 
Section  further  authorizes  the  trustee  to 
set  aside  any  transaction  which  appears  to 
be  fraudulent  as  to  creditors  by  suit  either 
in  a state  court  or  in  the  bankruptcy  court, 
and  the  suit  is  governed  by  the  applicable 
state  law.  Thus  a trustee  in  bankruptcy 
could,  at  the  expense  of  the  debtor  (in  the 
sense  that  the  expense  would  be  paid  out  of 
the  debtor’s  property)  sue  to  set  aside  a 
transfer  made  by  the  debtor  to  the  debtor’s 
wife  at  some  past  time,  and  could  take  ad- 
vantage of  the  presumption  that  such  a 
transfer  was  fraudulent  as  to  then  existing 
creditors,  or  might  possibly  be  able  to  prove 
actual  intent  to  impede  or  defraud  subse- 
quent creditors,  and  thus  succeed  in  setting 
the  transfer  aside. 

Further,  of  course,  any  transfer  made 
within  four  months  of  the  filing  of  a peti- 
tion in  bankruptcy  may  be  considered  a pref- 
erence and  set  aside  by  the  trustee. 

It  cannot  be  denied  that  the  transfer  of 
property  by  a husband  to  his  wife  at  a time 
when  he  is  solvent,  and  has  no  outstanding 
claims  against  him  which  he  cannot  pay  from 
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his  remaining  property,  will  probably  be  ef- 
fective so  far  as  subsequent  creditors  are 
concerned,  at  least  if  the  claims  of  the  subse- 
quent creditors  do  not  arise  at  such  time  and 
in  such  a manner  as  to  make  the  time  limi- 
tations under  the  bankruptcy  law  signifi- 
cant. On  the  other  hand,  it  is  going  to  be 
difficult  to  say,  with  any  certainty,  that 
such  a transfer  has  been  successful  until 
the  passage  of  sufficient  time  to  make  cer- 
tain that  no  claims  for  damages  on  account 
of  malpractice  were  in  existence  at  the  time 
of  the  transfer.  Further,  such  transfers 
will  not  be  effective  if  made  during  the 
period  immediately  before  a petition  in 
bankruptcy  is  filed.  It  has  been  suggested 
that  a continuing  program  of  transferring 
property  to  the  spouse  of  the  owner  without 
consideration  may  furnish  strong  evidence 
that  the  transfers  were  made  with  the  actual 
intent  to  impede  or  defraud  subsequent  cred- 
itors. 

When  the  disadvantages  of  such  a pro- 
gram, apart  from  the  possible  lack  of  suc- 
cess in  protecting  the  property  from  cred- 
itors, are  considered,  it  would  appear  that 
such  a plan  cannot  furnish  a satisfactory 
program,  upon  which  a professional  man 
could  rely.  The  intolerable  involvements 
and  the  economic  disadvantages  which  may 
result  as  a consequence  of  the  tax  laws,  and 
the  laws  relating  to  the  ownership  of  prop- 
erty, are  also  considered,  we  certainly  could 
not  recommend  such  a program  to  any  of  our 
clients. 

I hope  that  this  letter  answers  your  ques- 
tion, and  that  the  information  is  of  value  to 
you. 

Yours  very  truly, 

MARTI,  O’GARA, 

DALTON  & SHELDON 

By  Warren  K.  Dalton 

WKD  :jb 


REVTCI  CANCER  CONTROL  OR 
LIPID  THERAPY 

The  following  release  by  the  American 
Cancer  Society  is  published  for  the  informa- 
tion of  members  of  the  Nebraska  State  Med- 
ical Association.  It  seems  highly  desirable 
that  all  practicing  physicians  be  inforaied 
about  this  present  claim  of  successful  treat- 
ment of  cancer  and  about  the  unsuccessful 
efforts  that  have  been  made  to  either  verify 
or  negate  the  claims. 


From : Director  of  Professional  Education, 
American  Cancer  Society. 

“Statement  concerning  Revici  Cancer  Con- 
trol or  lipid  therapy,  proposed  by  Emanuel 
Revici,  M.D.,  and  Institute  of  Applied  Bi- 
ology (Trafalgar  Hospital). 

“The  Revici  Cancer  Control  or  lipid  ther- 
apy, proposed  by  Emanuel  Revici,  M.D.,  Sci- 
entific Director  of  the  Institute  of  Applied 
Biology  (Trafalgar  Hospital),  New  York,  for 
the  treatment  of  cancer  and  certain  other 
conditions,  is  based  on  the  belief  that  cancer 
is  the  product  of  imbalance  between  two 
types  of  lipids  (acid  and  alkaline)  in  the  tis- 
sues. This  is  reflected  in  the  reactions  of 
pain,  pH  of  urine  and  tissues,  etc.,  which  are 
associated  with  changes  in  the  acid-alkaline 
balance  of  the  body.  After  detennining  the 
type  of  imbalance  present  in  the  tissues,  pa- 
tients are  treated  by  adjusting  the  acid-alka- 
line level  through  administration  of  lipids  or 
liposides  which  have  an  acid  or  alkaline  re- 
action respectively.  Dr.  Revici  describes 
this  treatment  of  cancer  as  “biologically 
guided  chemotherapy.” 

“Since  1941,  when  this  therapy  first  at- 
tracted attention  in  Mexico,  many  agents 
have  been  named  by  the  proponents  as  giv- 
ing promise  at  the  moment  in  control  of 
certain  types  of  cancer  reflecting  an  acid 
or  an  alkaline  imbalance.  Since,  however, 
research  is  constantly  being  conducted,  and 
new  agents  tested  and  substituted,  no  agent 
or  agents  to  control  either  type  of  imbalance 
has  been  reported  as  an  agent  of  choice  for 
long.  For  instance,  during  one  year,  1952, 
seventeen  different  products,  nine  for  treat- 
ment of  acid  symptoms,  and  eight  for  alka- 
line, were  proposed  for  clinical  trial  to  one 
group  which  was  trying  to  reach  agreement 
with  the  Institute  on  a plan  for  an  evalua- 
tion study  of  this  therapy. 

“Dr.  Revici,  a naturalized  citizen  of  the 
United  States,  was  born  in  Rumania  in  1896, 
the  son  of  a physician.  He  obtained  his 
M.D.  in  1920  at  the  Faculty  of  Medicine,  Bu- 
charest, and  was  licensed  to  practice  medi- 
cine in  New  York,  1947.  From  1921-26  he 
was  Assistant  Professor  at  the  Faculty  of 
Medicine,  Bucharest;  1926-36,  he  directed 
his  own  research  laboratory  and  practiced 
medicine;  1936-41,  he  was  doing  research  in 
France  at  many  hospitals  and  laboratories. 
In  1941  he  fled  from  the  Germans  through 
Nice  and  Portugal  to  Mexico  where  he  or- 
ganized and  directed  the  Institute  de  Bi- 
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ologia  Aplicada,  A.C.  in  Mexico  City  till 
1946.  From  April  1947  to  the  present  he 
has  been  Scientific  Director  of  the  Institute 
of  Applied  Biologj’. 

“The  Institute  of  Applied  Biolog}’  was 
chartered  April  1947  in  New  York  as  a non- 
profit membership  coi’poration,  organized  to 
conduct  scientific  and  clinical  research  in 
cancer  and  allied  diseases,  and  is  entitled 
to  tax  exemption.  Since  1955  it  has  been 
composed  of  three  units:  The  Institute,  144 
East  90th  Street;  Trafalgar  Hospital,  161 
East  90th  Street,  which  is  the  headquartei-s 
address,  and  the  Basic  Science  Laboratory, 
164  East  91st  Street.  They  occupy  a nine- 
story  130  bed  hospital,  with  facilities  for 
laboratories  and  research,  and  a nearby  four- 
story  research  laboratory.  Their  program  is 
primarily  focused  around  research  and  the 
application  of  results  obtained  to  the  treat- 
ment of  hospitalized  and  outpatients.  It  is 
their  belief  that  the  need  for  frequent  in- 
formation about  the  off  balance  present  and 
its  degree  of  intensity  requires  strict  super- 
vision of  treatment  which  is  easier  to  obtain 
for  hospitalized  patients.  The  Institute  for- 
merly occupied  smaller  quarters  without 
hospital  facilities  in  Brooklyn  at  54  Greene 
Avenue  (1947-50)  and  101  Lafavette  Ave- 
nue (1950-55). 

“Up  till  August  1957  it  was  supported  by 
the  Cancer  Research  and  Hospital  Founda- 
tion which  was  originally  the  Cancer  Hos- 
pital Fund  of  Brooklj’n.  At  that  time,  this 
group  withdrew  its  support  due  to  disagree- 
ment over  administrative  policies.  A booklet 
issued  by  the  Institute  in  1960  names  three 
groups  as  sources  of  support;  the  Cancer 
Control  Project  of  the  Institute  of  Applied 
Biology,  a women’s  group  which  has  been 
contributing  for  the  past  ten  years ; the  Va- 
riety Club  of  New  York  which  organized  the 
Cancer  Control  Research  Foundation  and 
adopted  the  work  of  the  Institute  of  Applied 
Biology  as  its  cancer  research  program  in 
1957 ; and  the  Gertrude  Lawrence  Founda- 
tion. 

“Since  1944,  repeated  attempts  have  been 
made  by  many  individuals  and  groups  to  set 
up  studies  which  would  evaluate  the  claims 
made  by  the  Institute  of  Applied  Biology, 
and  by  supporters  of  the  Institute  and  Dr. 
Revici,  that  therapeutic  benefits,  including 
reduction  in  size  or  disappearance  of  tumor, 
followed  by  administration  of  the  Revici 
Cancer  Control.  These  have  included  the 


University  of  Wisconsin,  the  University  of 
Chicago,  the  National  Cancer  Institute  and 
the  Committee  on  Cancer  Diagnosis  and 
Therapy  of  the  National  Research  Council. 
In  every  case,  it  has  been  impossible  to 
reach  agreement  with  representatives  of  the 
Institute  on  procedures  which  would  assure 
an  objective  scientific  evaluation. 

“After  careful  study  of  the  literature  and 
other  information  available  to  it,  the  Amer- 
ican Cancer  Society  has  found  no  acceptable 
evidence  that  treatment  with  the  Revici  Can- 
cer Control  results  in  any  objective  benefit 
in  the  treatment  of  cancer  in  human  beings.” 

(December  20,  1960). 


Medicine  in  the  News 

From  the  Omaha  World-Herald — 

Research  and  training  grants  totaling  366 
thousand  dollars  were  accepted  by  the  Uni- 
versity of  Nebraska  Regents  for  use  in  the 
College  of  Medicine. 

The  largest  grant  was  $105,854  from  the 
United  States  Public  Health  Seiwice  to  Dr. 
Cecil  Wittson,  Chairman  of  the  department 
of  Neurolog}’  and  Psychiatry.  The  grant 
continues  a study  of  multiple  psychiatry 
drug  screening  units. 


From  the  Lincoln  Star — 

Wesleyan  University  conferred  its  1961 
Distinguished  Citizen  awards  to  two  Gering 
brothers  and  physicians  in  January. 

President  Vance  D.  Rogers  made  the 
awards  to  Drs.  W.  Max  and  William  J.  Gen- 
try. 

They  were  the  9th  and  10th  recipients  of 
the  awards  presented  each  year  at  a Foun- 
ders Day  convocation  to  Nebraskans  who 
have  distinguished  themselves  in  the  service 
of  their  fellowmen. 


From  the  Lincoln  Star — 

Dr.  R.  R.  Douglas  of  Clarks  was  honored 
in  January  by  the  National  Foundation  with 
a citation  for  more  than  20  consecutive  years 
of  “outstanding  volunteer  March  of  Dimes 
leadership  in  his  community.” 
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Doctors  in  the  News 

Drs.  W.  Max,  and  William  Gentry  Named 
Distinguished  Citizens — 

Nebraska  Wesleyan  University  conferred 
Distinguished  Citizen  citations  on  Drs.  W. 
Max  and  William  Gentry  recently. 

The  awards  to  the  Gering,  Nebr.,  brothers 
and  doctors  were  presented  by  President 
Vance  D.  Rogers  as  a highlight  of  5th  An- 
nual Founders  Day  convocation  commemor- 
ating the  72nd  anniversary  of  Wesleyan’s 
founding. 

Referring  to  Dr.  Max,  President  Rogers 
spoke  of  “.  . . the  unusual  record  of  service 
to  God  and  to  all  of  humankind,  which  al- 
ready is  indelibly  sketched  in  the  minds  and 
hearts  of  those  who  know  you.” 

“Your  church,  your  community  and  your 
country  have  prospered  as  a direct  result  of 
your  willingness  to  share  of  those  talents 
with  which  you  are  endowed. 

In  speaking  of  Dr.  Bill,  Dr.  Rogers  point- 
ed out  that  the  memories  of  men  and  women 
who  devote  themselves  to  the  life  of  service 
become  enshrined  in  the  minds  of  men,  add- 
ing: 

“I  feel  that  it  is  particularly  significant 
then,  that  today  we  are  honoring  you,  for 
all  of  your  close  contemporaries  insist  that 
you,  too,  are  cast  from  this  unusual  mold 
that  causes  some  men  to  place  service  as  the 
primary  ideal  and  to  make  it  the  focal  point 
of  their  lives.” 

— (From  the  Lincoln  Star) 


Human  Interest  Tales 

The  Fillmore  county  hospital  at  Geneva 
was  recently  dedicated  and  opened  for  use. 

Dr.  Roy  Matson,  Wayne,  has  been  re- 
appointed as  county  physician  for  Wayne 
county. 

Dr.  Otis  Miller,  Ord,  has  been  installed  as 
master  of  the  Ord  Masonic  Lodge  No.  103 
A.F.  and  A.M. 

Dr.  John  Hartigan,  Omaha,  is  the  new 
president  of  St.  Joseph’s  Hospital  staff  for 
the  coming  year. 

Dr.  D.  0.  Inslee,  Gothenburg,  is  the  new 
president  of  Dawson  County  Medical  Society 
for  the  coming  year. 


Dr.  R.  A.  Sitorius,  Cozad,  attended  the 
annual  General  Practice  Review  session  held 
in  Denver  in  January. 

Dr.  H.  K.  Giffen,  Omaha,  was  a guest 
speaker  at  a recent  meeting  of  the  Lincoln 
United  Church  women. 

Dr.  H.  J.  Lehnhoff,  Omaha,  has  been  elect- 
ed president  of  Clarkson  Hospital  medical 
staff  for  the  coming  year. 

Dr.  Mary  S.  Bitner,  Lincoln,  will  serv^e 
as  the  medical  director  for  the  1961  session 
of  Cornhusker  Girls  State. 

Dr.  Frank  C.  McClanahan,  Neligh,  is  the 
newly  elected  chief  of  the  medical  staff  at 
the  Antelope  Memorial  Hospital. 

Arthur  L.  Smith,  Jr.,  M.D.,  of  Lincoln, 
was  recently  elected  President-Elect  of  the 
Lancaster  County  Medical  Society. 

Dr.  J.  D.  McCarthy,  Omaha,  was  the 
guest  speaker  at  a recent  meeting  of  the 
Omaha  Retired  Teachers  Association  . 

Dr.  Thaddeus  P.  Krush,  Omaha,  was  the 
principal  speaker  at  the  January  meeting  of 
the  University  of  Nebraska  All  Wives  Club. 

Dr.  Melvin  S.  Hoyt,  Trenton,  has  closed 
his  office  in  this  city  and  has  moved  to 
North  Platte  where  he  has  resumed  his  prac- 
tice. 

Mrs.  Wayne  Waddell,  Beatrice,  was  the 
guest  of  honor  at  the  January  meeting  of 
the  Tri-County  Medical  Auxiliary  held  in 
Fremont. 

Dr.  Charles  McLaughlin,  Omaha,  present- 
ed a paper  at  the  meeting  of  the  Southern 
Surgical  Association  in  Boca  Raton,  Florida, 
in  January. 

Dr.  Cletus  Olson,  Omaha,  was  a guest 
speaker  at  the  January  meeting  of  the  Uni- 
versity of  Nebraska  College  of  Medicine 
Woman’s  Club. 

The  Gering  Medical  Clinic  was  broken 
into  by  vandals  in  January.  Nothing  was 
reported  missing;  however,  they  had  tam- 
pered with  the  safe. 

Dr.  W.  C.  Bartlett,  Alma,  was  honored  by 
the  physicians  and  members  of  the  Memorial 
Hospital  staff  on  the  occasion  of  his  83rd 
birthday  in  January. 

Dr.  E.  C.  Foote,  Hastings,  was  presented 
a 50-year  pin  by  the  Masonic  Lodge  No.  50 
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as  a highlight  of  installation  ceremonies  of 
the  lodge  in  Januaiy. 

Dr.  F.  H.  Hathaway,  Lincoln,  has  been 
re-elected  president  of  the  medical  staff  of 
St,  Elizabeth  Hospital  at  the  annual  din- 
ner of  the  staff  in  Januaiy. 

Dr.  Robert  W,  Herpolsheimer,  Staple- 
hurst,  was  elected  president  of  the  Sixth 
Councilor  District  Medical  Society  at  its 
meeting  in  York  in  January. 

Dr.  J.  I.  Fitzsimmons,  Grand  Island,  was 
honored  recently  after  completing  30  yeai*s 
of  seiwice  with  the  Veterans  Administration. 
He  was  presented  a Service  Award  Certifi- 
cate. 

Dr.  M.  M.  Sullivan,  Spalding,  has  received 
a certificate  from  the  President  of  the  Unit- 
ed States  in  recognition  of  his  valuable 
service  contributed  to  the  Selective  Service 
System. 

Dr.  C.  T.  Mason,  Superior,  has  received 
a certificate  from  the  President  of  the  Unit- 
ed States  for  his  10  years  of  seiwice  as 
medical  advisor  to  the  Selective  Seiwice 
Board  of  Nuckolls  county. 


Announcements 

Squibb’s  New  Plan  Lowers  Cost  of  Drugs  to 
State  for  Welfare  Patients — 

A program  to  provide  a 10  per  cent  allow- 
ance to  those  states  which  reimburse  retail 
pharmacies  directly  for  prescriptions  filled 
by  them  for  the  state’s  welfare  patients  is 
announced  by  the  pharmaceutical  firm  of  E. 
R.  Squibb  & Sons.  The  Squibb  proposal,  to 
be  made  directly  to  state  welfare  directors 
by  the  fii-m’s  medical  representatives,  will 
reduce  medical  welfare  costs  to  the  states 
equal  to  10  per  cent  of  the  amount  they 
pay  to  private  pharmacies  for  filling  welfare 
prescriptions.  All  Squibb  prescription  prod- 
ucts, including  specialties  and  generic  name 
products  under  the  Squibb  label,  come  un- 
der the  new  program. 

Elements  of  the  Squibb  plan,  such  as  the 
systematic  determination  of  the  amounts 
spent  for  Squibb-specified  prescriptions  for 
welfare  patients,  reimbursement  procedures, 
supporting  schedules  and  similar  adminis- 
trative details  will  be  worked  out  with  those 
states  electing  to  participate  in  the  plan  by 
the  company’s  representatives. 

Commenting  on  the  new  proposal,  George 


S.  Squibb,  director  of  sales  for  the  firm, 
stated  that  Squibb  had  been  examining  plans 
looking  toward  reductions  in  prescription 
costs  for  welfare  patients  for  some  time. 
“Our  proposal,”  he  stated,  “will  be  of  sig- 
nificant help  to  the  patient  ...  to  the 
states  . . . and  to  the  retail  pharmacist.  It 
will  help  the  welfare  patient  because  it  will 
enable  him  to  obtain  Squibb  prescription 
products  when  such  products  are  called  for 
by  his  physician;  it  will  help  the  states  by 
lowering  the  costs  of  their  welfare  depart- 
ment operations;  and  it  will  help  the  retail 
pharmacist  by  encouraging  the  continuing 
use  of  private  pharmacies  as  the  source  of 
prescription  products.” 

Squibb,  a division  of  Olin  Mathieson 
Chemical  Corporation  and  one  of  the  nation’s 
oldest  pharmaceutical  firms,  has  been  manu- 
facturing medicinals  for  the  medical  and 
pharmaceutical  professions  for  more  than 
one  hundred  years. 

A.A.G.P.  Symposium  on  Therapeutics — 

A full-day  symposium  on  Practical  Thera- 
peutics is  being  sponsored  in  Omaha  at  the 
Sheraton-Fontenelle  Hotel  on  Thursday, 
March  16,  1961  by  the  Iowa  and  Nebraska 
Chapters  of  the  A.A.G.P.,  the  University  of 
Nebraska  College  of  Medicine,  and  Creigh- 
ton University  School  of  Medicine.  Lederle 
Laboratories  Division,  American  Cyanamid 
Company  will  serve  as  co-sponsor  of  the 
symposium. 

Scheduled  to  appear  on  the  progi’am  are: 
Charles  H.  Slocumb,  M.D.,  Professor  of 
Medicine,  University  of  Minnesota,  Mayo 
Foundation,  Head  of  Section  in  Medicine, 
Mayo  Clinic,  Rochester,  Minnesota;  Henry 
F.  Page,  M.D.,  F.A.C.P.,  Instiaictor  in  Medi- 
cine, Jefferson  Medical  College,  University 
of  Pennsylvania  Graduate  School  of  Medi- 
cine, Philadelphia,  Pennsylvania;  Lawrence 
J.  Halpin,  M.D.,  F.A.C.P.,  Allergist,  Cedar 
Rapids,  Iowa;  Isadore  Dyer,  M.D.,  Professor 
of  Obstetrics,  Chief,  Division  of  Obstetrics, 
Tulane  University  School  of  Medicine,  New 
Orleans,  Louisiana;  Herbert  J.  Grossman, 
M.D.,  Visiting  Professor  of  Pediatrics,  Uni- 
versity of  California,  Los  Angeles,  Cali- 
fornia, and  Robert  N.  Barr,  M.D.,  Secretary 
and  Executive  Officer,  (State  Health  Offi- 
cer), State  of  Minnesota,  Department  of 
Health,  Minneapolis,  Minnesota. 

Subjects  to  be  discussed  are:  Arthritis; 
Geriatrics;  Treatment  of  Bronchial  Asthma; 
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Toxemias  of  Pregnancy ; Convulsive  Seizures 
in  Children,  and  Poliomyelitis. 

Moderator  for  the  morning  program  will 
be  Henning  W.  Mathiasen,  M.D.,  President, 
Iowa  Chapter  of  the  American  Academy  of 
General  Practice,  Council  Bluffs,  Iowa. 
Moderator  for  the  afternoon  progi*am  will 
be  Ivan  M.  French,  M.D.,  President,  Ne- 
braska Chapter  of  the  American  Academy 
of  General  Practice,  Wahoo,  Nebraska. 

A luncheon  will  be  held  for  physicians  and 
their  wives.  Donald  H.  Kast,  M.D.,  Mem- 
ber, National  Board  of  Directors,  American 
Academy  of  General  Practice,  Omaha,  Ne- 
braska, will  serve  as  chairman  of  the  lunch- 
eon. 

In  addition  to  the  program  planned  for 
physicians,  there  will  be  a women’s  pro- 
gi’am. 

Physicians  who  are  members  of  the  Amer- 
ican Academy  of  General  Practice  will  be 
awarded  6 hours  of  study  credit  for  attend- 
ing this  meeting. 


Medical  Continuation  Courses  To  Be 
Presented  at  the  Center  for  Continuation 
Study,  University  of  Minnesota — 

March  13-15,  1961  — Allergj’  for  General 
Physicians  and  Specialists 

March  17-18,  1961  — Trauma  for  General 
Physicians 

April  17-19,  1961  — Internal  Medicine  for 
Internists 

April  20-22,  1961  — Otolaryngology  for  Gen- 
eral Physicians 

May  1-3,  1961  — Ophthalmology"  for  Spe- 
cialists 

May  8-10,  1961  — Gynecology  for  General 
Physicians 

May  11-13,  1961  — Surgery  for  Surgeons 

May  15-19,  1961  — Proctology"  for  General 
Physicians 

June  1-3,  1961  — Office  Psychotherapy  for 
General  Physicians 

1960-1961  (All  Year)  — Cancer  Detection 
for  General  Physicians 

For  further  information  concerning  the 
above  courses,  write  to  the  Director,  De- 
partment of  Continuation  Medical  Educa- 
tion, 1342  Mayo  Memorial,  University  of 
Minnesota,  Minneapolis  14,  Minnesota. 


Spring  Conference  on  E.E.N.T.,  in  Virginia — 

The  Gill  Memorial  Eye,  Ear  and  Throat 
Hospital,  Roanoke,  Virginia,  announce  their 
thirty-fourth  Annual  Spring  Conference  in 
E.E.N.T.,  to  include  laryngoscopy,  maxillo- 
facial surgery,  bronchoscopy  and  esopha- 
goscopy.  This  conference  will  be  held  April 
3 through  8th,  1961,  at  Hotel  Patrick  Henry. 
A fee  will  be  charged.  Those  wishing  to  at- 
tend should  write  Dr.  E.  G.  Gill  for  registra- 
tion blanks  and  further  information.  The 
address  is  Box  1789,  Roanoke,  Virginia. 

Thompson  Memorial  Lecture,  St.  Joseph,  ^Missouri — 

The  Thompson,  Brumm  & Knepper  Clinic 
announce  the  twelfth  annual  Dr.  F.  G. 
Thompson  Memorial  Lecture  to  be  held  on 
Thursday  evening.  May  18,  1961,  at  8 :15  in 
the  Clinic  Building,  902  Edmund  Street,  St. 
Joseph,  Missouri.  The  speaker  will  be  Dr. 
0.  T.  Clagett,  Professor  of  Surgery,  Mayo 
Foundation  Graduate  School,  University  of 
Minnesota.  The  title  of  the  lecture  will  be 
“Treatment  of  Carcinoma  of  the  Breast:  A 
Controversial  Subject.” 

American  College  of  Physicians 
Regional  Meeting — 

The  American  College  of  Physicians  Re- 
gional Meeting  for  Nebraska  will  be  held  on 
Saturday,  April  8,  1961,  at  House  and  Gar- 
den Room,  Blackstone  Hotel,  Omaha,  Ne- 
braska. Detailed  programs  are  not  yet 
available  but  will  be  forthcoming. 

Annual  Cancer  Seminar  Coming — 

The  Annual  Cancer  Seminar,  sponsored 
and  promoted  by  the  Nebraska  Division, 
American  Cancer  Society,  will  be  held  on 
April  11  and  12,  1961.  The  following  is 
the  schedule  of  meetings : 

April  11,  1:00  to  3:00  p.m.,  Creighton  Uni- 
versity School  of  Medicine,  at  O.L.V.  Au- 
ditorium, St.  Joseph  Hospital. 

April  11,  6:00  to  8:30  p.m.,  Omaha-Douglas 
County  Medical  Societv,  at  Omaha  Athletic 
Club. 

April  12,  8 :00  to  10 :00  a.m.,  Lancaster 
County  Medical  Society  & Tumor  Confer- 
ence, at  Lincoln  General  Hospital  Medical 
Amphitheatre. 

April  12,  1,00  to  3 :00  p.m.,  University  of  Ne- 
braska, Lincoln,  at  University  of  Nebras- 
ka Medical  Amphitheatre. 
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Postgraduate  Course  on  Xasal  Surger}' 

To  Be  Held  in  Jerusalem — 

A gi’oup  of  25  American  specialists  in 
nasal  surgery  will  act  as  instructors  at  the 
2nd  International  Postgraduate  Course  in 
“Reconstructive  Surgery  of  the  Xasal  Sep- 
tum and  External  Pyramid,”  to  be  held  in 
Jerusalem,  Israel,  August  6-17,  1961.  For 
further  information  write  Dr.  Robert  1\I. 
Hansen,  Secretary,  American  Rhinologic  So- 
ciety, 2210  Lloyd  Center,  Portland  12,  Ore- 
gon. 

Seminar  on  Pediatric  Cardiology  To  Be  at 
Childrens  Memorial  Hospital.  Omaha — 

A seminar  on  “Pediatric  Cardiology'” 
sponsored  by  the  medical  staff  will  be  held 
at  Childrens  Memorial  Hospital,  Omaha,  Ne- 
braska, on  May  8,  1961.  Principle  speakers 
will  be  C.  Waiton  Lillehei,  iM.D.,  Professor 
of  Surgery,  University  of  ^Minnesota,  and 
James  W.  DuShane,  M.D.,  Section  of  Pedi- 
atrics, Mayo  Foundation,  Associate  Profes- 
sor of  Pediatrics,  University  of  ^Minnesota. 
For  program  and  registration  blank,  write  to 
Postgraduate  Seminar,  Childrens  ^Memorial 
Hospital,  Omaha  5,  Nebraska. 

A Coui-se  in  Hospital  Housekeeping — 

A course  in  hospital  housekeeping  will  be 
presented  April  3 to  INIay  25  at  Michigan 
State  University,  East  Lansing,  ^Michigan. 
The  coui’se  given  for  the  13th  year,  is  spon- 
sored by  the  American  Hospital  Association 
and  the  University.  It  is  designed  to  pro- 
vide practical  training  in  hospital  house- 
keeping procedures  for  executive  housekeep- 
ers, members  of  hospital  housekeeping 
staffs,  and  prospective  employess.  Enroll- 
ment limited  to  40  persons. 

Registration  blanks  and  scholarship  appli- 
cations have  been  sent  to  hospitals.  Appli- 
cants must  be  hospital  employees  or  indi- 
viduals promised  employment  in  hospitals. 

Joint  Commission  Launched  for  Promotion 
Of  the  Blues — 

The  first  meeting  to  form  “A  Joint  Com- 
mission for  Promotion  of  Voluntary  Health 
Insurance  Plans”  was  held  in  Chicago,  Illi- 
nois, on  Februaiy  5,  1961. 

Those  in  attendance  at  the  meeting  were 
representatives  of  the  American  Hospital 
Association,  American  Medical  Association, 
Blue  Cross  Association,  and  the  Blue  Shield 
Association.  The  Commission  will  consist 


of  twelve  members,  three  from  each  of  the 
associations  named  above.  The  purpose  of 
the  Association  is  to  extend  and  develop  the 
concept  of  voluntaiy,  nonprofit  health  in- 
surance. The  first  meeting  of  the  new  Asso- 
ciation will  be  held  within  thirty  days. 

News  From  Our  Medical  Schools 

IMedical  Extension  at  the  University  of 
Nebraska  College  of  Medicine  A\’ishes  to  an- 
nounce the  following  changes  in  dates  for 
courses  already  advertised : 

Physical  INIedicine  — from  ]\Iarch  24,  ad- 
vanced to  October  6,  1961 

Anesthesiology  — from  l\Iay  2,  advanced 
to  May  16,  1961 

Trauma  Day  — from  INIay  3,  advanced  to 
May  15,  1961 

At  this  time  the  following  programs  of 
postgi’aduate  courses  “Upper  Gastrointest- 
inal Tract  Disorders”  and  “Pediatrics”  are 
announced : 

Postgraduate  Course 

UPPER  GASTROINESTIXAL  TRACT 
DISORDERS 

Thursday  and  Friday,  March  16-17,  1961 
Conkling  Hall  Postgi'aduate  Conference  Room 
Coui'se  Cooi'dinator: 

Frederick  F.  Paustian,  M.D.,  Associate 
in  Internal  Medicine 

Thursday,  March  16th 
8:00  Registration,  Conkling  Hall  Lobby 
8:55  Welcome  by  Dean  J.  P.  Tollman 

HIATUS  HERXIA  AXD  PEPTIC 
ESOPHAGITIS 

9:00  Pathophysiology,  Clinical  Manifestations  and 
Management — Dr.  Haubrich 
9:45  Method  and  Criteria  for  Roentgenographic 
Diagnosis — Dr.  Stein 
10:25  Coffee — Conkling  Hall  Lounge 
10:45  Indications  for  Surgical  Treatment,  Meth- 
ods and  Results — Dr.  Frobese 
11:30  Panel  Discussion  and  Question  Period 
12:30  Luncheon — University  Hospital  Staff  Dining 
Room 

COMPLICATIOXS  OF  DUODEXAL  ULCER 

1:30  Pathogenesis,  Incidence,  Physiologic  Medical 
Management — Dr.  Haubrich 
2:15  Roentgen  Diagnosis  of  Duodenal  Ulcer  Dis- 
ease and  Its  Complications — Dr.  Stein 
3:00  Coffee — Conkling  Hall  Lounge 
3:20  Individualized  Approach  to  Surgical  Treat- 
ment— Dr.  Frobese 

4:00  Panel  Discussion  and  Question  Period 
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GASTROENTEROLOGY 
Friday,  March  17 

8:15  Registration — Conkling  Hall  Lobby 

MANAGEMENT  OF  GASTRIC  ULCER 

9:00  Differential  Diagnosis.  Therapeutic  Trail 
for  Pro^^sionally  Benign  Gastric  Ulcer  • — 
Dr.  Haubrich 

9:45  Roentgenographic  Approach  to  Differential 
Diagnosis — Dr.  Stein 
10:15  Coffee — Conkling  Hall  Lounge 
10:25  Surgical  Philosophy  Regarding  Provisionally 
Benign  Gastric  Ulcer — Dr.  Frobese 
11:15  Panel  Discussion  and  Question  Period 
12:30  Luncheon — ^University  Hospital  Staff  Dining 
Room 

POST  GASTRECTOMY  SEQUELAE 
1:30  Panel  Discussion  — Drs.  Frobese,  Haubrich 
and  Stein;  Dr.  Paustian,  moderator 
3:10  Coffee — Conkling  Hall  Lounge 
3:30  Case  Presentation — An  Upper  Gastroentest- 
inal  Tract  Problem 

GUEST  FACULTY 

Alfred  S.  Frobese,  M.D. 

Associate  Professor  of  Surgeiy 
Graduate  School  of  Medicine 
University  of  Pennsylvania 
William  S.  Haubrich,  M.D. 

Division  of  Gastroenterology 
Henry  Ford  Hospital,  Detroit 
George  Stein,  M.D. 

Associate  Professor  of  Radiology 
Graduate  School  of  Medicine 
University  of  Pennsylvania 

PEDIATRIC  POSTGRADUATE  COURSE 
Monday  and  Tuesday,  April  17-18,  1961 

Conducted  by  the  University  of  Nebraska  College 
of  Medicine  in  cooperation  with  the  Division  of  Ma- 
ternal and  Child  Health,  Nebraska  State  Depart- 
ment of  Health. 

Progi-am  Coordinators : 

Gordon  E.  Gibbs,  M.D.,  and 
Donald  C.  Nilsson,  M.D. 

Monday,  April  17,  1961 
8:00  Registration — Conkling  Hall  Lobby 
8:50  Welcome  by  J.  D.  Tollman,  M.D.,  Dean 
9:00  Immunology  and  the  Allergy  Process — Mary 
M.  Tremaine,  Ph.D. 

10:00  Coffee 

10:15  Approach  of  the  Allergist  to  the  Wheezing 
Child — George  E.  Stafford,  M.D. 

11:00  The  Value  of  Hyposensitization  Therapy  — 
Douglas  E.  Johnstone,  M.D. 

12:00  Questions 
12:30  Luncheon 

1:15  Relationship  of  Cystic  Fibrosis  to  Allergy — 
Gordon  E.  Gibbs,  M.D. 

1:45  Repository  Therapy  in  Allergic  Disorders — 
Donald  C.  Nilsson.  M.D. 


2:30  Unusual  Reactions  to  Foods  in  Little  Allergic 
Children — Douglas  E.  Johnstone,  M.D. 

3:30  Questions 
3:45  Coffee 

4:00  Demonstration  of  the  Mechanics  of  Allergy' 
Practice 

1.  Patient  Testing 

2.  Extract  Preparation 

3.  Treatment 

Douglas  E.  Johnstone,  M.D.,  George  E. 
Stafford,  M.D.,  Donald  C.  Nilsson, 
M.D. 

6:00  Nebraska  Pediatric  Society  Dinner  Meeting 
— Blackstone  Hotel 

Infonnal  Discussion  with  Drs.  Johnstone 
and  Barbero 

All  Registrants  and  Faculty  Welcome 


Tuesday,  April  18,  1961 

7 :45  Registration — Conkling  Hall  Lobby 

8:00  Pediatric  Diagnosis  and  Therapy  Ward 
Rounds,  University  of  Nebj'aska  Hospital 
— ^Jerome  L.  L’Ecuyer,  M.D.;  H.  E.  Wiltse, 
M.D. 

9:00  Psychosomatic  Approach  to  Pediatric  Gas- 
troenterologry — Giulio  J.  Barbero,  M.D. 

10:00  Liver  Needle  Biopsy  Technique  and  Results 
—Gordon  E.  Gibbs,  M.D. 

10:30  Coffee 

11:00  Peroral  Intestinal  Biopsy — Indication,  Tech- 
nique, Results,  and  Interpretation — Giulio 
J.  Barbero,  M.D. 

12:00  Splenoportography  — Frederick  F.  Paustian, 
M.D. 

12:30  Luncheon 

1:30  Peptic  Ulcer  in  Childhood  — F.  Marshall 
Zahller,  M.D.;  Dorothy  I.  Smith,  M.D. 

2:00  Rectosignmoidoscopy  in  Infants  and  Chil- 
dren— Giulio  J.  Barbero,  M.D. 

2:30  Diagnosis  of  Cystic  Fibrosis  of  the  Pancreas 
— Giulio  J.  Barbero,  M.D.;  Gordon  E. 
Gibbs,  M.D. 

3:00  Coffee 

3:30  Pediatric  Diagnosis  and  Therapy  Ward 
Rounds,  Childrens  Memorial  Hospital  — 
Carol  R.  Angle,  M.D.;  James  I.  Wax,  M.D. 

GUEST  FACULTY 

Giulio  J.  Barbero,  M.D. 

Assistant  Professor  of  Pediatrics 
University  of  Pennsylvania 
Director,  Division  of  Gastroenterology 
Philadelphia  Childrens  Hospital 
Philadelphia,  Pennsylvania 

Douglas  E.  Johnstone,  M.D. 

InstiTictor  in  Pediatrics 
Director  of  Pediatric 
Allergy  Clinic 
University  of  Rochester 
Rochester,  New  York 
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UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  FACULTY 

Carol  R.  Angle,  M.D. 

Assistant  Professor  of  Pediatrics 
Goixion  E.  Gibbs,  M.D. 

Professor  and  Chairman 
Department  of  Pediatrics 
Jerome  L.  L’Ecuyer,  M.D. 

Instnictor  in  Pediatrics 
Donald  C.  Nilsson,  M.D. 

Assistant  Pi’ofessor  of  Pediatrics 
Frederick  F.  Paustian,  M.D. 

Associate  in  Internal  Medicine 
Dorothy  I.  Smith,  M.D. 

Assistant  Professor  of  Pediatrics 
George  E.  Stafford,  M.D. 

Clinical  Associate  Professor  of  Pediatrics 
J.  P.  Tollman,  M.D.,  Dean 

University  of  Nebraska  College  of  Medicine 
Maiy  M.  Tremaine,  Ph.D. 

Assistant  Professor  of  Microbiology 
James  I.  Wax,  M.D. 

Resident  in  Pediatrics 
Childrens  Memorial  Hospital 
H.  E.  Wiltse,  M.D. 

Resident  in  Pediatrics 
F.  Mai’shall  Zahller,  M.D. 

Assistant  Professor  of  Pediatrics 

For  further  information,  call  or  write:  Post- 

gi'aduate  Affairs,  University  of  Nebraska  College 
of  Medicine,  42nd  and  Dewey,  Omaha  5,  Nebraska. 
Phone  55  1-0669,  Ext.  363. 


New  Books  Available  at  the  College  of 
Medicine  Library — 

The  following'  is  a list  of  recent  book  ac- 
quisitions at  the  University  of  Nebraska  Col- 
lege of  IMedicine  Library.  The  reader  is  re- 
minded that  these  and  other  books  and  mag- 
azines are  available  to  members  of  the  Ne- 
braska State  IMedical  Association,  on  loan, 
at  your  request. 

SELECTED  RECENT  BOOK  ACQUISITIONS 
WINTER  1960-61 

Adams,  J.  M. : Newer  Viras  Diseases,  Clinical  Dif- 
ferentiation of  Acute  Respiratory  Infections. 
N.Y.,  Macmillan,  1960.  (616.2  Adln). 

Bailey,  H!  and  Bishop,  W.  J.:  Notable  Names  in 

Medicine  and  Surgery.  London,  Lewis,  1959. 
(610.92  B15n3)  3rd  ed.  ‘ 

Bourne,  G.  H. : ed.  Stimcture  and  Function  of  Muscle. 
N.Y.,  Academic  Pl’ess,  1960.  (611.73  B66s)  v.  1 

and  2. 

Bm-net,  F.  M. : Principles  of  Animal  Virology.  N.Y., 
Academic  Press,  1960.  (616.01  B93p2)  2nd  ed. 

Clark,  W.  E.:  The  Antecedents  of  Man.  Clucago, 

Quadrangle,  1960.  (575  C54a). 

Colev,  B.  L. : Neoplasms  of  Bone.  N.Y.,  Hoeber, 

1960.  (616.992  C67n2). 

Colonna,  P.  C.:  Principles  of  Orthopaedic  Surgerj'^. 

Boston,  Little,  Brown,  1960.  (617.3  C71r2). 


Collins,  L.  H.  and  Crane,  M. : Internal  Medicine  in 

Dental  Practice.  Phila.,  Lea,  1960.  (616  C69i5) 

5th  ed. 

Cumings,  J.  N.  and  Kremer,  M.:  eds.  Biochemical 
Aspects  of  Neurological  Disorder's.  Sprgfd., 
Thomas,  1959.  (616.8  C916). 

Davenpor't,  H.  A.:  Histological  and  Histochem.ical 

Technics.  Phila.,  Saunders,  1960.  (611.018 

D27h). 

Dodson,  E.  O.:  Evolution;  Process  and  Product. 

N.Y.,  Reinhold,  1960.  (575  D66e2)  rev.  ed. 

Doshay,  L.  J.:  Parkinson’s  Disease;  Its  Meaning 

and  Management.  Phila.,  Lippincott,  1960. 
(616.842  D74p). 

Hahnemann  Med.  Coll.  & Hospital  of  Phila.:  A 

Hahnemann  Sjunposium  on  Salt  and  Water  Re- 
tention. Edema  Mechanisms  and  Management. 
(612.381  H12e). 

Hershenson,  H.  M. : Infrared  Absorption  Spectra 

Index.  N.Y.,  Academic,  1959.  (016.535  H43i). 

Intermational  Symposium:  The  Origin  of  Life  on 

the  EarTh.  Proceedings.  N.Y.,  Pergamon,  1960. 
(576  In80). 

Johnson,  W.  M.:  ed.  The  Older  Patient.  N.Y.,  Hoe- 
ber, 1960.  (619  J62o). 

Kaplan,  H.  M.:  Anatomy  and  Physiology  of  Speech. 
N.Y.,  McGraw-Hill,  1960.  (612.78  K14a). 

Kirowles,  J.  H.:  Respiratory  Physiolog>^  and  Its 

Clinical  Application.  Cambr.,  Harvard  U.,  1959. 
(616.2  K76r). 

Kunin,  Robert:  Elements  of  Ion  Exchange.  N.Y., 

Reinhold,  1960.  (541.3  K95e). 

Labor-it,  Henr-i:  Stress  and  Cellular  Function. 

Phila.,  Lippincott,  1959.  (612.4  Llls). 

Leigh,  M.  D.:  Pediatric  Anesthesiology.  N.Y., 
Macmillan,  1960.  (618.9  L53p2). 

Macgregor,  F.  M. : Social  Science  in  Nursing.  N.Y., 
Sage  Found.,  1960.  (610.727  M17s). 

McKusick,  V.  A.:  Her'itable  Disorders  of  Connec- 

tive Tissue.  St.  Louis,  Mosby,  1960.  (616.77 
M21h2. 

Pauling,  Linus:  The  Nature  of  the  Chemical  Bond 
and  the  Str'ucture  of  Molecules  and  Crystals.  Ith- 
aca, N.Y.,  Cornell  U.,  1960.  (541.39  P28r3). 

Pimentel,  G.  C.,  and  McClellan,  A.  L. : The  Hy- 
drogen Bond.  N.Y.,  Reinhold,  1960.  (541.3 

P64h). 

Romanoff,  A.  L.:  The  Avian  Embryo:  Stnrctural 

and  Functional  Development.  N.Y.,  Macmillan, 
1960.  (591.3  R66a). 

Siger'ist,  H.  E.:  On  the  History  of  Medicine.  N.Y., 

M.D.  Pubs.,  1960.  (610.9  Si2o). 

Smith,  C.  A.:  The  Physiologj-  of  the  Newborn  In- 
fant. Sprgfd.,  Thomas,  1959.  (618.6  Sm5p3)  3rd 

ed. 

Spain,  D.  M.:  Ed.  Diagnosis  and  Treatment  of 

Tumors  of  the  Chest.  N.Y.,  Gr'une,  1960.  (616.992 
Spld). 

Symposium  on  Fundamental  Cancer  Research,  13th. 
Houston,  U.  of  Tex.,  1960.  (616.994  Sy6g). 

Symposium  on  Hemophilia,  1958:  Hemophilia  and 

Other  Hemon’hagic  States.  Chapel  Hill,  N.C.,  U. 
of  N.C.,  1959.  (616.15  Sy6h2). 

Tax,  Sol:  ed.  Evolution  After  Darwin.  Chicago,  U. 
of  Chic.,  1960.  575  T21e). 
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Titchener,  J.  L.  and  Levine,  M.:  Surgery  as  a Hu- 
man Experience.  N.Y.,  Oxford,  1960.  (617 

T53s). 

Top,  F.  H.:  Communicable  and  Infectious  Diseases; 
Diagnosis,  Prevention  and  Treatment.  St.  Louis, 
Mosby,  1960.  (619.91  T62c4).  4th  ed. 

Vries,  Ernst  de:  Postvaccinal  Perivenous  Encepha- 
litis. Princeton,  Elsevier,  1960.  (616.832  V42p). 

Waddington,  C.  T.:  ed.  Biological  Organizations, 

Cellular  and  Subcellular.  N.Y.,  Pergamon,  1960. 
(576.3  Wllb). 

Williams,  R.  H.:  ed.  Diabetes.  N.Y.,  Hoeber,  1960. 
(616.63  W67d). 

Zirkle,  R.  E.:  Symposium  on  Molecular  Biology. 

Chicago,  U.  of  Chic.,  1959.  (574  19  Ze6s). 

American  Eugenics  Society,  Inc.:  Hei-edity  Coun- 

selling; a Symposium.  New  York,  Harper,  1959. 
(575.1  Am3h). 

Bukstein,  E.  J.:  Medical  Electronics.  N.Y.,  Ungar, 

1959.  (621.38  B86m). 

Cameron,  V.:  Tuberculosis  Medical  Research;  Na- 
tional Tuberculosis  Assoc.,  1904-55.  N.Y.,  The 

Assoc.,  1959.  (610.6  C14t). 

Ciba  Foundation:  Symposium  on  Biochemistry  of 

Human  Genetics.  Boston,  Little,  Brown,  1959. 
(575.1  C48j). 

Coers,  C.  and  Woolf,  A.  L.:  The  Inneiwation  of 

Muscle;  a Biopsy  Study.  Springfield,  Thomas, 
1959.  (616.74  C65i). 

Davis,  A.  W. : Dr.  Kelly  of  Hopkins;  Surgeon,  Sci- 
entist. Baltimore,  Johns  Hopkins,  1959.  (610.92 

K29d). 

Fieser,  L.  F.  and  Fieser,  M. : Steroids.  N.Y., 

Reinhold,  1959.  (547.73  F46s). 

Hammond,  K.  R.  and  Kem,  F.,  Jr.:  Teaching  Com- 
prehensive Medical  Care.  Cambridge,  Har\mrd  U., 
1959.  (610.7  H18t). 

Hoskins,  H.  P.,  et  al:  eds.  Canine  Medicine.  Santa 
Barbara,  Am.  Vet.,  1959.  (591.21  H79c2)  2d  ed. 

Joslin,  E.  P. : Diabetic  Manual  for  the  Patient. 

Phila.,  Lea,  1959.  (616.63  J78dl0)  10th  ed. 

Kelsall,  M.  A.  and  Crabb,  E.  D.:  Lymphocytes  and 
Mast  Cells.  Baltimore,  Wms.  & Wilkins,  1959. 
(612.112  K291). 

Leigh,  T.  F.  and  Weens,  H.  S. : The  Mediastinum. 

Springfield,  Thomas,  1959.  (616.2  L53m). 

Pitts,  R.  F.:  The  Physiological  Basis  of  Diuretic 

Therapy.  Springfield,  Thomas,  1959.  (615.761 

P68h). 

Riese,  Walther:  A Histoiw  of  Neurology.  N.Y., 

M.D.,  1959.  (616.8  R44h)‘. 

Smithers,  D.  W.:  ed.  Neoplastic  Disease  at  Various 
Sites.  V.  I and  II.  Baltimore,  Wms.  & Wilkins, 
1959.  (616.994  Sm6n). 

Talbot,  N.  B.,  et  al:  Metabolic  Homeostasis.  Cam- 
bridge, Harvard  U.,  1959.  (612.014  T14m). 

W’ershub,  L.  P. : Sexual  Impotence  in  the  Male. 

Sprgfd.,  Thomas,  1959.  (616.69  W49s). 

White,  P.  R.:  Cultivation  of  Animal  and  Plant 

Cells.  N.Y.,  Ronald,  1959.  (576.3  W58ca). 

Williams,  R.  T.:  Detoxication  Mechanisms.  N.Y., 

Wiley,  1959.  (615.3  W67d2)  2nd  ed. 


News  From  Nebraska  Heart 
Association 

Nibbling  vs.  Regular  Meals — 

Study  Reported  in  Heart  Association  Journal 
Suggests  It  May  Be  Healthier  for  Hearts 

Nibbling  as  the  mood  strikes  you  may  be 
healthier  for  the  heart  than  eating  regular 
meals.  At  any  rate,  it  has  proved  so  for 
chickens,  according  to  a report  by  three  Chi- 
cago scientists  published  in  the  (.January- 
February)  issue  of  Circulation  Research,  a 
bimonthly  scientific  journal  of  the  American 
Heart  Association. 

With  more  than  300  chickens  to  help  them, 
Drs.  Clarence  Cohn,  Ruth  Pick,  and  Louis 
N.  Katz  of  Michael  Reese  Hospital  under- 
took to  investigate  whether  meal  patterns, 
as  well  as  the  kinds  of  foods  eaten,  might 
be  involved  in  the  widespread  prevalence  of 
atherosclerosis  in  our  Western  culture. 
“Civilized  man  has,  by  habit,  custom  and 
working  conditions,  become  a meal  eater,” 
their  report  says. 

The  Chicago  team  divided  their  birds  into 
matched  groups  of  nibblers  and  meal-eaters. 
Nibblers  were  allowed  free  access  to  food 
24  hours  a day.  Meal-eaters  were  given  the 
same  foods  but  only  for  one  hour  at  a time. 
Some  meal-eaters  got  two  meals  a day,  some 
got  three. 

“It  was  found  that  the  meal-eaters  ex- 
hibited double  the  serum  cholesterol  levels,” 
the  report  states,  “and  seven  times  the  se- 
verity of  coronary  atherosclerosis  as  nib- 
blers.” Atherosclerosis  of  the  coronaiy  ar- 
teries that  nourish  the  heart  muscle  accounts 
for  most  heart  attacks  in  man.  Many  in- 
vestigators and  physicians  believe  that  high 
blood  cholesterol  levels  are  associated  with 
atherosclerosis. 

All  meal-eaters  showed  similar  results,  re- 
gardless of  whether  they  ate  twice  or  three 
times  a day,  according  to  the  report.  Al- 
though they  consumed  less  food  and  gained 
less  weight  than  the  nibblers,  the  meal-eat- 
ers had  more  extensive  and  more  severe  dis- 
ease. 

In  another  experiment,  the  chickens  were 
placed  on  a diet  planned  to  lower  their  blood 
cholesterol.  Established  atherosclerosis  in 
the  coronary  arteries  regressed  much  faster 
among  the  nibblers.  Given  enough  time, 
however,  it  regi’essed  in  the  meal-eaters, 
too. 
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The  investigators  note  that  the  implica- 
tions of  their  study  are  consistent  with  the 
findings  of  other  scientists  who  have  report- 
ed that  “when  humans  were  transferred 
from  a meal  eating  diet  to  a fonnula  diet 
fed  five  times  a day,  regardless  of  the  fat 
in  the  diet  and  the  fonnula,  the  increased 
number  of  feedings  was  accompanied  by  a 
decrease  in  serum  lipids.”  They  add  that 
“if  man  reacts  physiologically  to  meal  eating 
and  nibbling  as  do  other  species,”  one  factor 
in  the  onset  of  human  atherosclerosis  “might 
well  be  his  eating  habits.” 


Deaths 

Joseph  M.  Shramek,  M.  D.,  Long  Beach, 
California  — Doctor  Joseph  INI.  Shramek 
died  in  San  Diego,  California,  at  the  age  of 
82.  A 1910-gi’aduate  of  the  Creighton  Uni- 
versity School  of  Medicine,  Doctor  Shi-amek 
practiced  medicine  in  Omaha  until  1946  at 
which  time  he  retired. 


Know  Your 
Blue  Shield  Plan 


A.M.A.  To  Assure  Xew  Leadership — 

“.  . . Resolved,  that  the  House  of  Dele- 
gates directs  the  Board  of  Tnistees  and  the 
Council  on  Medical  Seiwice  to  assume  im- 
mediate leadership  in  consolidating  the  ef- 
forts of  the  American  INIedical  Association 
with  the  National  Association  of  Blue  Shield 
Plans,  the  American  Hospital  Association 
and  the  Blue  Cross  Association  into  maxi- 
mum development  of  the  voluntaiy  non- 
profit prepa\Tnent  concept  to  provide  medi- 
cal care  for  the  American  people.  . .” 

By  this  resolution,  adopted  in  Washing- 
ton, November  30,  1960,  the  A.M.A.  seiwed 
notice  of  its  finn  commitment  to  the  volun- 
tary nonprofit  plans  as  the  primaiy  instm- 
ment  through  which  America’s  free  medical 
profession  and  its  voluntaiy  hospital  sys- 
tem hope  to  meet  the  challenge  of  the  future 
in  providing  medical  semices. 

This  resolution  also  placed  the  A.M.A.  in 
its  rightful  place  of  leadership  in  support- 
ing and  guiding  the  development  of  Blue 
Shield.  It  goes  far  to  assure  that  organ- 
ized medicine  at  the  national  level  Avill 
henceforth  demonstrate  the  same  direction 


and  support  for  Blue  Shield  that  the  leaders 
of  so  many  state  and  counW  components  of 
A.INI.A.  have  given  local  Blue  Shield  Plans 
from  their  veiy  inception. 

A gi-eat  opportunity  confronts  A.M.A.  in 
this  new  role.  By  exercising  bold  and 
imaginative  leadership,  A.IM.A.  may  be  able 
to  help  raise  the  general  level  of  Blue  Shield 
perfonnance  to  the  point  where  the  “vol- 
untary non-profit  prepaj'ment  concept”  will 
have  proved  its  case  to  the  American  people. 
Certainly  there  is  much  to  be  done  to  estab- 
lish standards  for  Blue  Shield  and  to  bring 
the  performance  of  all  Plans  up  to  the  level 
of  the  best. 

It’s  none  too  soon  for  this  leadership  to 
make  itself  felt! 


MEDICINE  LOSES  ANOTHER  ROUND 

(Continued  from  page  83) 
to  take  part  in  a highly  advertised  “Confer- 
ence” said  to  be  designed  to  furnish  reliable 
infoiTnation  that  might  be  used  as  a guide  in 
formulation  of  legislation.  Theoretically, 
Congress  and  the  Administration  wanted  to 
know  the  best  way  to  take  care  of  the  aged 
and  aging  population.  There  were  well  en- 
trenched forces  that  wanted  but  one  answer 
and  that  was  the  one  that  came  out  of  the 
small  end  of  the  hopper  — there  is  only  one 
way  to  do  the  job,  namely,  through  the  Social 
SecuriW  route.  What  went  into  the  big  end 
of  the  hopper  made  little  if  any  difference 
in  what  come  out. 

It  came  to  our  attention  almost  as  soon 
as  the  Conference  on  Aging  appeared  in  the 
offing  that  eveiy  effort  was  afoot  to  “stack” 
the  Conference  on  the  socialistic  side,  if  not 
in  number  of  delegates,  then  by  manipula- 
tion ; and  that  is  what  happened. 

Medicine  does  not  want  to  be  allied  \rtth 
Wilbur  J.  Cohen,  but  we  do  need  some  one 
as  astute  in  political  maneuvering  as  Cohen 
and  associates  to  be  on  our  side.  Perhaps  we 
are  too  forthright  to  use  those  tactics,  even 
if  we  had  an  expert. 

Doctor  Arthur  Offennan,  in  his  annual 
President’s  Report  to  the  Trustees  of  Blue 
Shield,  said: 

“The  proponents  of  compulsory  health  in- 
surance — state  socialized  medicine  — are 
more  active  and  energetic  than  ever.  Wit- 
ness the  performance  in  manipulating  the 
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White  House  Conference  report  . . . That 
was  a slick  performance  by  old  Pros  on  the 
‘State  Socialized  Medicine’  team  ...  I 
think  we  have  lost  another  skinnish,  but  I 
do  not  think  we  have  lost  the  war  ...  I 
think  there  is  still  time  for  us  to  make  the 
Voluntary  Way  work  in  the  health  insur- 
ance field  . . .” 

Attention  is  called  to  the  headlines  in  The 
A.M.A.  Netvs  for  January  23,  1961 : “Aging 
Conference  Divided  on  Financing  Health 
Care “Labor  Smear  Attacks  Disrupt  Con- 
ference “Charge  and  Countercharge.” 
Every  doctor  should  read  this  issue  for  the 
details. 

Greater  detail,  coupled  with  the  per- 
spicacity engendered  by  long  experience  is 
evident  in  Marjorie  Shearon’s  report  on  the 
Conference  published  in  Challenge  to  Social- 
ism Vol.  15.  Nos.  2 and  3,  January  19, 
1961.  She  tells,  among  other  things,  how 
the  “stacking”  reduced  the  number  allowed 
to  vote  on  the  important  financing  of  medi- 
cal care  costs  from  2800  voting  delegates  to 
a mere  handful  carefully  manipulated  to 
produce  the  desired  result. 

Thirty  states  made  reports  which,  we  as- 


sume, were  prepared  in  a manner  compar- 
able to  Nebraska’s.  Here  in  Nebraska  the 
committee  set  up  by  Governor  Brooks  had, 
as  its  efficient  chairman.  Doctor  J.  D.  Mc- 
Carthy. Extensive  and  rather  intensive 
studies  of  the  problems  of  aging  were  con- 
ducted as  applied  to  Nebraska.  Careful  and 
well  thought  out  recommendations  were  pre- 
pared and  presented,  covering  practically 
every  aspect  of  our  problem.  It  is  to  be 
hoped  that  such  a volume  of  study  and  work 
may  not  be  water  over  the  dam  without  pro- 
ducing any  power.  Perhaps  we  should  Dnd 
ourselves  a counterpart  of  Wilbur  J.  Cohen 
and  a few  of  his  consorts. 


DOCTOR  — Does  your  wife  Like  to 
read  the  Auxiliary  news?  Then  be  sure 
and  take  your  copy  home. 


NOTICE  TO  ALL  CONTRIBUTORS 


The  deadline  for  items  to  appear  in  the  fol- 
lowing issue  of  the  JOURNAL  is  the  10th  of  the 
month.  The  JOURNAL  goes  to  press  on  the  12th. 


ORGANIZATIONS.  NATIONAL 


American  Academy  of  General  Practice 
Mr.  Mac  F.  Cahal 
Volker  at  Brookside 
Kansas  City  12,  Missouri 


American  Heart  Association 
Mr.  Rome  A.  Betts,  Secy. 
44  East  23rd  Street 
New  York  10,  New  York 


American  Academy  of  Pediatrics 
E.  H.  Christopherson,  Secy. 

1801  Hinman  Ave. 

Evanston,  Illinois 

American  College  of  Obstetricians  & Gynecologists 
Mr.  D.  F.  Richardson,  Secy. 

79  West  Monroe 
Chicago  3,  Illinois 

American  College  of  Physicians 
Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Secy. 
4200  Pine  St. 

Philadelphia  4,  Pennsylvania 

American  College  of  Radiology 
Mr.  W.  C.  Stronach 
20  North  Wacker  Drive 
Chicago  6,  Illinois 

American  College  of  Surgeons 
Michael  L.  Mason,  Secy. 

40  East  Erie  Street 
Chicago  11,  Illinois 

American  Diabetes  Association 
E.  Paul  Sheridan,  Secy. 

1 East  45th  Street 
New  York  17,  New  York 


American  Hospital  Association 
Mr.  M.  J.  Norby,  Secy. 

840  Lake  Shore  Drive 
Chicago  11,  Illinois 

American  Society  of  Anesthesiology 
J.  E.  Remlinger,  Secy. 

802  Ashland  Ave. 

Wilmette,  Illinois 

American  Society  of  Internal  Medicine 
Mr.  R.  L.  Richards,  Secy. 

350  Post  Street 

San  Francisco,  California 

The  American  Society  of  Clinical  Pathologists 
Mr.  Claude  E.  Wells,  Executive  Secy. 

445  North  Lake  Shore  Drive 
Chicago  11,  Illinois 

American  Medical  Association 

F.  J.  L.  Blasingame,  Executive  Vice  Pres. 
535  North  Dearborn  Street 
Chicago  10,  Illinois 

Arthritis  and  Rheumatism  Foundation 
Floyd  B.  Odium,  Chairman 
10  Columbus  Circle,  New  York  19,  N.Y. 
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ORGANIZATIONS,  STATE 


Alcoholics  Anonymous 
1345  N Street,  Lincoln 
American  Red  Cross 

W.  J.  Frenzel,  State  Representative 
2631  Garfield,  Lincoln 
Cerebral  Palsy  Association  of  Nebraska 
Mrs.  Ben  H.  Cosdeiy 
201  South  Elmwood  Road,  Omaha 
Creighton  University  School  of  Medicine 
Richard  Egan,  Dean 
302  North  14th 
Omaha,  Nebraska 
Multiple  Sclerosis  Society 
207  Midway  Building 
Lincoln,  Nebraska 
Muscular  Dystrophy  Society 

Mrs.  Margin  Traeger,  President 
Fairburj',  Nebraska 
National  Foundation,  Inc. 

Clinton  Belknap 
1044  Stuart  Building 
Lincoln,  Nebraska 

Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 
Lloyd  E.  Skinner,  President 
Box  2,  Elmwood  Station,  Omaha  6,  Nebraska 

Nebraska  Association  of  Pathologists 
Donald  Max  Fitch,  Secy.-Treas. 

University  of  Nebraska  Hospital 
Omaha,  Nebraska 

Nebraska  Blue  Cross-Blue  Shield 
Joseph  Burger,  Executive  Director 
518  Kilpatrick  Building 
Omaha,  Nebraska 

Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

402  Lincoln  Liberty  Life  Building 
Lincoln,  Nebraska 

Nebraska  Chapter 

American  College  of  Physicians 

E.  M.  Walsh,  M.D.,  Governor  of  Nebr.  Chap. 
5002  Dodge 
Omaha,  Nebraska 

Nebraska  Chapter 
American  College  of  Surgeons 
Dwight  Cheri-y,  M.D.,  Secy. 

921  Stuart  Building 
Lincoln,  Nebraska 

Nebraska  Chapters 
National  Cystic  Fibrosis  Foundation 
Douglas  County  Chapter 
Miss  Marlene  Lorch,  Secretary 
University  of  Nebraska  Hospital 
Omaha,  Nebraska 
Lancaster  County  Chapter 
Mrs.  Ahdn  Morris,  Secretary 
3400  North  69th  Street,  Lincoln 

Nebraska  Division 
American  Cancer  Society 
Braxton  Tewart,  Executive  Director 
4201  Dodge 
Omaha,  N'ebraska 

Nebraska  Eye,  Ear,  Nose  & Throat  Society 
G.  T.  Alliband,  M.D.,  Secy. 

1020  Medical  Arts  Building 
Omaha,  Nebraska 


Nebraska  Heart  Association 

Carl  Marxer,  Executive  Director 
4202  Harney 
Omaha,  Nebraska 

Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
512  South  13th  Street 
Lincoln,  Nebraska 

Nebraska  Pharmaceutical  Association 
Miss  Cora  Mae  Briggs,  Executive  Secy. 

414  Federal  Seccrities  Building 
Lincoln,  Nebraska 

Nebraska  Psychiatric  Institute 
602  South  44th  Avenue,  Omaha 
Nebraska  Public  Health  Association 

E.  A.  Rogers,  M.D.,  M.P.H.,  President 
State  Capitol  Building 

Lincoln  9,  Nebraska 

Nebraska  Radiological  Society 
Ronald  E.  Waggener,  M.D.,  Secy.-Treas. 
University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 

Nebraska  Society  for  Crippled  Children 
S.  Oraon  Perkins,  Director 
402  South  17th 
Omaha,  Nebraska 

Nebraska  Society  of  Internal  Medicine 
Harold  N.  Neu,  M.D.,  President 
324  City  National  Bank  Building 
Omaha,  Nebraska 

Nebraska  State  Dental  Association 

F.  A.  Pierson,  D.D.S.,  Secy. 

1112  Federal  Securities  Building 
Lincoln,  Nebraska 

Nebraska  State  Department  of  Health 
E.  A.  Rogera,  M.D.,  Director 
State  Capitol  Building 
Lincoln,  Nebraska 

Nebraska  State  Medical  Association 
M.  C.  Smith,  Executive  Secy. 

1315  Shai-p  Building 
Lincoln  8,  Nebraska 

Nebraska  State  Nurses  Association 
Mrs.  Zelda  Nelson,  Executive  Director 
303  Merchants  National  Building 
Omaha,  Nebraska 

Nebraska  State  Obstetrics  & Gynecology  Society 
Morris  Grier,  M.D.,  Secy. 

828  Medical  Arts  Building 
Omaha,  Nebraska 

Nebraska  Tuberculosis  Association 
Delmer  Serafy,  Eexecutive  Secy. 

406  W.O.W.  Building,  Omaha,  Nebraska 
Omaha,  Nebraska 

Omaha  Mid-West  Clinical  Society 
1031  Medical  Ai-ts  Building 
Omaha,  Nebraska 

POISON  CONTROL  CENTER 
Childrens  Memorial  Hospital 
502  South  44th  Street,  Omaha 

University  of  Nebraska  College  of  Medicine 
J.  P.  Tollman.  M.D.,  Dean 
42nd  and  Dewey 
Omaha,  Nebraska 
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HERMAN  JAHR  AS  SEEN  BY  OTHERS 

It  seems  compellingly  appropriate  to  pub- 
lish the  following  letter  dwelling  on  the 
death  of  the  former  editor  of  our  Joiama.l, 
Herman  M.  Jahr : 

February  17,  1961 

George  W.  Covey,  M.D. 

2900  Jackson  Drive 
Lincoln  2,  Nebraska 

Dear  George : 

I am  saddened  to  learn  of  the  passing  of 
Dr.  Jahr.  Your  words  about  his  having 
served  faithfully  and  efficiently  are  most 
appropriate.  One  might  add  others,  such  as 
quietly  and  humbly.  He  was  not  one  to 
make  veiy  much  noise.  I think  he  was  al- 
ways too  busy  observing  and  remembering. 

I met  him  not  long  after  he  assumed  the 
editorship  of  The  Nebraska  State  Medical 
Journal  and  saw  him  from  time  to  time  at 
meetings.  I always  admired  his  sincerity 
and  his  devotion  to  his  job.  I presume  the 
same  qualities  were  apparent  in  eveiything 
he  did  in  Nebraska.  He  is  remembered  else- 
where too. 

Sincerely  yours, 

Herbert  L.  Hartley,  M.D., 
Editor,  Northwest  Medicine. 

THE  FATE  OF  THE  GENERAL 
PRACTITIONER 

The  “President’s  Letter”  (by  Ivan  M. 
French,  M.D.)  in  the  Coi'nhxxsker  GP  for 
February,  1961,  was  highly  interesting.  At- 
tention is  called  to  only  a portion  of  it,  as 
follows : 

“I  was  rather  shocked  ...  to  hear  indi- 
rectly from  Dr.  Paul  Read,  who  has  recently 
returned  from  a meeting  of  the  American 
Academy  Executive  Board  with  a group 
from  the  Executive  Committee  of  the  Amer- 
ican Medical  Association,  that  representa- 
tives of  the  A.M.A.  bluntly  stated  that  there 
would  be  in  the  future  no  form  of  formal 
training  for  general  practitioners  in  surgery 
and  obstetrics.” 


In  the  next  paragraph  Doctor  French 
states : “This  statement  was  made  in  spite  of 
the  fact  that  two  eastern  schools  have  de- 
veloped schools  of  midwifery  in  order  to 
keep  up  with  the  growing  demand  for  ob- 
stetrical deliveries.” 

In  support  of  Doctor  French’s  statement, 
the  general  attitude  of  the  speakers  at  the 
most  recent  Congress  on  Medical  Education 
and  Licensure  can  be  cited.  In  previous 
j'ears  the  matter  of  how  to  give  the  general 
practitioner  enough  surgical  information 
was  a favorite  topic.  Usually,  the  argu- 
ments were  blunted  by  the  admission  that 
about  60  per  cent  of  the  surgery  in  the 
United  States  was  being  performed  by  gen- 
eral practitioners.  This  was  a tacit  admis- 
sion that  they  were  doing  a pretty  good  job 
of  it.  Obstetrics,  on  the  other  hand,  is  a 
newer  entrant  into  the  field  of  argument. 
This  year,  explicit  details  of  training  in  sur- 
gery and  obstetrics  were  conspicuous  by 
their  absence  from  the  various  resident 
training  courses  some  of  which  were  pre- 
sented in  great  detail.  This  writer  did  not 
hear  any  “blunt  statement”  such  as  Doctor 
French  reports,  but  such  an  inference  could 
be  drawn  from  the  general  tone  of  the  Con- 
gi’ess. 

On  the  other  hand,  much  was  said,  dur- 
ing the  Congress,  about  a new  breed  entitled 
“The  Family  Doctor.”  There  seemed  to  be 
an  idea  abroad  that  internists  and  pediatri- 
cians could  be  made  into  “family  doctors,” 
but  that  these  specialists  would  need  some 
additional  training  over  and  above  that  of 
their  specialities  in  order  to  qualify  for  this 
type  of  practice. 

The  whole  thing,  viewed  in  retrospect, 
seems  somewhat  peculiar.  No  doubt  there 
are  many  underlying  elements  the  influ- 
ences of  which  are  difficult  to  evaluate,  but 
medicine  can  ill  afford  to  minimize  the  im- 
portance of  one  of  its  branches  so  valuable 
as  the  general  practitioner.  Some  of  the 
underlying  elements  that  have  been  men- 
tioned are:  the  growing  tendency  for  med- 
ical students  to  enter  special  fields  thus  re- 
ducing the  number  going  into  general  prac- 
tice; the  difficulties  encountered  in  inducing 
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general  practitioners  to  take  resident  train- 
ing for  their  own  specialty  — general  prac- 
tice; what  appear  to  be  obvious  facts,  that 
specially  trained  surgeons  and  obstetricians 
should  be  better  and  safer  practitioners  in 
their  special  fields  than  are  general  practi- 
tioners; the  public’s  trend  toward  selection 
of  their  own  specialists  without  the  advice 
of  the  “family  doctor;”  the  growing  feeling 
that  the  4-year  curriculum  of  the  under- 
graduate is  entirely  insufficient  to  prepare 
him  for  practice  of  medicine  in  all  its 
branches  as  it  is  today ; the  alleged  deteriora- 
tion of  the  internship  from  a year  of  addi- 
tional training  to  one  of  a hired  hand  of  the 
hospitals ; and,  no  doubt,  others. 

The  place  of  the  general  practitioner  has 
always  been  and  should  remain  one  of  the 
most  important  posts  in  medicine.  It  may 
be,  however,  that,  to  maintain  his  import- 
ance, the  G.P.  will  have  to  accept  his  posi- 
tion as  a true  specialist  and  will  have  to  pre- 
pare himself  accordingly. 


IT  ISN’T  EASY 

A news  release  from  The  New  Physician, 
based  on  an  editorial  in  the  March  issue  of 
this  year,  says  “It  is  easy  to  build  new  med- 
ical schools,  but  it  is  getting  increasingly 
difficult  to  fill  them  with  competent,  prom- 
ising students.”  The  writer  proceeds,  ac- 
cording to  the  quotations  in  the  release,  to 
lay  the  blame  largely  on  the  time  and  cost 
elements  of  present  day  medical  education; 
thus  he  emphasizes  one,  but  only  one,  of  the 
underlying  difficulties  of  the  present  time. 
Much  more  could  be  said  about  the  difficulty 
of  attracting  enough  good,  high-grade  stu- 
dents to  fill  our  present  medical  classes,  but 
it  is  not  this  particular  feature  that  draws 
our  attention. 

The  statement  that  “it  is  easy  to  build 
medical  schools”  may  express  over  optim- 
ism, unless  we  wish  the  Federal  Govern- 
ment to  underwrite  the  project.  It  has  been 
estimated  that  we  will  need  24  new  medical 
schools  by  1975,  in  order  to  graduate  the 
10,000  new  doctors  per  year  that  will  be 
necessaiy  if  we  are  to  maintain  the  present 
doctor/population  ratio.  We  are  having 
plenty  of  trouble  adding  enough  buildings, 
and  repairing  and  revamping  those  we  have 
in  our  present  medical  schools.  When  we 
speak  of  building  we  are  talking  about  “brick 
and  mortar.”  We  are  not  including  equip- 
ment and  upkeep. 


Assuming  that  we  succeed  in  building  and 
equipping  24  new  medical  schools  by  1975, 
there  will  remain  the  problem  of  staffing  — 
a problem  equally  as  great  as  filling  the 
halls  and  class  rooms  with  the  kind  of  stu- 
dents we  hope  to  get.  Building  and  equip- 
ment will  be  fine  items;  an  abundance  of 
highly  intelligent,  dedicated  students  is 
necessary  to  justify  the  expense  of  building 
and  equipment;  but,  what  about  a teaching 
staff  without  which  building,  equipment  and 
students  will  be  lost. 

Since  1951,  the  number  of  full-time  fac- 
ulty members  in  our  medical  schools  in- 
creased from  4000  to  11,000  and  the  number 
of  schools  from  79  to  85.  In  spite  of  this 
162  per  cent  increase  in  full-time  faculty, 
there  remained  655  budgeted,  unfilled  full- 
time faculty  positions  in  our  present  85 
medical  schools  for  the  academic  year  1958- 
1959.  Therefore,  to  fill  teaching  positions 
in  our  present  schools  and  those  to  be  cre- 
ated by  adding  two  dozen  new  schools,  more 
or  less,  constitutes  a problem  equalling  that 
of  building  buildings,  buying  equipment,  and 
filling  the  halls  with  top-grade  students.  No 
matter  which  side  or  corner  of  this  triangle 
one  views,  the  job  cannot  be  said  to  be  easy. 
Let  us  hope  American  medicine  will  be  able 
to  solve  the  problems  of  medical  education 
that  now  confront  it  in  this  equilateral  tri- 
angle and  to  do  so  without  federal  subsidy 
and  consequent  control. 


INTERIM  SESSION  HOUSE  OF 
DELEGATES 

We  recently  witnessed  the  1961 -interim 
session  of  our  House  of  Delegates.  It  is  not 
in  the  sense  of  undue  criticism  that  we  call 
attention  to  what  appear  to  the  writer  to  be 
deficiencies  in  our  system  of  using  this  ses- 
sion. 

In  the  first  place,  22  component  societies 
failed  to  have  delegates  at  the  meeting. 
Whatever  business  was  accomplished,  then, 
was  by  a little  more  than  half  the  component 
societies.  Even  the  societies  represented  did 
not  have  all  their  delegates  present.  The 
significance  of  this  feature  could  be  pure  in- 
difference. Indifference,  as  an  explanation, 
would  be  even  worse  than  overconfidence 
in  those  who  do  attend.  The  House  needs 
the  meeting  of  minds  that  would  result  from 
full  representation.  The  more  brains  to  con- 
centrate on  a problem,  the  more  likely  be- 
comes a best  answer. 
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Secondlj^  the  Reference  Committees  were 
allotted  about  two  and  one-half  hours  be- 
tween adjournment  in  the  forenoon  and  re- 
sumption of  business  at  2 :00  p.m.  This  in- 
terval also  was  used  for  refreshments  and 
luncheon.  Even  had  the  committee  members 
foregone  refreshment  and  lunch,  who  was 
there  to  appear  before  them  to  speak  pro 
or  con  about  the  items  in  question?  The 
time  allotted  to  work  by  the  Reference  Com- 
mittees was  scarcely  more  than  that  re- 
quired to  write  a report  for  presentation  at 
2:00  p.m.  The  result  was,  largely,  rubber- 
stamping  of  actions  taken  by  the  Board  of 
Councilors  the  preceding  week. 

Lack  of  interest  and  lack  of  time,  it  seems 
to  the  writer,  are  two  of  the  prime  difficul- 
ties with  the  interim  session.  If  this  mid-win- 
ter meeting  is  to  be  continued  with  profit, 
these  two  elements  should  be  overcome,  by 
some  means. 


MORE  GOVERNMENT  IN  MEDICINE 

Wilbur  Cohen,  whether  in  or  out  of  the 
Department  of  Health,  Education  and  Wel- 
fare (HEW),  has  had  a strong  influence  to- 
ward the  extreme  left  in  all  activities  relat- 
ing to  Social  Security.  Cohen  has  been  nom- 
inated by  President  Kennedy  to  be  the  new 
assistant  secretary  in  H.E.W.  in  charge  of 
legislation.  He  also  headed  a task  force  ap- 
pointed by  Kennedy  to  study  the  Admin- 
istration’s program  of  Social  Security  Med- 
ical Care  of  the  Aged  in  relation  to  research 
and  medical  education. 

This  task  force  has  recommended  holding 
the  Government’s  support  of  medical  re- 
search at  the  present  level  and  devoting  more 
money  to  the  support  of  medical  education 
— more  money  for  remodeling  existing 
medical  schools,  building  new  ones,  and  for 
medical  student  scholarships  and  fellowships. 

The  present  4-year  goal  is  $270  million 
a year  for  medical  education.  One  reason 
given  for  not  also  further  expanding  the 
medical  research  program  at  this  time  was 
the  inordinate  drain  on  medical  manpower. 
This  drain  on  medical  manpower  would  be 
accentuated,  they  said,  by  the  increased 
workload  of  doctors  of  medicine  with  pass- 
age of  the  Social  Security  aged-care  plan. 

How  much  of  this  and  other  similar  pro- 
posed legislation  will  become  the  law  of  the 
land,  we  can  only  guess  at  this  moment,  but 
we  may  be  assured  that  some  of  it  will. 


What  do  all  these  megalocephalic  plans  mean 
to  the  American  physician?  If  we  lie  down 
and  take  it,  the  great  institution  of  Ameri- 
can medicine,  practiced  in  the  American  way 
is  doomed.  We  must  ever  be  mindful  of 
Justice  Robert  H.  Jackson’s  conclusion,  ex- 
pressed in  1942 : “It  is  hardly  lack  of  due 

process  for  the  Government  to  regulate  that 
which  it  subsidizes.’’ 

If  we  fight  with  a united  front  we  may 
be  able  to  stem  the  tide  toward  complete 
socialization  of  medicine.  Money,  power, 
and  new  leadership  are  on  the  side  of  the 
socializers,  but  if  we  can  keep  a finger  in 
the  hole  in  the  dam  long  enough  so  we  may 
arouse  public  opinion  and  align  it  with  us 
we  might  win.  Pressure  on  the  A.M.A.  to 
employ  the  best  public  relations  experts 
available  to  help  us  seems  a good  move  at 
this  moment. 


NEBRASKA  MEDICAL  SERVICE 

It  will  be  heartening  to  every  Nebraska 
doctor  who  turns  to  ’’Know  Your  Blue  Shield 
Plan”  in  the  Organization  Section  of  this 
issue  and  reads  about  the  reception  of  our 
new  contracts  by  the  public,  and  the  high 
acceptance  of  this  move  by  our  physicians. 

It  necessarily  has  been  a time-consuming 
and,  at  times,  a heartbreaking  task  to  bring 
voluntary  health  insurance  in  Nebraska  to 
its  present  pinnacle.  Often  it  has  seemed 
that  we  might  play  leapfrog  with  some  of 
the  steps  in  this  process  and  arrive  more 
quickly  at  the  present  level.  The  journey, 
however,  has  been  comparable  in  some  ways 
with  an  automobile  trip  — it  was  better  to 
get  where  we  were  going  by  proceeding 
more  slowly  than  to  become  a casualty  en- 
route.  It  is  safe  to  repeat  that  there  never 
has  been  a moment  when  our  Blue  Shield 
was  in  financial  danger,  yet  we  have  fully 
met  our  obligations. 


COULD  THIS  HAPPEN  IN  NEBRASKA? 

Political  power  of  the  osteopaths  in  West 
Virginia  is  obvious  to  one  who  follows  the 
course  of  a “Medical  Examiner’s  bill” 
through  that  State’s  legislature. 

Two  years  ago  the  West  Virginia  State 
Medical  Association  attempted  to  get  legisla- 
tion setting  up  a Medical  Examiner’s  Sys- 
( Continued  on  page  197) 
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Comments  From 
Y our  President 


You  often  hear  the  phrase  “he  is  a fine 
doctor  but  a darned  poor  business  man,”  and 
this  is  taken  literally  as  true  by  our  lay 
friends.  There  is  another  phrase  that  is 
equally  commonly  heard  nowadays,  “he  is  a 
good  doctor  but  he  needs  a postgraduate 
course  in  public  relations.”  Perhaps  the 
fact  that  a man  can  be  a fine  doctor  and  a 
poor  business  man  is  a personal  matter. 
The  fact  that  a man  can  be  a fine  doctor 
but  poor  in  the  impression  he  creates  in 
the  public  eye  is  not  a personal  matter,  but 
one  tending  to  discredit  the  entire  medical 
profession.  I am  not  referring  alone  to  the 
physician-image  portrayed  so  well  by  Labor 
Union  publications,  but  to  the  change  in  the 
attitude  of  the  general  public  toward  the 
medical  profession. 

There  has  been  a loss  in  prestige,  not  pro- 
fessionally, but  socially.  A physician  may  be 
admired  for  his  professional  attainment  and 
castigated  by  the  same  admirer  because  of 
the  way  he  lives,  the  car  he  drives  and  the 
economic  status  he  has  achieved.  This 
switch  away  from  the  position  of  awe  and 
reverence  which  the  physician  once  enjoyed 
has  come  about  through  poor  public  rela- 
tions. What  can  we,  as  physicians,  do  to 
regain  our  former  position  of  high  esteem? 

First  of  all,  as  a profession  we  can  take 
a positive  attitude  toward  progress,  whether 
it  be  by  legislation,  community  effort,  by 
hospital  staffs  or  simply  in  our  own  medical 
practice.  We  must  overcome  the  impression 
that  physicians  are  opposed  to  everything 


except  measures  directly  affecting  our  posi- 
tion in  the  Health  Care  field.  And  are  we, 
as  a group,  as  selfish  as  the  public  is  led 
to  believe?  I do  not  think  so  and  believe 
the  physicians  of  Nebraska  are  ready  to 
prove  this  point. 

During  my  past  year  as  President  it  has 
become  evident  that  we  must  do  more  in  the 
public  relations  field.  We  must  show  the 
lay  public  that  we  are  most  interested  in 
demonstrating  to  them  the  latest  advances  in 
medicine.  One  way  in  which  this  can  be 
accomplished  is  by  establishing  Health  Fairs 
throughout  the  state.  This  idea  is  not  new, 
nor  is  it  mine.  Chadron  has  successfully 
operated  a Health  Fair.  The  Nebraska 
State  Medical  Association  has  sponsored  the 
Hall  of  Health  at  the  Nebraska  State  Fair. 
The  University  of  Nebraska  has  a fine  pro- 
gi-am  for  lay  instruction  in  the  Health  Sci- 
ences. I would  like  to  suggest  that  the 
N.S.M.A.  hold  a Health  Fair  open  to  the 
laj"  public  in  connection  with  the  Annual 
^Meeting.  I would  also  suggest  that  each 
Councillor  district  consider  establishing  an 
annual  Health  Fair.  In  this  way  we  can 
best  prove  to  the  public  that  we  are  truly 
interested  in  their  welfare  and  not  in  prac- 
tice solely  for  material  gain  and  perhaps  in 
these  ways  we  can  restore  our  profession  to 
the  great  place  it  deserves  among  the  Hu- 
manities. 

Sincerely, 

FRITZ  TEAL. 
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Xanthomatous 

Biliary 

Cirrhosis 

A CASE  REPORT 

Introduction 

CASES  of  true  xanthomatous 
biliary  cirrhosis  are  unusual 
enough  to  warrant  detailed 
clinical  study  and  anatomic  studies  when- 
ever possible.  This  is  particularly  true  now 
since  Thannhauser  ^ feels  that  the  liver 
changes  are  the  initiating  factor  in  the  se- 
quence of  events  that  leads  to  the  classical 
picture  of  diffuse  xanthomatosis  with  bili- 
ary cirrhosis.  If  this  concept  is  correct 
there  still  remain  many  unanswered  ques- 
tions in  regard  to  etiology  and  pathogenesis. 
The  fact  that  the  disease  is  encountered  only 
in  females  and  that  it  was  not  observed  as 
an  aftermath  of  hundreds  of  cases  of  liver 
damage  secondary  to  virus  hepatitis  during 
the  war  years  shows  that  the  concept  of  pri- 
mary liver  disease  as  the  initiating  factor 
needs  further  clarification.  The  resem- 
blance of  the  initial  changes  in  the  liver  in 
this  condition  to  hypersensitivity  reactions 
such  as  the  changes  that  occur  in  exposure 
to  arsphenamine  also  is  intriguing. 

While  we  do  not  hope  that  a single  addi- 
tional case  report  will  contribute  too  much 
to  the  answers  to  such  questions,  still  the 
patient  with  whom  we  have  had  the  experi- 
ences related  below  is  somewhat  unusual  in 
that  we  were  able  to  follow  the  course  of 
her  disease  for  a period  of  eight  years,  that 
complete  postmortem  anatomic  studies  were 
made,  and  that  a comparison  of  the  liver 
findings  at  the  onset  could  be  made  with 
the  typical  cirrhotic  changes  found  post 
mortem. 

Case  Report 

Mrs.  H.R.,  a white,  married  woman, 
age  46,  was  first  seen  on  September  8, 
1952.  Papulopustular  lesions  with  pru- 
ritis  were  first  noted  on  her  legs  in  the 
spring  of  1951.  A brownish  pigmen- 
tation of  the  skin,  not  confined  to  the 
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exposed  parts,  developed  during  the 
summer  of  1952.  She  had  noticed 
slightly  yellowish  plaques  in  the  skin 
on  her  lower  eyelids  for  several  years. 
A sister  who  had  not  seen  the  patient 
for  several  years  noted  a yellowish 
tinge  to  her  sclera  and  was  impressed 
by  the  deep  pigmentation  of  her  skin 
when  she  saw  her  in  August  of  1952. 
She  had  lost  about  10  lb.  during  the 
year  but  had  no  other  complaints  ex- 
cept fatigue.  She  had  been  menstruat- 
ing noiTnally  and  the  stools  and  urine 
had  been  of  normal  color. 

The  past  history  was  not  remarkable. 
She  had  donated  blood  several  times 
but  had  not  received  any  blood  or  other 
injections.  She  had  used  alcohol  only 
occasionally. 

Her  father  had  died  at  the  age  of  30 
when  the  patient  was  three  months  old. 
Two  older  sisters  had  had  tuberculosis, 
one  of  the  spine  and  the  other  of  a leg. 
Her  husband  and  two  daughters  are 
(1960)  living  and  well.  (Her  mother 
died  at  age  86,  in  1960). 

Examination  in  September  1952 

The  skin  showed  a chocolate  brown 
pigmentation  especially  involving  the 
arms,  legs  and  thighs;  to  a lesser  ex- 
tent the  trunk  and  face.  Papular  le- 
sions were  noted  on  the  legs  with  a few 
on  the  back.  Excoriations  due  to 
scratching,  and  some  furuncle-like  le- 
sions were  present  on  both  legs.  Both 
lower  eyelids  showed  xanthelasma 
plaques.  There  was  a definite  icteric 
tinge  to  the  sclera.  There  was  no  ab- 
normal pigmentation  in  the  mouth. 

There  were  no  palpable  lymph  nodes. 
The  heart  and  lungs  w ere  normal. 
Blood  pressure  was  124  mm.  Hg.,  sys- 
tolic and  70,  diastolic.  The  remainder 
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of  the  examination  revealed  nothing  re- 
markable except  that  of  the  abdomen. 

The  liver  was  enlarged  to  7 cm.  be- 
low the  costal  border  with  a normally 
smooth  edge.  It  was  not  tender.  The 
spleen  was  definitely  palpable  below  the 
costal  border.  No  ascites,  tenderness, 
or  other  masses  were  noted  excepting 
a small  movable  subcutaneous  nodule 
in  the  epigastrium  which  had  been  pres- 
ent for  several  years. 

Differential  diagnosis  at  that  time 
considered:  (1)  Addison’s  disease; 

(2)  malignant  neoplasm;  (3)  hemo- 
chromatosis; and  (4)  general  xantho- 
matosis. 

X-ray  studies  of  the  chest  showed  cal- 
cified areas  in  the  parenchyma  of  the 
left  lung  and  both  hilar  areas.  Heart 
and  mediastinum  were  normal  size  and 
contour.  Upper  gastrointestinal  studies 
were  negative.  Barium  enema  showed 
minimal  diverticulosis.  N'o  evidence  of 
calcification  in  the  region  of  the  adrenal 
glands  could  be  shown. 

Laboratory  findings  showed  the  urine 
entirely  normal,  including  bile.  The 
blood  showed  9.8  gTn.  (62U-)  hemoglo- 
bin, 3,620,000  erythrocytes,  5450  leuco- 
crtes,  with  57^  segmented  forms,  6% 
staff  forms,  2%  ; monocytes,  29  U Lmi- 
phocytes.  Hematocrit,  40^.  Color  in- 
dex, less  than  1.  IMCH,  27  micrograms; 
MCV,  111  cu.  microns;  MCHC,  24%, 
thus  indicating  a h>T30chromic,  nor- 
mocytic  t>i3e  of  anemia.  Prothrom- 
bin level  was  100%  of  normal.  Wasser- 
man  (blood)  was  negative.  Total  blood 
protein  was  6 gm.  per  100  cc.  Serum 
albumin,  3.9  and  globulin  2.1  gm.  per 
100  cc.  with  a ratio  of  1.9:1.  Blood  cho- 
lesterol was  575  mg.  per  100  cc.  Icterus 
index  was  27.3  units,  van  den  Bergh 
was  direct  reaction  with  total  bilirubin 
of  1.4  mg.  per  100  cc.  Cephalin  floc- 
culation was  negative  in  24  and  48  hrs. 
Glucose  tolerance  cuiwe  was  normal. 
The  Kepler-Power-Robinson  water  con- 
centration test  and  the  Thorn  test  for 
Addison’s  disease  were  negative.  Bone 
marrow  studies  showed  the  marrow  to 
be  within  nonnal  limits.  A skin  biopsy 
showed  increased  melanin,  but  stains 
for  increased  iron  deposit  were  nega- 
tive. 

An  exploratory  laparotomy  was  done 


and  the  surgeon  reported — “No  ascites, 
no  tumors,  gall  bladder  small,  flaccid  and 
no  stones.  Liver  red,  enlarged,  edges 
rounded,  no  nodules.  Spleen  enlarged 
three  times  normal  size  with  adhe- 
sions.” A liver  biopsy  was  taken  and 
the  pathological  report  showed  foci  of 
inflammatory  reaction  of  a granulo- 
matous character.  Mild  lobular  fibrosis 
in  some  areas.  Special  stains  for  iron 
showed  iron  pigment  in  considerable  ex- 
cess of  normal. 

Initial  impression  from  the  biopsj' 
was,  focal  chronic  hepatitis,  with  early 
hemochromatosis. 

In  November  1952,  the  blood  choles- 
terol was  found  to  be  1084  mg.  per  100 
cc.  and  the  icterus  index,  33.9  units.  A 
study  of  the  book  “Lipidoses”  by  Sieg- 
fried J.  Thannhausert  made  the  diag- 
nosis of  xanthomatous  biliary  cirrhosis, 
as  several  very  similar  cases  were  de- 
scribed. Blood  was  sent  to  the  Donner 
Laboratory,  University  of  California  for 
analysis  of  the  lipoprotein  pattern,  and 
John  W.  Gofman,  M.D.,  in  a personal 
communication, 2 reported,  “Tremendous 
level  of  lipoproteins  of  the  Svedberg  flo- 
tation rates  less  than  Sf  10  units.  No 
lipoproteins  above  Sf  20  units.  1 know 
of  no  situation  other  than  biliary  ob- 
struction which  gives  rise  to  this  type 
of  blood  pattern  ultracentrifugally.” 
These  studies  were  repeated  on  several 
occasions  between  1953  and  1957  with 
no  essential  changes  in  the  results. 

A 2 cm.  nodule  was  excised  from  the 
leg  in  April  1955,  with  a pathological 
diagnosis  of  “Benign  Fibroxanthoma.” 

Summary  of  the  laboratory  data  from 
September  1952,  to  the  time  of  death  on 
April  16,  1960,  is  shown  graphically  in 
figure  1. 

(1)  The  blood  cholesterol  reached  a 
high  of  1524  mg.  per  100  cc.  in  January 
1953,  then  there  was  tendency  down- 
ward with  some  variations,  to  about  300 
mg.  per  100  cc.  Less  strict  dietary  re- 
strictions of  fat  intake  seemed  to  cause 
some  rise  on  several  occasions,  but  this 
was  not  very  definite.  Short  trials  of 
lipotrophic  agents  which  were  available 
in  1952  and  1953  showed  no  reduction 
so  they  were  discontinued  and  no  special 
treatment  was  given,  except  restriction 
of  the  cholesterol  in  the  diet.  The  cho- 
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Fi^re  1.  Graph  of  blood  cholesterol,  icterus  index, 
and  hemoglobin  values  from  about  one  year  after  onset 
of  the  disease  — 1952  to  time  of  death  in  1960. 


lesterol  ester  factor  was  checked  from 
1957  to  1959,  and  the  ratio  was  over 
50%  at  all  times.  The  blood  serum  was 
never  milky  in  appearance. 


(2)  The  icterus  index  remained  fair- 
ly constant  between  20  and  50  units. 

(3)  The  hemoglobin  at  first  i-eflect- 
ed  the  effect  of  hematinics  and  later  the 
result  of  repeated  upper  gastrointestin- 
al hemorrhages  and  transfusions.  She 
was  given  86  units  of  blood  between 
March  1956  and  April  1960. 

(4)  Urinalyses  were  never  remark- 
able. 

(5)  Liver  function  studies  — thymol 
turbidity,  bromsulphalein  r e=t  e n t i o n, 
prothrombin  level,  and  total  protein 
with  albumin/globulin  ratio  — were  re- 
peated in  1955  and  1958,  but  these  re- 
flect only  the  immediate  state  of  the 
liver  and  have  no  characteristic  pat- 
tern in  this  disease,  according  to  Thann- 
hauser.’^ 

(6)  Terminally,  the  blood  urea  was 
elevated  to  93.8  mg.  per  100  cc.  and 
the  blood  ammonia  was  0.31  mg.  per 
100  cc.  when  she  was  in  hepatic  coma. 

Summary  of  Clinical  Progress 

The  brownish  pigmentation  of  the  skin 
increased  and  remained  present 
throughout  her  lifetime.  There  were 
numerous  small  areas,  especially  over 
the  trunk,  in  which  the  pigment  was 
lost.  The  xanthomatous  plaques  and 
nodules  became  very  marked  and  wide- 
spread, even  appearing  in  the  mucous 


Figure  2.  Xanthomatous  skin  lesions  of  eyelids  and  creases  of  fingers 
as  first  noted  when  diagnosis  was  made  in  1952. 
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Figure  3.  Large  xanthomatous  areas  about  head  and 
neck,  spider  nevi  over  upper  chest  and  general  pigmenta- 
tion as  seen  one  year  later.  (Blood  cholesterol  was  about 
1500  jng.^c)‘ 


membranes  of  the  mouth.  The  xantho- 
matous areas  were  veiy  extensive  when 
the  blood  cholesterol  was  extremely 
high,  then  gradually  became  softer  and 
less  prominent  after  the  blood  choles- 
terol level  had  dropped.  These  areas 
disappeared  from  the  hands,  feet,  and 
trunk,  but  some  large  plaques  remained 
about  both  eyelids. 

Kodochrome  pictures  were  taken  on 
dates  indicated  in  figure  1.  The  lesions 
are  much  less  distinguishable  in  the 
black  and  white  prints  so  only  a few 
illustrations  are  shown.  The  picture 
in  figure  2 shows  the  xanthelasma  as 
noted  about  fi/o  years  after  the  onset 
of  symptoms.  Small  xanthomatous 
areas  can  be  seen  in  the  creases  of  the 
fingers. 

The  appearance  from  two  to  five 
years  after  the  onset  is  illustrated  by 
figure  3,  which  was  taken  when  the 
skin  lesions  were  most  marked.  Xan- 
thomatous plaques  are  extensive  about 
the  eyelids  and  face.  Nodules  are  seen 
in  the  earlobe.  The  upper  chest  shows 
some  xanthomatous  nodules,  small  areas 
that  have  lost  the  pigment,  and  some 
spider  nevi.  The  general  increased  pig- 
mentation can  be  seen  by  contrast  with 
the  nurses  fingers  which  show  in  the 
picture.  Figure  4 shows  the  palms  of 


Figure  4.  Extensive  xanthomatous  nodules  in  palms  of  hands  were 
present  for  several  years. 
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Figure  5.  Five  years  after  figure  many  of  the  xan- 
thomatous lesions  had  subsided.  Large  plaques  about  the 
eyelids  remained. 


the  hands  with  the  extensive  xantho- 
matous nodules  and  plaques. 

These  were  also  found  on  the  legs 
and  feet,  and  to  a lesser  degree  over 
the  trunk. 

Figure  5 shows  how  most  of  the  xan- 
thomatous areas  began  to  disappear 
about  5 to  6 years  after  the  onset. 
There  remained  large  plaques  about  the 
eyelids.  The  hands  as  well  as  the  feet 
and  trunk  were  nearly  clear  by  eight 
years  as  shown  in  figure  6. 

The  liver  and  spleen  remained  en- 
larged to  the  level  of  the  umbilicus 
from  1954  until  death.  The  liver  be- 
came more  irregular.  Evidence  of  por- 
tal obstruction  became  apparent  in 
1956,  with  esophageal  varices  and  up- 
per gastrointestinal  hemorrhages. 
These  varices  were  demonstrated  by 
X-ray  examination  at  this  time,  with  no 
evidence  of  peptic  ulcer  or  other  lesion. 
Ascites  appeared  in  1958,  but  was  easi- 
ly controlled  by  chlorothiazide  during 
the  rest  of  her  life.  Surgical  consulta- 
tion was  obtained  on  several  occasions 
regarding  a possible  portal  shunt,  but 
in  view  of  the  general  disease  it  was  de- 
cided to  treat  her  conservatively. 

T reatment 

The  treatment  consisted  of  a low 
cholesterol  diet,  vitamins,  and  hematin- 


Figuie  6.  The  palms  of  the  hands  were  almost  clear  by  1958.  (Blood  cholesterol 
was  about  300  mg.%). 
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ics.  She  menstruated  normally  until 
1955,  age  49.  Her  general  nutrition  re- 
mained good,  and  she  lived  a normal 
active  life  until  the  last  few  months,  ex- 
cept when  she  was  in  the  hospital  with 
acute  gastrointestinal  hemorrhages.  In 
December  1959,  following  another  hem- 
orrhage and  blood  transfusion,  she  was 
in  coma  but  recovered  after  all  fluids 
and  blood  were  withheld  for  three  days. 
The  explanation  is  that  the  hepatic 
coma  was  caused  by  the  blood  in  the  in- 
testinal tract,  plus  the  transfusions, 
overloading  the  damaged  liver.  Then 
when  a balance  was  again  re-estab- 
lished, she  regained  consciousness. 

The  final  hospital  admission  was  on 
April  11,  1960,  following  another  hem- 


orrhage from  the  esophageal  varices. 
The  blood  hemoglobin  was  down  to  8.3 
gm.  Five  units  of  blood  were  given. 
The  hemoglobin  was  up  to  14.1  gm.  but 
the  blood  urea  went  up  to  93.8  mg.  and 
the  blood  ammonia  to  0.31  mg.  per  100 
cc.  (twice  the  upper  limits  of  normal). 
She  died  in  hepatic  coma  on  April  16, 
1960,  — fifty-four  years  of  age,  about 
nine  years  after  the  onset  of  her  symp- 
toms, and  seven  and  one-half  years  after 
the  diagnosis  of  xanthomatous  biliary 
cirrhosis  was  made. 

Postmortem  Findings 

In  brief,  the  autopsy  findings  were  as  fol- 
lows: The  external  examination  confinned 
the  clinical  evidence  of  receding  xantho- 


Figure  7.  Capsular  surface  of  liver  showing  gross  changes  of  cirrhosis. 
Figure  8.  Cut  surface  of  cirrhotic  liver. 
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matous  deposits  within  the  skin  but  with 
rather  definite  pigmentation  of  the  skin  at 
the  site  where  xanthomatous  deposits  had 
been  previously  obvious.  There  were  also 
minimal  xanthomatous  changes  in  the  skin 
and  viscera  from  the  standpoint  of  micro- 
scopic findings.  The  major  findings  were 
associated  with  the  liver  where  the  gross 
liver  was  found  to  weigh  1820  grams.  It 
had  a roughened,  nodular,  capsular  surface 
and  definite  increased  fibrous  consistency 
on  cut  section.  The  gross  changes  were  in- 
distinguishable from  an  ordinary  portal  cir- 
rhosis (figures  7-8).  There  were  no  xantho- 
matous deposits  in  the  major  intrahepatic 
or  extrahepatic  ducts  either  grossly  or  mi- 
croscopically. This  finding  is  in  accord  with 
Thannhauser’s^  opinion  that  the  liver 
changes  are  not  the  result  of  xanthomatous 
deposits  with  biliary  obstruction,  but  rather 
that  pericholangiolitic  changes  in  the  liver 
in  early  cases  precede  the  occurrence  of  the 
xanthomatosis.  Microscopically,  the  fibro- 
sis of  the  liver  and  lobular  distortion  is  al- 
most indistinguishable  from  portal  cirrho- 


sis, but  a review  of  the  original  liver  biopsy 
in  1952  shows  a rather  typical  pericholan- 
giolitic hepatitis  (photomicrograph,  figures 
9-10). 

As  a result  of  portal  obstruction  there 
was  secondary  splenomegaly  (1200  grams) 
with  replacement  of  follicle  markings  by 
pale  meaty  parenchyma  without  gross  or  mi- 
croscopic evidence  of  xanthomatous  lesions. 
There  were,  also,  typical  esophageal  varices 
of  severe  degree  associated  with  ulcerative 
esophagitis  and  evidence  of  gastrointestinal 
hemorrhage  by  the  presence  of  blood  in  the 
lumen  of  the  large  bowel.  The  rest  of  the 
gastrointestinal  tract  was  essentially  nor- 
mal (gross  photograph,  figure  11,  esopha- 
gus). 

There  was  evidence  of  some  degree  of 
transfusion  hemosiderosis  with  pigmenta- 
tion of  multiple  lymph  nodes  and  with  micro- 
scopic findings  confirming  the  presence  of 
iron  pigment  in  these  structures.  There  was 
also  a terminal  type  bilateral  hemorrhagic 


Figure  9.  Photomicrograph  (X  400)  showing  early  peri-  Figure  10.  Photomicrograph  (X-lOO)  showing  severe 

cholangioiltic  hepatitis.  (Liver  biopsy  1952).  active  cirrho.sis  with  periportal  and  perilobular  fibrosis 

(autopsy  specimen  I960). 
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edema  of  the  lungs  with  patchy  bronchial 
pneumonia. 

Surprisingly,  atherosclerosis  w a s mini- 
mal; the  coronary  vessels  showed  a patchy 
grade  I arteriosclerotic  change  only.  There 
were  no  endocardial  xanthomatous  deposits. 
The  aorta  did  show  a patchy  gi’ade  II  to 
grade  III  arteriosclerotic  change  but  the 
atheromatous  deposits  did  not  appear  to  be 
of  different  character  or  any  more  promi- 
nent than  in  many  patients  of  this  age  group 
without  xanthomatosis.  We  thought  this 
was  an  interesting  observation  in  view  of 
the  high  blood  cholesterol  levels  over  a 
rather  long  period  of  time. 


Figure  11.  Gross  specimen  of  esophagus 
and  portion  of  stomach  with  esophageal  varices 
and  ulcerative  esophagitis. 


Other  incidental  findings  consisted  of  re- 
gressing and  calcified  fibromyomata  of  the 
uterus,  a mild  arteriosclerotic  nephrosis,  ir- 
ritative cystitis  (she  had  had  a retention 
catheter  in  place  terminally),  and  a moder- 
ate degree  of  generalized  emaciation  of  the 
body.  Although  a complete  and  detailed  au- 
topsy gross  and  microscopic  examination 


was  carried  out,  the  above  represents  a sum- 
mary of  the  essential  findings. 

Classification  and  Discussion 
Tlianhauser’si  outline  of  xanthomatous 
diseases  serves  as  a good  basis  for  placing 
this  particular  case  in  the  overall  group  of 
xanthomatous  diseases. 

Xanthomatous  Diseases 

I.  Hypercholesteremic  Xanthomatosis 
(all  with  clear  serum,  high  choles- 
terol, etc.  Some  with  general  and 
some  with  local  xanthomatous  de- 
posits — xanthelasma,  xanthoma  tu- 
berosum et  plana,  tendon  xantho- 
mata, blood  vessels  and  endocardium 
sometimes  involved). 

A.  Essential. 

B.  Familial. 

C.  Hypercholesteremic  xanthomato- 
sis secondary  to  liver  disease. 

1.  Xanthomatous  biliary  cirrho- 
sis (this  case). 

2.  Arsphenamine. 

3.  Thorazine. 

4.  Pigmentary  cirrhosis  (hemo- 
chromatosis). 

II.  Hyperlipemia  (accumulation  of  neu- 
tral fat  in  serum  with  milky  appear- 
ance to  serum  and  with  secondary 
eruptive  xanthomatosis). 

A.  Idiopathic. 

1.  Familial  in  children. 

2.  Familial  in  adults. 

B.  Symptomatic  hyperlipemia  with 
secondary  eruptive  xanthoma. 

1.  With  diabetes. 

2.  With  pancreatitis  (chronic). 
4.  Von  Gierke’s  Disease  (glyco- 
gen storage). 

4.  Lipoid  nephrosis. 

HI.  Normocholesteremic  Xanthomatoses 

A.  Eosinophilic  granuloma,  Schul- 
ler-Christian  Disease. 

B.  Xanthoma  cells  in  inflammation 
and  tumors. 

C.  Supplemental  types  as  lipoid  pro- 
teinosis, etc. 

lY.  Xanthomatous  Diseases  due  to  some 
Lipoid  other  than  Cholesterol. 
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A.  Gaucher’s  Disease  (reticuloen- 
dothelial and  histiocytic  cerebro- 
sidosis). 

B.  Neiman-Pick’s  Disease  (reticulo- 
endothelial and  histiocytic  sphin- 
gomyelinosis). 

C.  Supplementary  types  (infantile 
amaurotic  idiocy,  gargoylism). 

The  anatomic  findings  ai-e  of  considerable 
interest  from  the  standpoint  of  speculation 
as  to  the  role  of  hypercholesteremia  in  the 
production  of  coronary  atherosclerosis  and 
also  from  the  standpoint  of  the  concept  of 
diffuse  liver  disease  preceding  the  onset  of 
the  generalized  xanthomatosis.  One  would 
wonder  why  there  are  not  more  cases  of 
generalized  xanthomatosis  if  diffuse  paren- 
chymal liver  disease  per  se  was  the  only 
etiologic  agent.  Obviously,  there  must  be 
some  special  type  of  liver  pathosis  or  some 
associated  metabolic  background  of  the  pa- 
tient himself  in  order  to  initiate  the  chain 
of  events  characterized  by  xanthomatosis. 

The  classical  nature  of  this  case  and  on- 
set of  its  clinical  and  anatomic  concepts  is 
readily  observed  when  compared  with  the 
summary  given  by  Siegfried  Thannhauser^ 
in  1938,  when  setting  down  the  criteria  for 
this  disease  as  a clinical  entity. 

“(a)  Jaundice  of  several  years’  duration. 
The  jaundice  is  of  the  obstructive 
type,  i.e.  high  values  of  bilirubin 
giving  the  direct  bilirubin  test  of 
van  den  Bergh. 

“(b)  The  serum  shows  extremely  high 
values  of  total  cholesterol  (3  to  8 
times  those  of  normal)  with  a nor- 
mal cholesterol  ester  proportion  (70 
to  75%  of  the  total  cholesterol)  dur- 
ing the  first  phase  of  the  disease. 
In  later  stages  the  values  of  total 
cholesterol  decrease,  and  the  ester 
proportion  drops  to  50  to  25  per  cent 
of  the  total  cholesterol. 

“(c)  The  lecithin  content  of  the  serum 
is  outstandingly  increased  together 
with  the  high  cholesterol  values; 
lecithin  values,  3 to  7 times  higher 
than  normal. 

“(d)  The  appearance  of  permanent  skin 
xanthoma  of  the  tuberous  plain  va- 
riety in  the  early  phase  of  the  dis- 
ease. 

“(e)  The  serum  is  transparent  and  not 


creamy  because  its  content  of  neu- 
tral fat  is  low  or  normal. 

“Xanthomatous  biliary  cirrhosis  is  a pri- 
mary liver  disorder  with  secondary  develop- 
ment of  skin  xanthoma  of  the  plain  and  tu- 
berous varieties.  The  etiology  is  unknown 
but  it  is  suggested  that  it  may  be  caused  by 
a hypersensitivity  reaction  of  the  finest  bile 
capilaries  (pericholangiolitic  cirrhosis).  In 
the  beginning  of  the  disease  an  imbalance  of 
cholesterol  — and  lecithin  formation  leads 
to  high  values  of  cholesterol  — and  lecithin 
in  the  serum  but  little  jaundice  is  present  at 
this  phase.  Later,  skin  xanthomas  develop, 
together  with  progressive  anatomical 
changes  in  the  liver  of  the  type  seen  in  bili- 
ary cirrhosis.  Only  females  are  involved. 
Patients  reported  are  between  30  and  50 
years  of  age.  This  condition  does  not  be- 
long to  the  group  of  ‘familial  hypercholester- 
emic  xanthomatosis.’  Sometimes  the  coro- 
naries and  aortic  valve  are  involved,  but  the 
kidneys,  lungs,  brain  and  osseous  system  are 
not  involved.  The  pathology  in  the  early 
liver  biopsies  shows  a proliferative,  granu- 
lomatous lesion  around  the  finest  interlobu- 
lar cholangioles.  Autopsy  specimens  show 
cobbling  of  the  liver  with  marked  enlarge- 
ment and  advanced  cirrhosis.  At  the  late 
stage  the  initial  and  characteristic  peri- 
cholangiolitic changes  are  difficult  to  see.” 

Summary  "* 

A case  of  xanthomatous  biliary  cirrhosis 
with  generalized  xanthomatosis  fitting  all 
of  the  criteria  for  this  diagnosis  as  com- 
posed by  Dr.  Thannhauser  has  been  report- 
ed. This  case  is  reported  clinically  in  some 
detail  because  of  the  classical  changes 
that  occurred  over  an  eight-year  period  of 
observation.  The  anatomic  findings  would 
appear  to  confirm  the  more  recent  concept 
of  this  disease  being  secondary  to  a cholan- 
giolitic  hepatitis  and  with  the  terminal 
phases  being  almost  indistinguishable  from 
portal  cirrhosis  due  to  any  cause. 

Remaining  unanswered  are  the  interesting 
speculations  regarding  possible  differences 
in  the  pathologic  changes  in  the  liver  in 
these  cases  as  contrasted  with  the  hundreds 
of  cases  of  diffuse  parenchymal  liver  disease 
which  do  not  result  in  generalized  xantho- 
matosis, and  its  predelection  for  the  female 
sex.  Interesting  anatomic  findings  post- 
mortem included  the  lack  of  coronary  and 
large  vessel  sclerosis  in  spite  of  a prolonged 
period  of  severe  hypercholesteremia. 
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YOUTH 


Youth  is  not  a time  of  life.  It  is  a state  of  mind.  It  is  not 
a matter  of  ripe  cheeks,  red  lips  and  supple  knees;  it  is  a temper 
of  the  will  — a quality  of  the  imagination  — a vigor  of  the  emo- 
tions. Nobody  grows  old  by  merely  living  a number  of  years  — 
people  grow  old  by  deserting  their  ideals.  Years  wrinkle  the  skin, 
but  to  give  up  enthusiasm  wrinkles  the  soul.  Wony,  doubt,  self- 
distrarst,  fear,  and  despair  — these  are  the  long,  long  years  that 
bow  the  heard  and  turn  the  greening  spirit  back  to  dust.  Whether 
60  to  16,  there  is  in  every  human  being’s  heard  the  lure  of  wonder, 
the  undaunted  challenge  of  events,  the  unfailing  child-like  appetite 
for  what  next,  and  the  joy  of  the  game  of  living.  We  are  as  young 
as  our  self-confidence,  as  old  as  our  fear;  as  young  as  our  desire, 
as  old  as  our  despair.  — (Anon.  Quoted  from  Gerontological  Re- 
search Foundation,  April,  1960). 
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Epidemiology  of 
Animal  Exposures 

IN  NEBRASKA  IN  1959 


Throughout  the  years  the 

traditional  approach  to  animal 
bites  has  been  one  of  preven- 
tion of  rabies  or  other  infections  in  the  per- 
son exposed.  Safety  campai^s  are  con- 
ducted yearly  in  many  communities  on  safe- 
ty in  the  home,  on  the  road,  in  the  factor^', 
and  on  the  farm.  In  many  communities  ra- 
bies vaccination  campaigns  are  routine  af- 
fairs. People  often  become  involved  in  situ- 
ations where  there  is  a high  risk  of  animal 
bite  or  scratch.  Little,  if  anything,  is  being 
done  in  the  field  of  health  education  in  tell- 
ing the  public  what  these  situations  of  high 
risk  are  and  how  to  avoid  or  lower  the  risk 
of  bite  or  scratch. 

This  study  was  an  attempt  to  determine 
the  group  most  often  exposed  to  animals 
and  the  conditions  under  which  exposed. 
The  study  indicated  a considerable  rise  in 
animal  exposures  during  the  summer 
months.  It  also  showed  that  males  under  15 
years  were  the  group  most  likely  to  be  ex- 
posed. A large  percentage  of  the  exposures, 
35  per  cent,  were  in  the  household  of  the 
owner  of  the  pet. 

Rice,  Starbuck,  and  Reed^  pointed  out  that 
6 per  cent  of  all  injuries  in  children  under 
17  years  of  age  were  due  to  animal  bites. 
Mayers  and  Beachley^  reported  the  1954- 
bite-rate  in  Arlington,  Virginia,  as  being 
376/100,000.  Almost  57  per  cent  of  these 
bites  occurred  in  children  10  years  old  and 
younger.  Brobst,  Parrish,  and  Clack,^  in  a 
study  done  in  Pittsburgh,  Pennsylvania,  re- 
port 48.2  per  cent  of  the  dog  bite  victims  as 
being  in  the  0-9  year  age  group. 

An  active  health  education  program  pro- 
moting the  proper  handling  of  pets,  the 
avoidance  of  occasions  of  high  risk,  in  addi- 
tion to  the  necessity  of  rabies  inoculations 
is  highly  desirable.  It  would  not  only  lessen 
the  injuries  due  to  animals  but  also  lessen 
the  anxiety  of  the  parents  of  injured  chil- 
dren. In  Carither’s^  study  of  mammalian 
bites  in  children,  it  was  found  that  31  of  157 
childx’en  under  16  years  of  age  (19.7  per 
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cent)  received  5 or  more  injections  of  rabies 
vaccine,  although  rabies  was  not  proved  in 
the  offending  animal. 

As  Nebraska  does  not  routinely  require 
the  reporting  of  animal  exposures,  another 
method  of  obtaining  data  for  this  suiwey 
was  needed.  The  diagnostic  laboratory  rou- 
tinely requested  that  a short  history  accom- 
pany all  animal  heads  sent  to  the  laboratory 
for  rabies  examination.  The  history  blank 
was  modified  to  produce  the  necessary  data 
for  this  survey.  When  the  history  was  ab- 
sent or  incomplete  on  receipt  of  the  head 
by  the  laboratory,  one  mail  follow-up  was 
made  in  an  effort  to  get  as  much  informa- 
tion as  possible  on  each  case.  The  informa- 
tion was  then  coded  and  placed  on  IBM  cards 
to  facilitate  the  gathering  of  the  final  fig- 
ures. 

The  term  exposures,  rather  than  bites,  is 
used  throughout  this  study.  Often  a per- 
son is  scratched  or  has  an  open  wound  on  his 
body  which  is  subject  to  infection.  Subse- 
quent death  of  the  animal  raises  the  possi- 
bility of  rabies  and  the  need  of  antirabies 
treatment  for  the  exposed  person  or  persons. 

The  Omaha-Douglas  County  Health  De- 
partment, which  covers  the  largest  metro- 
politan area  in  the  State,  does  have  com- 
pulsory reporting  of  animal  bites.  A com- 
parison of  the  reported  dog  exposures  in  the 
Omaha  area  with  the  number  of  specimens 
sent  to  the  State  Health  Department  Lab- 
oratory for  rabies  examinations  from  the 
same  area  reveal  that,  although  dogs  are 
responsible  for  77  per  cent  of  exposures  re- 
ported to  the  Omaha-Douglas  County  Health 
Department,  they  represent  only  21  per  cent 
of  the  specimens  sent  to  the  laboratory  from 
that  area  (table  1).  Cats,  on  the  other 
hand,  are  responsible  for  16  per  cent  of  the 
reported  exposures  in  the  same  area  but  rep- 
resent 30  per  cent  of  the  total  specimens  re- 
ceived by  the  laboratoiy  from  that  area. 
The  reason  for  this  discrepancy  was  not 
brought  out  in  this  survey,  but  it  would  ap- 
pear that  cats  are  less  likely  than  dogs  to 
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bite  or  scratch  when  they  are  physically 
healthy. 


TABLE  1 

TOTAL  EEPORTED  BITES  IX  OMAHA- 
DOUGLAS  COUNTY,  NEBRASKA, 

IN  1959 


Species 

Repol'ted 

Bites 

Per  Cent 

Dog- 

564 

77 

Cat 

117 

16 

Squirrel 

8 

1 

Mou.se/rat 

13 

2 

Other  domestic 

animal 19 

3 

Other  sylvatic  animal 9 1 


A compilation  of  exposures  by  month  of 
the  year  indicates  a higher  number  of  ex- 
posures in  the  summer  months  of  June,  July, 
and  August.  This  is  probably  due  to  the 
greater  amount  of  outdoor  activity  by  man, 
animal,  or  both  during  the  summer  months 
and  the  wearing  of  lighter  clothing  than  is 
worn  during  the  colder  months  of  the  year. 

Table  2 indicates  that  males  are  exposed 
to  animals  almost  twice  as  often  as  females. 
The  only  significant  departures  from  this 


trend  are  in  children  under  5 years  and  in 
the  25-year-and-over  group  exposed  to  cats. 
It  would  appear  from  this  that  women  are 
more  likely  than  men  to  prefer  cats  as  pets. 

Table  2 also  shows  more  than  half  (57%) 
of  the  reported  exposures  occurring  in  per- 
sons under  15  years  of  age.  The  high  inci- 
dence of  bites  and  scratches  in  those  persons 
under  10  years  of  age  should  cause  parents 
to  give  serious  consideration  to  their  choice 
of  pets  for  their  younger  children.  Children 
of  the  younger  ages  are  mort  apt  to  be  care- 
less or  fearless  in  their  handling  of  pets.  A 
mature  cat  or  dog  of  a known  mild  tempera- 
ment would  be  better  suited  as  a pet  for 
younger  children.  Herein  lies  a fertile  field 
for  those  persons  conducting  household  safe- 
ty campaigns. 

Table  3 further  indicates  the  need  for  in- 
telligent handling  of  pets,  as  63  per  cent 
of  the  animal  exposures  resulted  while 
playing  with  or  petting  animals.  The  11  per 
cent  exposed  while  handling  sick  or  injured 
animals  are  those  persons  exposed  while  at- 
tempting to  medicate  animals  or  administer 
first  aid  to  injured  animals.  It  does  not  in- 
clude persons  othenvise  exposed  to  ill  or 
injured  animals. 


TABLE  2 

AGE  AND  SEX  OF  PERSONS  EXPOSED  TO  ANIMALS  BY 
SPECIES  — NEBRASKA  — 1959 


Age  and/or 


Age  Group 

0- 

t 

5- 

9 

10-14 

15-19 

20-24 

25/  Over 

Sex  Unknown 

TOTALS 

Species  / Sex 

M 

F 

M 

F 

M 

F 

M 

F 

M 

F 

M 

F 

M 

F 

Unk. 

M 

F 

Unk. 

% 

Dog 

14 

16 

12 

9 

4 

3 

2 

5 

2 

31 

16 

5 

_ 

3 

70 

49 

3 

20 

Cat 

34 

18 

34 

24 

15  11 

8 

3 

3 

2 

38 

34 

_ 

_ 

18 

132 

92 

18 

40 

Squirrel 

3 

2 

13 

4 

15 

2 

7 

1 

2 

1 

8 

0 

_ 

_ 

1 

48 

10 

1 

10 

Mouse  or  rat 

_ 8 

5 

13 

3 

13 

3 

4 

1 

5 

_ 

6 

o 

1 

1 

2 

50 

16 

2 

11 

Other  domestic 
animal 

5 

3 

4 

5 

5 

3 

2 

1 

12 

8 

1 

2 

27 

22 

2 

8 

Other  sylvatic 
animal 

1 

6 

15 

3 

12  2 

5 

1 

1 

11 

5 

1 

1 

1 

45 

19 

1 

11 

Totals 

65 

50 

91 

48 

64  24 

26 

13 

13 

4 

106 

66 

7 

3 

27 

372 

208 

27 

100 

Per  Cent 

- 19% 

23 

% 

15% 

6% 

3% 

28% 

6% 

61% 

34% 

5% 

TABLE  3 


SEX  AND  ACTIVITY  OF  EXPOSED  PERSON  BY  SPECIES 


-Activity 

Feeding 

Playing  or 
Petting 

Handling 
Sick  or 

Injured  Animal 

Unprovoked 
or  Stranger 
on  Premises 

Not  Given 
and 

Other  Activity 

Species /Sex 

M 

F U 

M 

F 

U 

M 

F U 

M 

F U 

M 

F U 

Dog 

3 

5 

26 

22 

1 

18 

10  _ 

_ 

_ 18 

5 

2 2 

Cat  _ 

9 

7 _ 

96 

62 

4 

10 

_ _ 

4 

4 _ 

3 

4 14 

Squirrel  

_ 

_ _ 

S3 

6 

_ 

8 

1 

2 

2 . 

2 

_ 1 

Rat  or  mouse 

1 

1 

31 

6 

1 

5 

1 

13 

7 

1 1 

Other  domestic  animal 

8 

7 

9 

13 

5 

1 

_ 

— — 

2 

2 

Other  sylvatic  animal 

Per  Cent 

3 

2 _ 
8% 

30 

11 

63% 

- 

3 

1 

11% 

3 

4 _ 

10% 

4 

_ 1 
8% 
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TABLE  4 


HISTORY  OF  OWNERSHIP  AND  HEALTH  STATUS  OF  ANIMALS 
IN  WHICH  HEADS  WERE  SENT  TO  NEBRASKA  STATE 
HEALTH  DEPARTMENT  LABORATORY  FOR 
FOR  RABIES  EXAMINATION  IN  1959 


OWNERSHIP  OP  ANIMAL 


Health  Status  of 
Animal  at  Time  of 
Human  Exposure 

Family 

Pet 

other 

Families’ 

Pet 

stray 

Domestic  Sylvatic 
Animal  Confined 

Sylvatic 

Non- 

Confined 

Total 

% 

UnknovTi  _ . 

17 

2 

49 

4 3 

99 

174 

29 

Healthy 

65 

28 

28 

30  4 

36 

191 

32 

Injured/Ill 

- _ 128 

13 

26 

21  1 

50 

239 

39 

Total 

. 210 

43 

103 

55  8 

185 

604 

100 

Per  Cent 

35% 

7% 

17% 

9%  1% 

31% 

Another  facet  of  the  study  indicated  that 
the  animal  was  ill  or  injured  in  39  per  cent 
of  the  exposures  (table  4).  This  percentage 
is  no  doubt  high  as  compared  to  all  animal 
bites,  as  the  ill  or  injured  animal  is  more 
likely  to  die  in  a short  period  of  time  and 
the  animal’s  brain  be  sent  to  the  laboratory 
for  rabies  examination. 

Also  shown  by  table  4 is  the  fact  that 
one  third  of  the  recorded  exposures  were  due 
to  pets  of  the  immediate  family  or  house- 
hold. Almost  another  third  of  the  bites  were 
caused  by  sylvatic  animals.  A large  propor- 
tion of  the  latter  are  due  to  boys  (5-19  years 
old)  handling,  catching,  or  attempting  to 
kill  squirrels  and  rats.  They  fail  to  realize 
that  the  only  defense  of  most  animals  is  to 
run  or  to  bite.  When  cornered,  caught,  or 
injured,  the  animal  has  only  one  method  of 
defense  left  — biting. 

In  a study  of  the  rabies  immunization 
status  of  the  cases  submitted  to  the  State 
laboratory,  it  was  found  that  only  15  per 
cent  of  the  dogs  and  2 per  cent  of  the  cats 
had  been  previously  immunized  for  rabies. 
The  State  Health  Department  Laboratory 
reported  38  cases  of  rabid  animals  during 


1959.  This  was  in  addition  to  those  cases 
reported  by  the  Department  of  Animal  Path- 
ology, University  of  Nebraska,  which  ex- 
amines those  cases  with  no  human  expo- 
sure. 

This  study  would  tend  to  show  that  the 
animal  exposure  problem  is  far  greater  than 
is  generally  known.  The  study  indicates  a 
need  for  education  of  children  in  the  intelli- 
gent handling  of  pets.  Situations  wherein 
a high  risk  of  exposure  is  involved  are  to 
be  avoided,  if  at  all  possible,  or  handled  in 
such  a way  as  to  minimize  the  risk.  There 
is  also  the  need  for  greater  caution  in  ■'the 
handling  of  sick  or  injured  pets  and  the 
handling  of  sylvatic  animals. 
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“At  the  same  time,  the  medical  profession  has  gradually,  but 
progressively,  come  to  regard  all  surgeiy  as  being  ‘major’  and  to 
deciy  the  classification  of  ‘intermediate’  and  ‘minor’  surgeiy.  This 
is  as  it  should  be,  for  a surgeon  should  be  able  to  cope  with  what- 
ever he  encounters,  or  he  should  not  operate.  The  welfare  and 
safety  of  the  patient  can  tolerate  no  lesser  attitude.”  (Bulletin  of 
the  ACS,  Nov.-Dee.,  1960). 
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Pulmonary  Cryptococcosis* 


Cryptococcosis  (torulosis, 

European  blastomycosis)  has 
in  the  past  been  considered  a 
rare  disease,  usually  terminating  in  highly 
fatal  meningitis.  To  1955,  about  300  cases 
had  been  reported  in  the  world  literature. 
In  the  past  few  years,  however,  with  re- 
newed interest  in  the  fungous  diseases  and 
improved  methods  of  diagnosis,  more  cases 
have  been  uncovered.  Many  of  these  have 
not  been  advanced  or  disseminated;  but,  in- 
stead, the  disease  process  appeared  confined 
to  the  lung.  Because  we  have  encountered 
several  cases  of  cryptococcosis,  we  feel  that 
this  disease,  especially  the  pulmonaiy  form, 
is  more  common  than  previously  thought. 

The  causative  organism  is  Cryptococcus 
neof Ormans,  a soil  saprophyte  of  worldwide 
distribution.  INIicroscopically,  it  is  a round 
to  oval  fungus,  5-15  microns  in  diameter, 
w i t h a gelatinous  capsule.  It  generallj^ 
grows  well  on  Sabaraud’s  and  other  labora- 
tory media.  Pathogenicity  for  man  can  be 
determined  by  intraperitoneal  innoculation 
of  mice.  There  is  no  evidence  for  man-to- 
man transmission  of  this  disease. 

In  man,  the  portal  of  entry  is  probably 
the  respiratory  tract  in  the  vast  majority  of 
cases.  The  initial  infectious  focus  is  thought 
to  be  in  the  lung,  usually  lower  or  middle 
lobes.  The  pulmonary  lesion  may  remain 
subclinical  or  produce  sjTnptoms  of  varying 
length  and  severity.  This  focus  may  pass 
unnoticed,  as  it  probably  does  in  many  cases, 
and  heal  iDy  fibrosis.  On  the  other  hand,  it 
may  spread  within  the  lung  itself  producing 
infection  of  a chronic,  slowly  progressive 
nature.  Extrapulmonary  dissemination  may 
occur,  usually  to  the  central  nervous  system, 
but  bone,  skin,  and  abdominal  organs,  par- 
ticularly the  adrenals,  may  be  involved. 
There  is  no  apparent  correlation  between 
the  size  and  extent  of  the  pulmonary  lesion 
and  the  tendency  for  distant  spread.  Even 
in  cases  of  terminal  meningitis  the  pulmon- 
ary focus  may  remain  minimal,  — so  small 
that  it  maj’’  even  be  ignored  or  overlooked. 

A common  predisposing  factor  is  lym- 
phoma. Between  20  and  30  per  cent  of  all 
cryptococcosis  cases  have  coexisted  with 
lymphoma.  Other  diseases  are  occasionally 
associated  — sarcoid,  advanced  carcinoma. 
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tuberculosis,  and  rheumatic  heart  disease. 
In  these  instances,  ciyptococcosis  is  thought 
to  be  a secondary  infection.  Possibly  exten- 
sive therapies  with  steroids  or  chemothera- 
peutic agents  are  predisposing  factors.  Still, 
many  cases  occur  in  patients  in  otherwise 
good  health. 

Of  those  patients  presenting  with  infec- 
tion of  the  central  neiwous  system  the  clin- 
ical picture  is  often  one  of  chronic  menin- 
gitis or  meningoencephalitis.  History  or 
findings  of  lymphoma  may  be  present.  An 
appropriate  smear  of  cerebrospinal  fluid 
generally  reveals  the  offending  organism. 
Central  neiwous  system  cryptococcosis  leads 
to  a fatal  termination,  often  within  a year, 
although  some  cases  survive  for  longer  pe- 
riods. 

In  pulmonaiy  cryptococcosis  without  dis- 
semination to  distant  organs  the  clinical 
features  may  be  variable.  Many  patients 
have  been  in  previous  good  health.  Com- 
plaints may  be  those  of  hemoptysis,  chest 
pain,  cough,  night  sweats,  or  chills  and  fe- 
ver, but  some  patients  have  no  sjTnptoms, 
the  lesion  being  discovered  in  routine  radio- 
gi-aphs  of  the  chest.  Sputum  studies  for 
fungi  are  not  always  rewarding,  and  skin 
testing  is  unreliable.  The  roentgen  features 
are  also  variable.  The  literature  describes 
(1)  dense  consolidations,  (2)  patchy  infil- 
trations, (3)  solitary  nodules  without  cal- 
cium, (4)  miliary  dissemination,  and  (5) 
cavities.  Cavities  are  said  to  be  rare,  al- 
though one  of  our  patients  had  one.  Since 
the  pulmonaiy  lesions  do  not  commonly  cal- 
cify, calcification  visible  in  the  radiograph 
is  thought  to  be  due  to  some  other  cause. 
Another  helpful  roentgen  sign  is  the  absence 
of  hilar  adenopathy  in  most  cases. 

In  the  past  five  years  we  have  had  the 

♦Read  before  Annual  Convention  Nebraska  State  Medical 
Association,  April  27,  1960. 
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opportunity  to  observe  nine  cases  of  cryp- 
tococcosis in  our  hospital  and  office  prac- 
tices. Three  patients  had  fatal  meningitis 
and  two  of  these  had  coexistent  lymphoma. 
The  other  six  patients  had  disease  apparent- 
ly confined  to  the  lung.  None  of  these  six 
had  lymphoma  or  other  generalized,  severe 
illness.  All  six  were  subjected  to  thoracot- 
omy and  are  alive  and  well  today  with  no 
evidence  of  active  disease.  Four  of  these 
cases  will  be  summarized  briefly. 

A 44-year-old  man  was  first  seen  in 
1958,  for  an  examination  of  the  chest  as 
part  of  a routine  physical  examination. 
Roentgen  study  of  the  chest  was  inter- 
preted as  negative.  One  year  later,  the 
patient  still  without  symptoms,  a small 
area  of  infiltration  was  present  in  the 
right  lower  lung  (figure  1).  This  per- 
sisted without  change  over  one  month’s 
time.  A thoracotomy  was  performed 
for  purposes  of  diagnosis,  and  because 
a malignant  neoplasm  could  not  be  ruled 
out.  Cryptococci  were  recovered  from 
the  resected  specimen.  The  patient  is 
well  as  this  time. 

Right  middle  lobe  atelectasis  was  dis- 
covered in  a young  adult  man  who  had 
experienced  mild  fleeting  chest  pain 
for  three  months  (figures  2 and  3).  An 
extensive  workup  for  tuberculosis  yield- 


ed no  organisms.  At  thoracotomy  two 
lymph  nodes  compressing  the  right  mid- 
dle lobe  bronchus  were  removed  with 
resulting  good  expansion  of  the  lobe. 
Cryptococci  were  found  in  the  resected 
specimen.  The  patient  is  well  at  this 
time,  three  years  and  eight  months 
later,  but  is  being  followed  closely  for 
signs  of  recurrence  or  dissemination. 

In  1952,  a small  solitary  nodule  was 
discovered  in  the  left  lower  lobe  in  a 
47-year-old  farmer  (figure  4).  The  re- 
sected specimen  was  called  a granuloma 
by  the  pathologist.  No  acid-fast  organ- 
isms were  recovered,  however,  and  no 
attempts  made  at  that  time  to  culture 
fungi.  Perhaps  this  nodule  was  due  to 
cryptococcosis  because  five  years  later 
an  atelectatic  right  middle  lobe  was  re- 
moved from  this  patient  and  cryptococci 
were  recovered. 

This  is  an  example  of  the  solitaiy  nodule 
in  the  lung  in  which  no  calcium  can  be 
demonstrated  by  X-ray  examination.  These 
are  resected  because  malignancy  cannot 
usually  be  excluded  short  of  surgery.  Many 
are,  of  course,  chronic  granulomas,  and  can 
be  due  either  to  tuberculosis  or  to  fungous 
infection.  In  these  cases,  smears  and  cul- 
tures for  fungi  should  always  be  attempted 
for  an  etiological  diagnosis.  Such  nodules, 


Figure  1.  Small  infiltrate  in  right  lower  lobe  due  to  cryptococcosis  in  asymp- 
tomatic 44-year-old  male. 
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Figures  2 and  3.  PA  and  lateral  chest  radiographs  showing  right  middle  lobe  atelectasis  due  to  cr>’ptococcosis. 


Figure  4.  Lateral  chest  roentgenogram  showing  solitaiy  nodule  in  left  lower 
lobe  5 years  before  etiological  diagnosis  of  cryptococcosis. 
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incidentally,  are  thought  to  be  among  the 
most  frequent  manifestations  of  pulmonary 
cryptococcosis. 

Another  young  adult  man  complained 
of  a mild,  nonproductive  cough.  A 
small  area  of  infiltration  was  present 
in  the  subapical  portion  of  the  right 
upper  lung,  seen  best  on  laminographic 
study  (figure  5).  The  initial  impres- 
sion was  tuberculosis,  but  numerous 
smears  and  cultures  at  three  hospitals 
failed  to  yield  acid-fast  organisms.  At 
operation,  a cavity  was  found  and  cryp- 
tococci were  obtained.  Although  the 
vast  majority  of  upper  lobe  cavitations 
are  due  to  acid-fast  infection,  fungous 
disease  should  be  considered  when  tu- 


bercle bacilli  cannot  be  found  after  re- 
peated attempts. 

The  diagnosis  of  pulmonary  cryptococcosis 
is  established  only  after  recovery  of  the 
fungous  from  infected  material.  This  re- 
quires smears  and,  usually,  cultures.  Be- 
cause the  organisms  often  are  not  found  in 
expectorated  sputum,  thoi’acotomy  may  be 
necessary.  The  diagnosis  in  all  six  of  these 
patients  was  established  only  after  thora- 
cotomy. At  the  same  time  diseased  portions 
of  lung  were  removed  in  five  patients,  al- 
though it  is  not  known  as  yet  whether  cures 
have  been  obtained.  While  these  patients 
have  done  well  to  the  present  time,  they  are 
followed  for  signs  of  recurrence.  It  is  pos- 
sible, of  course,  that  resection  in  pulmonaiy 


apical  portion  proved  to  be  cavitar>'. 
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cryptococcosis  prevents  future  spread  of  the 
disease  to  the  central  nervous  system  and 
elsewhere. 

Recently,  some  advanced  cases  have  been 
reported  as  improved  after  treatment  with 
Amphotericin  B.  Longer  observation  is 
necessary  before  its  true  effectiveness  is 
known. 

Summarizing,  then,  it  appears  that  cryp- 
tococcosis is  not  as  rare  as  once  thought.  In 
many  cases  the  disease  is  confined  to  the 
lung.  The  lung-focus  may  heal  and  go  un- 
noticed or  may  produce  symptomatic  pul- 
monary disease  or  even  dissemination  which, 
sooner  or  later,  is  fatal.  The  diagnosis  of 
pulmonary  cryptococcosis  should  be  consid- 
ered in  (1)  the  differential  diagnosis  of 
noncalcified  solitary  lung  nodules,  (2) 
chronic  lung  disease  where  tubercle  bacilli 
are  not  found,  and  (3)  when  pulmonary  dis- 
ease coexists  with  chronic  meningitis  or 
lymphoma.  The  diagnosis  is  established 
after  identification  of  the  fungous  on  smear 


and  culture.  It  is  possible  that  removal  of 
the  infected  lung  prevents  further  dissem- 
ination. 
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ECONO.MICS 

There  are  certain  truths  which  are  true  no  matter  how  much 
the  world  may  question  or  deny  them.  In  the  economic  realm,  for 
instance,  you  cannot  legislate  the  poor  into  freedonr  by  legislating 
the  rich  out  of  it.  You  cannot  multiply  wealth  by  dividing  it.  Gov- 
ernments cannot  give  to  people  what  they  do  not  first  take  away 
from  the  people.  And  that  which  one  marr  receives  without  working 
for  it,  another’  man  must  work  for  without  receiving  it.  And  rroth- 
ing  can  kill  the  initiative  of  the  people  quicker  than  for  half  to  get 
the  idea  they  need  trot  work  because  the  other  half  will  feed  them, 
arrd  for  the  other  half  to  get  the  idea  it  does  rro  good  to  work  since 
someone  else  will  receive  the  rewards  of  their  labors.  Closing  one’s 
eyes  to  these  facts  will  not  change  them  one  iota.  — (Kenneth 
W.  Sollitt,  Christian  Economics,  “Rotohaven.”) 
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ADRENAL  CORTICAL  FUNCTION  in 

Chronic  Pulmonary  Emphysema 


The  ability  of  the  human  organ- 
ism to  respond  to  stress  has 
been  related  to  the  state  of  the 
adrenal  cortex.  Hans  Selye  was  one  of  the 
early  workers  who  realized  the  importance 
of  the  adrenal  cortex  in  states  of  stress.  The 
general  adaptation  syndrome  was  used  by 
him  to  designate  the  sum  of  all  nonspecific 
systemic  reactions  of  the  body  which  follow 
long  continued  exposure  to  stress.^  During 
the  stage  of  resistance  seen  in  this  syn- 
drome, it  is  felt  that  resistance  to  one  stress 
is  gained  at  the  expense  of  the  organism’s 
ability  to  respond  to  other  stresses.^ 

Selye  believes  that  chronic  diseases  result 
from  stresses  of  long  duration.  He  has 
termed  them  diseases  of  adaptation.  How- 
ever, a chronic  disease  may  also  be  consid- 
ered a stress  of  prolonged  duration  rather 
than  the  end  result  of  stress.  It  is  possible 
that  under  constant  stress  present  in  chronic 
disease,  a gradual  fatiguing  or  exhaustion  of 
the  adrenal  cortex  occurs. 

In  normal  individuals,  acute  stresses 
cause  increased  secretion  of  adrenocortical 
steroids  as  measured  by  elevated  levels  of 
these  hormones  in  the  blood  and  urine.^-^ 

Findings  suggestive  of  decreased  adrenal 
function  are  often  seen  in  patients  with 
chronic  wasting  diseases.  There  may  be 
skin  pigmentation,  weakness,  low  blood  pres- 
sure, reduced  plasma  sodium,^-  ^ and  de- 
creased ability  to  excrete  a water  load.^-® 

Studies  on  blood  and  urine  levels  of 
adrenocortical  steroids  have  been  carried 
out  in  a number  of  chronic  diseases.  Forbes 
et  al.^  demonstrated  that  the  urinary  17- 
ketosteroids  in  chronically  ill  or  debilitated 
patients  of  both  sexes  were  subnormal  and 
the  response  to  acute  stress  was  small  or 
absent.  Stimulation  with  ACTH  produced 
a slight  increase  in  the  17-ketosteroids  and 
corticoids  in  chronic  asthenia.'^  In  rheuma- 
toid arthritis,  urine  corticoid  levels  have 
been  found  to  be  low  by  some  investiga- 
tors,*-® and  normal  by  others.i®-ii  The  uri- 
nary 17-OH-corticosteroids  were  low  in  pul- 
monary tuberculosis  but  the  response  to 
ACTH  was  normal. 


.SABATINO  S.  Di  CENSO,  M.D. 
Attending  Staff,  Rancho  Los  Amigos  Hospital 
Downey,  California 


Patients  with  severe  chronic  pulmonary 
emphysema  also  exhibit  findings,  mentioned 
previously,  of  decreased  adrenal  function. 
Because  of  these  findings  of  hypofunction,  a 
study  was  undertaken  to  determine  adreno- 
cortical function  as  mea.sured  by  urinary  ex- 
cretion of  17-OH-corticosteroids  and  17- 
ketosteroids  before  and  after  ACTH  stimu- 
lation. 

Materials  and  Methods 

Selection  of  patients  — Ten  male  subjects 
with  chronic  pulmonary  emphysema  were 
chosen  in  whom  the  disease  was  severe 
enough  to  cause  marked  dyspnea  on  climb- 
ing one  flight  of  stairs.  Ages  ranged  from 
56  to  68  years.  Their  weights  were  between 
40  and  60  kilograms.  Ten  control  male  sub- 
jects were  selected  whose  ages  ranged  from 
47  to  66  years  and  who  weighed  between  40 
and  66  kilograms.  Only  males  were  used  in 
the  study  because  of  their  availability.  How- 
ever, in  normal  individuals  the  urinary  ex- 
cretion patterns  of  17-OH-corticosteroids 
and  17-ketosteroids  after  ACTH  stimulation 
are  essentially  the  same  in  both  sexes. 

Urine  collection  — Twenty  - four  hour 
urine  specimens  were  collected  on  4 consecu- 
tive days  from  7 a.m.  of  one  day  to  7 a.m. 
of  the  following  day.  The  urine  was  kept 
at  room  temperature  and  no  preservatives 
were  used.  Values  of  17-OH-corticosteroids 
and  17-ketosteroids  are  not  significantly 
changed  when  urine  is  stored  at  room  tem- 
perature.i*  Specimens  from  the  first  and 
second  day  were  used  to  establish  base  line 
levels.  Collections  from  the  third  and  fourth 
day  represented  the  urine  specimens  during 
which  time  the  adrenal  cortex  was  stimulat- 
ed with  ACTH. 

Method  of  adrenal  stimulation  — On  the 
third  and  fourth  days  of  the  study,  the  sub- 
jects were  given  25  I.U.  of  ACTH  intraven- 
ously in  500  ml.  of  physiologic  saline  solu- 
tion over  a 6 to  8 hour  period  of  time. 
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Urine  corticosteroid  determination — Both 
17-OH-corticosteroids  (Norjonberski  meth- 
od), and  17-ketosteroids  were  determined  on 
each  t^venty-four  hour  urine  specimen. 

Results 

The  results  of  the  urine  determinations  of 
adrenal  corticosteroid  excretion  in  the  em- 
physema and  control  subjects  are  listed  in 
table  1. 

17-OH-corticosteroids  — Base  line  values 
of  17-OH-corticosteroids  ranged  between  7.4 
mg.  and  14.2  mg.  per  24  hours  for  the  em- 
physema subjects  and  between  7.5  mg.  and 

24.2  mg.  per  24  hours  for  the  controls.  The 
arithmetic  mean  for  the  emphysema  group 
on  the  first  day  was  10.7  ± 1.7  mg.,  and 
10.5  ± 1.5  mg.  on  the  second  day.  The 
values  in  the  control  subjects  were  13.0  ± 

3.2  mg.  and  14.2  ± 4.1  mg.  per  24  hours  on 
the  first  and  second  day  respectively. 

The  response  to  ACTH  stimulation  was 
not  uniform  in  the  emphysema  patients. 
Eight  of  the  ten  patients  had  less  than  a 66 
per  cent  rise  above  the  base  line  levels  after 
stimulation  on  the  third  day.  The  remain- 
ing two  patients  had  rises  of  181  and  207 
per  cent  respectively.  On  the  fourth  day, 
all  had  a 260  per  cent  or  greater  rise  above 
resting  levels. 


With  ACTH  stimulation  all  control  sub- 
jects except  one  had  a 101  per  cent  or  great- 
er rise  on  day  three  and  a 180  per  cent  or 
more  increase  on  day  four.  One  subject  had 
a 39  per  cent  rise  above  the  base  line  on  the 
third  day  and  a 72  per  cent  increase  on  the 
fourth  day. 

17  - ketosteroids  — In  the  emphysema 
group,  the  values  ranged  from  5.0  mg.  and 
8.4  mg.  per  24  hours.  The  arithmetic  mean 
was  6.6  dz  1.0  mg.  on  the  first  day  and 

6.8  ±:  0.4  mg.  per  24  hours  on  the  second 
day.  The  control  values  ranged  from  6.8 
mg.  to  14.6  mg.  per  24  hours  with  the  arith- 
metic mean  for  these  subjects  being  9.8  ± 

1.9  mg.  and  8.9  ±1.4  mg.  per  24  hours  on 
day  one  and  two  respectively. 

Seven  of  the  ten  emphysema  patients  had 
a 26  per  cent  or  gi*eater  increase  above  rest- 
ing levels  after  ACTH  stimulation  on  day 
three.  On  the  fourth  day,  all  had  risen  88 
per  cent  or  more  above  the  base  line.  The 
arithmetic  mean  for  day  three  was  9.0  ±1.0 
mg.  per  24  hours  and  17.0  ± 3.1  mg.  per 
24  hours  on  day  four. 

There  was  a 24  per  cent  or  greater  rise 
above  base  line  levels  in  nine  of  the  ten  con- 
trol subjects  on  the  third  day.  On  the 
fourth  day,  seven  of  the  ten  had  values  95 


TABLE  1 


Urinary  Excretion  of  Adrenocortical  Steroids  in  Ten  Emphysema  and  Ten  Control  Subjects  Before 
ACTH  Stimulation  on  Day  One  and  Two,  and  After  Stimulation  on  Day  Three  and  Four 


Urinary  Adrenocortical  Steroids  (mg:./24 

hrs.i 

1 7 -ketosteroids 

17-OH-corcicosteroids 

Case 

Dav  Number 

Day  Number 

Series 

No. 

Age 

1 

2 

3 

4 

1 

2 

3 

4 

Emphysema 

1 

68 

8.3 

7.4 

10.8 

18.0 

14.2 

12.1 

38.0 

52.0 

2 

60 

7.0 

6.8 

8.0 

13.0 

12.8 

14.0 

12.0 

47.0 

3 

62 

5.0 

6.2 

11.3 

26.1 

10.2 

12.0 

16.4 

46.2 

4 

66 

5.0 

6.0 

8.1 

12.0 

8.0 

10.0 

13.0 

37.0 

5 

68 

6.1 

7.0 

6.8 

21.6 

7.4 

8.6 

12.6 

39.0 

6 

66 

6.6 

7.1 

9.0 

14.3 

10.8 

12.1 

16.0 

44.0 

7 

58 

8.4 

8.1 

10.2 

15.6 

12.0 

9.2 

32.5 

53.1 

8 

63 

5.7 

6.8 

9.0 

18.2 

11.2 

10.0 

16.2 

38.8 

9 

65 

6.3 

6.7 

9.1 

16.5 

10.9 

9.1 

12.8 

36.0 

10 

60 

7.3 

6.2 

8.1 

15.8 

8.0 

9.8 

14.8 

47.0 

Control 

1 

60 

6.8 

7.2 

8.9 

16.9 

7.5 

8.6 

25.0 

38.0 

2 

57 

9.2 

9.0 

13.1 

18.8 

13.2 

9.0 

40.0 

62.0 

3 

47 

8.0 

8.8 

14.5 

16.8 

18.0 

19.6 

59.0 

56.0 

4 

50 

11.0 

14.6 

14.0 

17.7 

22.2 

24.2 

32.0 

40.0 

5 

66 

9.9 

7.7 

16.2 

18.8 

14.0 

12.1 

30.1 

48.9 

6 

62 

10.2 

8.0 

15.4 

20.1 

13.8 

14.8 

36.7 

60.0 

7 

60 

13.0 

9.2 

16.0 

16.8 

10.2 

9.8 

20.1 

49.2 

8 

64 

8.2 

6.8 

13.2 

18.0 

10.7 

16.8 

38.0 

56.1 

9 

58 

7.1 

8.3 

9.8 

15.6 

9.6 

10.8 

29.8 

39.8 

10  __ 

48 

14.1 

10.1 

15.0 

17.8 

11.0 

16.1 

37.5 

57.0 
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per  cent  or  more  above  the  base  line.  The 
remaining  three  had  rises  of  38,  47,  and  51 
per  cent  respectively.  The  mean  value  for 
day  three  was  13.6  ±1.9  mg.  per  24  hours 
and  17.7  ± 1.1  mg.  per  24  hours  on  day  four. 

Discussion 

Resting  levels  of  17-OH-corticosteroids 
obtained  from  the  averages  of  day  one  and 
two  were  10.6  ± 1.6  mg.  per  24  hours  in  the 
emphysem.a  group.  This  value  falls  in  the 
low  normal  range.  It  was  lower  than  in  the 
control  subjects  whose  mean  value  for  day 
one  and  two  was  13.6  ± 3.7  mg.  per  24 
hours.  These  low  normal  resting  levels  in 
chronic  pulmonary  emphysema  agree  with 
the  findings  of  similar  low  values  in  other 
chronic  wasting  diseases.'^ 

A significant  difference  is  seen  between 
the  response  of  the  two  groups  on  the  first 
day  of  ACTH  stimulation  when  the  17-OH- 
corticosteroids  are  used  as  an  index  of 
adrenal  function.  This  is  shonm  in  a graph- 
ical form  in  figure  1.  The  arithmetic  mean 
for  the  emphysema  group  was  18.4  ± 6.8 
mg.  per  24  hours  as  compared  to  34.8  ± 6.7 
mg.  per  24  hours  in  the  control  subjects. 
Therefore,  the  mean  value  for  the  emphy- 
sema group  was  only  58.6  per  cent  of  the 
control  value. 


Birke  et  state  that  the  steroidogenic 
response  to  ACTH  stimulation  should  be  ex- 
pressed as  the  ratio  of  the  urinaiy  adreno- 
corticosteroid  output  after  stimulation  to 
the  basal  or  resting  output.  This  ratio  was 
found  to  exhibit  a highly  significant  correla- 
tion to  resting  values. 

When  the  results  of  this  study  are  com- 
pared with  the  normal  adrenocortical  re- 
sponse to  25  I.U.  of  ACTH  as  established  by 
Birke  et  eight  of  the  ten  controls  had 
24  hour  17-OH-corticosteroid  values  which 
were  within  normal  limits.  Normal  re- 
sponses were  found  in  only  two  of  the  ten 
emphysema  subjects.  The  remaining  eight 
emphysema  patients  had  values  which  were 
between  35.6  and  53.5  per  cent  of  expected 
normal. 

After  two  days  of  ACTH  stimulation  (day 
four  of  the  study),  mean  values  for  17-OH- 
corticosteroids  were  44.0  ± 5.1  mg.  per  24 
hours  in  the  emphysema  group  compared  to 
50.8  ± 7.5  mg.  in  the  controls.  Although 
the  mean  values  were  lower  for  the  emphy- 
sema subjects,  there  was  frequent  overlap- 
ping of  individual  values  between  the  two 
groups. 

One  may  summarize  by  stating  that  the 
base  line  output  values  of  urinary  17-OH- 
corticosteroids  in  the  emphysema  patients 
were  slightly  lower  than  in  the  controls  and 
that  more  time  was  necessary  to  obtain  an 
adequate  response  to  ACTH  stimulation. 

The  mean  resting  value  of  17-ketosteroids 
for  day  one  and  two  was  6.7  ± 0.7  mg.  per 
24  hours  in  the  emphysema  group  and  8.9 
± 1.7  mg.  for  the  controls.  These  values 
fall  within  the  normal  range  when  age  is 
taken  into  consideration.^^  After  ACTH 
stimulation  on  day  three,  the  mean  value 
for  the  emphysema  patients  was  9.0  ±1.0 
mg.  per  24  hours  and  13.6  ± 1.9  mg.  for  the 
controls.  However,  on  day  four  after  two 
days  of  stimulation,  there  was  very  little 
difference  between  the  two  groups  as  can  be 
seen  in  figure  2. 

In  general,  the  17-ketosteroid  excretion 
patterns  before  and  after  ACTH  stimulation 
in  the  emphysema  group  were  similar  to  the 
excretion  patterns  for  17-OH-corticosteroids. 
However,  the  differences  in  the  values  for 
17-ketosteroids  on  day  three  between  the 
emphysema  and  control  groups  were  not  as 
marked.  These  findings  of  less  noticeable 
differences  on  day  three  may  be  explained 
by  the  fact  that  measurement  of  urinary  17- 
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ketosteroids  do  not  provide  a sufficiently 
sensitive  test  for  assessment  of  adrenal  cor- 
tical function.!® 

The  evidence  in  this  study  indicates  that 
there  may  be  a delaj'ed  adrenal  response  to 
ACTH  stimulation  in  severe  chronic  pulmon- 
ary emphysema.  Whether  this  finding  is  pe- 
culiar to  emphysema  or  a general  finding  in 
any  chronic  wasting  disease  is  not  estab- 
lished by  this  study.  The  results  are  sig- 
nificant enough  to  warrant  a more  intensive 
investigation  both  in  emphysema  and  in  oth- 
er chronic  wasting  diseases. 

Summary 

A study  was  undertaken  to  determine 
adi-enal  function  in  severe  pulmonary  em- 
physema as  measured  by  urinary  excretion 
of  17-OH-corticosteroids  and  17-ketoster- 
oids  before  and  after  ACTH  stimulation. 
Twenty-four  hour  urine  specimens  were  col- 
lected on  four  consecutive  days.  Twenty- 
five  I.U.  of  ACTH  were  administered  intra- 
venously over  a six  to  eight  hour  period  on 
days  three  and  four. 

Ba.se  line  values  of  17-OH-corticosteroids 
and  17-ketosteroids  were  lower  in  the  em- 
physema subjects  than  in  the  controls.  Aft- 
er ACTH  stimulation  on  day  three,  the  out- 


put of  17-OH-corticosteroids  were  markedly 
lower  in  the  emphysema  group.  A similar 
but  less  marked  difference  was  present  for 
17-ketosteroids.  On  day  four,  mean  values 
for  both  17-OH-corticosteroids  and  17-ketos- 
teroids  were  lower  in  the  emphysema  sub- 
jects but  the  response  at  this  time  after  two 
days  of  stimulation  with  ACTH  could  be 
considered  normal. 

The  evidence  obtained  in  this  study  indi- 
cates that  a lag-phase  may  exist  in  the 
adrenocortical  response  to  ACTH  stimula- 
tion in  chronic  pulmonarj'  emphysema  pa- 
tients. Results  were  significant  enough  to 
warrant  further  investigation. 
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TRANS-TRACHEAL 

Bronchography 


An  improvement  on  a recently 
evolved  technique’^  to  reduce 
mechanical  difficulties  involved 
in  classical  bronchography  is  presented,  and 
suggestions  are  offered  for  its  utilization  in 
other  diagnostic  and  therapeutic  situations. 

With  this  technique,  a fonnerly  formid- 
able procedure  can  now  be  simply  and  easily 
performed  by  any  practitioner  of  medicine. 
To  anyone  who  has  performed,  or  attempted 
to  perform,  or  witnessed  conduct  of  the  pro- 
cedure known  as  bronchography  in  the  old 
fashioned  routine  manner,  this  article 
should  bring  a ray  of  hope  that  a more  wide- 
spread use  of  this  important  diagnostic  tool 
can  be  made. 

It  must  have  occurred  many  times  to  those 
who  perform  what  in  reality  should  be  a 
simple  diagnostic  procedure,  bronchography, 
that  there  must  be  a simpler  method  for 
both  physician  and  patient.  We  are  con- 
vinced that  there  are  many  occasions  which 
justify  use  of  diagnostic  bronchography 
where  the  procedure  is  sidestepped  because 
of  discomfort  to  the  patient  and  because  of 
the  time  consumed  by  the  doctor. 

It  is  most  distressing  to  have  a supposed- 
ly well  sedated,  tranquil,  labile  patient  sud- 
denly turn  into  a lacrymose,  hacking,  spit- 
ting, gagging  individual,  gasping  a diverse 
series  of  sounds,  each  distinctive  of  the  ana- 
tomical part  being  traversed  by  this  sticky, 
irritating  tube  snaking  past  the  upper  and, 
with  the  best  of  luck,  into  the  lower  respira- 
tory tract. 

Having  progressed  this  far,  there  is  then 
to  be  accomplished  the  introduction  of  the 
opaque  medium  for  definition  of  the  tracheo- 
bronchial tree.  This  is  done  ofttimes  to  a 
wildly  gesticulating,  pawing  patient  hoarsely 
protesting  the  tube  slithering  back  and  forth 
along  his  vocal  cords  while  the  doctor  help- 
fully utters  soothing  standard  expressions 
attempting  to  pacify.  His  voice  becomes  in- 
creasingly bitter  and  crescendos  to  wild 
peaks;  the  entire  pit  soon  is  gripped  with  a 
wild  cacophony  and  purposeless  movements 
which  would  do  credit  to  ancient  pagan 
ceremonials. 

Knowing  this  sequence  of  events,  very 
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few  of  us  would  submit,  and  we  are  sure 
many  are  loathe  to  encourage  patients  to 
submit  to  bronchography,  though  it  might 
furnish  important  information  to  supple- 
ment previous  data  (radiography  and  bron- 
choscopy), or  actually  define  a disease  pro- 
cess as  to  location,  extent,  and  type.  It  might 
even  aid  in  deciding  between  conservative 
therapy  and  surgical  treatment. 

Further,  at  the  present  time,  we  believe 
in  many  instances  bronchography  is  used 
after  bronchoscopy,  but  with  the  simplicity 
of  this  technique  it  is  our  belief  that  this 
procedure  could  well  localize  and  define 
areas  to  aid  bronchoscopists ; and  lastly,  in 
many  instances,  a preliminary  bronchogra- 
phy might  well  negate  the  need  for  bron- 
choscopy. ^ 

Indications  for  Bronchography- 

Bronchography  is  indicated  following  rou- 
tine radiography  of  the  chest  for  the  pur- 
pose of : 

1.  Diagnosing  obscure  shadows. 

2.  Delineating  lesions  obscure  because 
of  their  position,  that  is,  behind  the 
heart  or  subdiphragmatic. 

3.  Confirming  a suspected  bronchiec- 
tasis. 

4.  Localizing  the  extent  of  bronchiec- 
tasis. 

5.  Localizing  a pulmonary  abscess. 

6.  Demonstrating  a bronchopleural  fis- 
tula. 

7.  Revealing  the  extent  of  lung  tumors. 

8.  Determining  a bronchial  stenosis  in 
tuberculosis. 

9.  Demonstrating  occluded  bronchi. 

10.  Localizing  lesions  to  intensify  search 
at  bronchoscopy. 

Contraindications  for  Bronchography — 

Aside  from  a hypersensitivity  to  iodine 
there  are  none,  except  for  the  vague  possi- 
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bility  of  questionably  reactivating  pre-exist- 
ing tuberculosis. 

Difficulties  With  Older  Method — 

1.  Distressing  to  patient! 

2.  Time  consuming. 

3.  Economically  disturbing. 

Advantages  With  New  Method — 

1.  Extremely  minimal  distress,  similar 
to  venipucture,  even  without  premed- 
ication. 

2.  It  can  be  performed  by  anyone  al- 
though a tilt  table  should  be  avail- 
able. 

3.  The  patient  can  be  handled  complete- 
ly on  outpatient  basis,  thereby  lessen- 
ing expense. 

4.  The  time  is  approximately  15  min- 
utes from  the  start  to  the  last  film 
taken. 

Technique — 

1.  One  Tessalon  (Ciba)  perle  (100  mg.) 
is  administered  one  hour  before  the 
procedure.  Tessalon  acts  both  cen- 
trally in  the  medulla  and  peripheral- 
ly on  the  sensory  receptors  in  the 
bronchi,  successfully  suppressing  un- 
due coughing. 


2.  Xylocaine  (Astra),  a local  anesthetic 
with  miinimal  toxicity,  0.5  to  1.0  cc., 
is  infiltrated  in  the  skin  over  the 
cricothyroid  membrane  with  the  pa- 
tient in  a recumbent  40°  position  on 
the  table. 

3.  The  essence  of  our  modification  is 
the  use  of  a pre-inserted  plastic  can- 
nula in  a needle,  sterilized  and  pro- 
tected. (This  is  the  Desert  Intra- 
cath  from  C.  R.  Bard,  Inc.,  Summit, 
N.J.)  The  use  of  the  plastic  cannula 
is  very  simple.  The  needle  is  plunged 
into  the  anesthetized  area  piercing 
the  cricothyroid  membrane;  follow- 
ing the  directions  on  the  package,  the 
plastic,  intact  tube  is  advanced 
through  the  needle  into  the  trachea 
to  a suitable  distance;  then  the  end 
is  broken  off  inside  the  protecting 
envelope,  the  hub  detached  from  the 
needle,  and  the  tubing  pulled  from 
its  bag.  The  needle  is  then  with- 
drawn to  the  end  of  the  plastic  tube 
which  engages  it  and  lastly  the  sjt- 
inge  is  attached  to  the  needle  hub. 

The  above  needle  is  size  14  gauge; 
its  catheter  lumen  is  17  gauge.  All 
the  directions  are  on  each  package. 
The  price  is  a nominal  $2.00. 

4.  Two  cc.  more  of  xylocaine  is  then 
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administered  intratracheally  through 
the  catheter. 

5.  The  dye  (Dionisil),  a water  soluble 
propyliodone,  is  then  injected,  using 
approximately  20  cc.,  to  delineate 
either  the  right  or  left  bronchial  tree. 

6.  The  patient  is  positioned  as  shown  in 
figure  1 throughout  the  installation 
of  the  contrast  media.  The  photo- 
graph shows  the  right  bronchial  tree. 


Figure  2 


being  filled.  Also,  a photograph  of 
the  catheter  apparatus  is  included. 

7.  Fluoroscopy  is  used  to  monitor  fill- 
ing, and  standard  bucky  radiographs 
are  obtained ; that  is,  posterior-an- 
terior, lateral,  and  both  anterior 
oblique  views  either  erect  or  prone. 

A representative  radiograph,  figure  2, 
demonstrating  an  occlusion  of  the  left  apical 
posterior  bronchus  by  a tumor,  is  shown. 

This  procedure  is  as  simple  as  venipunc- 
ture. It  obviates  hospitalization  and  time 
consuming  methods.  It  provides  excellent 
radiographs  with  a minimum  of  expense  and 
distress.  We  are  hopeful  that  by  this  pre- 
sentation many  physicians  will  be  encour- 
aged to  use  this  method,  not  only  for  routine 
bronchography,  but  as  we  envision,  a meth- 
od for  the  simple  obtaining  of  washed  speci- 
mens from  the  bronchi  for  the  detection  of 
tumor  cells  without  necessity  of  broncho- 
scopy. We  also  foresee  the  use  of  this  meth- 
od for  the  installation  of  intratracheal  med- 
icaments to  loosen  secretions,  and  perhaps, 
even  combined  with  the  use  of  suction  to  re- 
move bronchial  plugs. 
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“Since  the  important  investigations  of  Dr.  Garrod  demonstrated 
the  presence  of  uric  acid  and  urate  of  soda  as  etiological  factors  in 
the  development  of  gout  in  its  various  fonns,  further  investigations 
have  added  no  new  essential  or  direct  causes,  but  have  consisted 
mainly  in  efforts  to  trace  the  origin  of  the  uric  acid  and  its  rela- 
tions to  the  processes  of  assimilation,  metamorphosis  and  excretion, 
on  the  one  hand;  and  its  modus  operandi  in  producing  the  active 
symptoms  of  the  disease,  on  the  other  . . .”  (Sajous:  Annual  of 
the  Universal  Medical  Sciences,  Issue  of  1888). 
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ORGANIZATION  SECTION  ^ 


Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 
April  8,  McCook,  St.  Catherine’s  Hospital 

April  22,  Ainsworth,  Elementary  Grade 
School 

May  6,  Ogallala,  Elks  Club 

]\Iay  20,  Lexington,  High  School  Building 

CLINICAL  REVIEWS  — Mayo  Clinic,  Ro- 
chester, Minnesota,  April  10-12,  1961. 

GIEL  MEMORIAL  EYE,  EAR  AND 
THROAT  HOSPITAL  — Roanake,  Vir- 
ginia, will  hold  its  Thirty-fourth  Annual 
Spring  Congress  in  Ophthalmology  and 
Allied  Specialties,  April  10  through  April 
15,  1961.  Write  E.  G.  Gill,  M.D.,  711 
South  Jefferson  Street,  Roanoke,  Va. 

TWELFTH  ANNUAL  VENEREAL  DIS- 
EASE SYMPOSIUM  — Sponsored  by 
American  Venereal  Disease  Association 
and  Public  Health  Seiwice,  April  13-14, 
1961 ; Hotel  New  Yorker,  New  York  City. 

ANNUAL  SESSION  OF  THE  NEBRASKA 
STATE  MEDICAL  ASSOCIATION  — 
May  1-4,  1961,  Sheraton-Fontenelle  Hotel, 
Omaha,  Nebraska. 

SOUTHWESTERN  SURGICAL  CON- 
GRESS — Park  Plaza  Hotel,  St.  Louis, 
Missouri,  April  10-13,  1961. 

Medicare  in  Operation 

When  a physician  renders  care  to  the  de- 
pendent child  or  spouse  of  a seiwice  member, 
it  would  help  to  expedite  the  processing  of 
his  claim  if  he  would  obtain  all  the  neces- 
sary information  required  on  the  top  por- 
tion of  the  Medicare  claim  foi*m,  items  1 
through  14,  on  the  patient’s  first  visit.  It 
would  also  be  to  his  advantage,  when  the 
seiwice  member  and  the  dependent  receiving 
care  are  residing  together  (see  items  4 and 
13)  to  remind  the  seiwice  member  that  a 
^Medicare  Permit  will  be  necessary  before  he 
can  submit  his  report  to  the  Medicare  office. 
If  the  care  rendered  is  for  a bonafide  acute 
emergency  case  and  stated  as  such  on  the 
claim  form,  a Medicare  Pennit  is  not  needed. 

NEW  U.  S.  SAVINGS  BONDS 
A Do-It-Yourself  Retirement  Plan 

Ask  any  five  people  what  they  consider 
the  major  advantages  of  saving  with  U.S. 


Savings  Bonds.  Four  of  them  will  tell  you 
“safety,”  “liquidity,”  “good  way  to  make  a 
down  pajunent  on  a home,”  or  “easy  way  to 
save  up  for  college.”  The  fifth  one  will 
mention  “retirement  income”  — which  may 
be  the  most  important,  and  least  understood, 
selling  point  for  today’s  Series  E and  H 
Bonds. 

Unless  you’ve  kept  up  to  date  on  the  va- 
rious recent  improvements  the  Treasuiy 
has  made  in  conditions  and  options,  chances 
are  you  aren’t  aware  of  the  fact  that  Sav- 
ings Bonds  are  an  ideal  instrument  for  cus- 
tom-made retirement  plans.  These  plans 
are  self-administering,  and  leave  intact  the 
original  investment  after  running  out  their 
cycle  of  27  years  and  9 months. 

The  new  features  of  Series  E and  H 
Bonds  which  make  them  so  well  suited  to 
this  purpose  are  as  follows: 

1.  New  high  rate  of  3-%.%  to  maturity 
(2^%  for  the  first  year  and  a half; 
then  4%  a year  to  maturity).  All  old 
E and  H Bonds  outstanding  as  of 
June  1,  1959,  have  received  a 1/2% 
interest  increase  for  their  remaining 
term  of  maturity. 

2.  New  E Bonds  mature  in  only  7 years, 
9 months,  then  have  a 10-year  exten- 
sion privilege. 

3.  E Bonds  having  a current  redemption 
value  of  $500  or  more  may  be  ex- 
changed at  any  time,  at  the  owner’s 
option,  for  income-paying  Series  H 
Bonds  — without  regard  to  purchase 
limit  that  year,  and  wthout  declara- 
tion of  accrued  interest  for  income  tax 
purposes  until  the  Series  H Bonds  are 
redeemed,  otheiwise  disposed  of,  or 
mature,  whichever  is  earliest. 

Here’s  how  this  new  plan  works.  You 
start  your  retirement  fund  by  buying  E 
Bonds.  Buy  at  a rate  fitted  to  the  way  your 
earnings  come  in,  whether  that’s  monthly, 
quarterly,  semi  - annually,  or  irregularly. 
Thanks  to  the  increased  rate,  you  can  have 
more  retirement  money  with  today’s  E 
Bonds. 

Then,  as  retirement  time  approaches, 
trade  your  E Bonds  for  H Bonds  which  pay 
interest  semi-annually  by  Treasury  check. 
You  can  put  all  of  your  E Bond  holdings 
(including  the  accumulated  interest  which 
would  have  been  immediately  subject  to  in- 
come tax  had  you  cashed  in  your  bonds 
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rather  than  exchanging  them)  into  your  H 
Bond  retirement  fund  . . . thus  deriving 
maximum  earning  power  from  your  savings. 
Tax  on  the  interest  subsequently  earned  on 
your  H Bonds  is,  of  course,  payable  year 
by  year;  but  the  major  tax  liability,  on  your 
E Bond  earnings,  is  deferred  for  the  life  of 
our  H Bonds. 

EXAMPLE: 

Suppose  you  started  now  to  buy  a 
$100  E Bond  (for  $75)  each  month,  and 
continued  that  schedule  for  17  years 
and  9 months  (when  your  first  bond 
reaches  end  of  first  extended-maturity 
period).  At  that  point  you’d  have  E 
Bonds  with  a cash  value  of  $22,348. 

Then,  you’d  trade  your  E Bonds  for 
H Bonds,  adding  enough  in  cash  to 
round  it  out  to  $22,500.  Of  this  total, 
$6,373  would  be  accrued  interest  — but 
under  the  exchange  privilege  you  would 
pay  no  taxes  on  it  at  the  time  of  trade. 
From  $22,500  in  H Bonds,  you’d  get 
Treasury  checks  for  $506.25  in  interest 
the  first  year;  $810.00  the  next;  then 
$900.00  a year  for  the  next  eight  years, 
to  maturity  — this  is  $75  a month,  the 
same  amount  you  originally  invested. 

And  at  the  end  of  that  time  your 
$22,500  investment  would  be  available 
for  whatever  use  you  wanted  to  make 
of  it  — as  indeed  it  had  been  all  along 
under  this  flexible  plan.  Tax  on  the 
accrued  E Bond  interest  would  then  fi- 
nally be  due,  but  your  post-retirement 
tax  rate  would  make  it  easier  to  handle. 

Here’s  how  the  plan  works  for  various 
monthly  investments : 


vantages  of  quick  liquidity,  a great  flexi- 
bility, a guaranteed  return,  and  protection 
against  loss.  And,  of  course,  there  are  no 
brokerage  fees,  no  management  expense,  and 
no  risk  of  market  fluctuations.  Your  prin- 
cipal and  interest  are  always  guaranteed. 

Finally,  there  is  the  advantage  of  being 
able  to  save  at  your  own  speed  — starting 
whenever  you  wish,  buying  bonds  in  any 
amount  as  often  as  you  wish.  For  people 
who  need  to  be  prodded  or  reminded,  of 
course,  this  may  seem  less  of  an  advantage. 
They  may  find  it  desirable  to  arrange  with 
their  banks  to  buy  bonds  for  them  each 
month  out  of  their  checking  accounts,  thus 
making  it  automatic.  Then  — always  as- 
suming you  don’t  overdraw  your  account  — 
you’ve  got  it  made. 

A.]\I.A.  to  Sponsor  Three  ^ledicolegal 
Conferences — 

The  American  Medical  Association  trill 
sponsor  three  regional  medicolegal  symposi- 
ums in  March  and  April. 

The  first  meeting  will  be  held  in  San 
Francisco  at  the  Mark  Hopkins  Hotel, 
March  10-11;  the  second  in  Louisville  at  the 
Kentucky  Hotel,  April  14-15,  and  the  thfrd 
in  New  York  City  at  the  Statler-Hilton  Ho- 
tel, April  28-29. 

Conducted  by  the  American  Medical  Asso-, 
ciation’s  Legal  and  Socio-Economic  Division, 
the  meeting  will  have  panel  discussions  on 
Res  Ipsa  Loquitur  in  Medical  Professional 
Liability  Cases,  Use  and  Misuse  of  Demon- 
strative Evidence  in  Personal  Injui*y  Cases, 
Expert  Medical  Testimony,  and  the  Status 
of  Physician- Attorney  Relations. 


Buy  an  E Bond 
each  month  for 
17  years  and 
9 months 

In  17  years, 
9 months 
your  213 
bonds  \vill 
be  worth 

Youi 

original 

investment 

Interest 
from 
E Bonds 

Exchange* 
your  E 
Bonds  into 
H Bonds 

Annual  H Bond 
Interest  last  8 years, 
1st  2 years, 
AND  YOUR 
PRINCIPAL  IS 
STILL  INTACT 

$ 18.75 

$ 5,587.00 

3 3,993.75 

$ 1,593.00 

3 6,000.00  3 

(Average) 

175.50  3 240.00 

37.50 

11,174.00 

7,987.50 

3,186.00 

11,500.00 

336.38  460.00 

75.00 

22,348.00 

15,975.00 

6,373.00 

22,500.00 

658.12  900.00 

150.00 

44,696.00 

31,950.00 

12,746.00 

45,000.00 

1,316.25  1,800.00 

(Table  assumes  3%% 
present  E-for-H  exchange 

interest  rate 
offer  will 

will  be  in  effect  for  27  years, 
continue). 

9 months,  and  that 

* — Adding  the 

necessary  cash  to 

bring  the  total 

amount  exchanged 

Up  to  next  multiple  of  $500. 

With  Uncle  Sam  guarding  your  funds,  this 
plan  is  made  to  order  for  professional  and 
self-employed  persons,  but  equally  practical 
for  salaried  workers  to  supplement  Social  Se- 
curity benefits.  It  combines  the  unique  ad- 


A half-day  session  will  be  devoted  to  de- 
velopments and  trends  in  judicial  proce- 
dures. Included  will  be  a consideration  of 
the  separation  of  the  questions  of  liability 
and  damages  in  the  trial  of  a case,  impartial 
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medical  testimony  projects,  developments  in 
pre-trial  hearings  and  discovery  procedures, 
and  the  “liability  without  fault”  approach  in 
all  personal  injury  litigation. 

Another  half-day  session  will  deal  with  a 
discussion  of  the  most  important  cases  in 
the  medicolegal  field  during  the  past  18 
months.  The  cases  will  not  only  be  discussed 
by  legal  experts  from  the  point  of  view  of 
the  plaintiff  and  the  defendant,  but  also  by 
physicians  as  to  the  medical  implications  of 
the  decisions  rendered. 

The  meetings  will  begin  with  registration 
at  12  noon  on  Friday,  which  in  each  case 
is  the  first  day  of  the  meeting.  The  Friday 
afternoon  and  the  full-day  program  on  Sat- 
urday will  both  be  concluded  at  4:30  p.m. 
The  Saturday  meeting  will  start  at  9 a.m. 

All  those  who  intend  to  attend  the  meet- 
ing are  asked  to  make  their  own  hotel  res- 
ervations. 

Registration  fee  for  the  conference  will  be 
$5  to  cover  the  cost  of  a luncheon  on  Satur- 
day and  a copy  of  the  proceedings.  Ad- 
vance registration  cards  may  be  obtained  by 
writing:  C.  Joseph  Stetler,  Director,  Legal 
and  Socio  - Economic  Division,  American 
Medical  Association,  535  North  Dearborn 
Street,  Chicago  10,  Illinois. 

PROCEEDINGS  OF 
BOARD  OF  COUNCILORS 

Nebraska  State  Medical  Association 

February  12,  1961 

The  annual  midwinter  meeting-  of  the  Board  of 
Councilors  was  held  at  the  Hotel  Comhusker,  Lin- 
coln, Nebraska,  Febi-uai-y  12,  1961.  The  meeting 
was  called  to  order  bv  the  Chairman,  Harold  Neu, 
M.D. 

Members  present  were  Drs.  Harold  Neu,  R.  E. 
Garlinghouse,  W.  W.  Waddell,  George  Salter,  R.  C. 
Reeder,  B.  N.  Greenbei’g,  H.  V.  Nuss,  R.  S.  Wy- 
coff,  O.  A.  Kostal,  R.  J.  Morgan;  Fritz  Teal,  Presi- 
dent; A.  J.  Offerman,  President-elect;  E.  E.  Koebbe, 
Immediate  Past  President.  Ex-officio  member  pres- 
ent was  J.  B.  Christensen,  Speaker,  House  of  Dele- 
gates; and  Ken  Neff,  Executive  Assistant. 

Others  present  were  Drs.  John  T.  McGreer,  C.  N. 
Sorensen,  A.  A.  Ashby,  M.  E.  Grier,  J.  M.  Wood- 
ward, K.  S.  J.  Hohlen,  E.  A.  Rogers,  Harold  S. 
Morgan,  J.  P.  Gilligan,  W.  C.  Kenner,  R.  F.  Sievers, 
Leroy  Lee,  D.  B.  Steenburg,  Warren  Bosley,  Theo. 
Peterson,  George  Johnson,  Peyton  Pratt,  J.  D.  Mc- 
Carthy, Carl  Potthoff,  J.  Han-y  Murphy  and  E.  B. 
Reed. 

Nominations  for  Chairman  were  called  for,  and 


Dr.  Harold  Neu  was  nominated.  Motion  was  made 
that  the  nominations  be  closed  and  the  unanimous 
ballot  be  cast  for  Dr.  Neu  as  Chairman.  The  mo- 
tion was  seconded  and  carried. 

Nominations  for  Secretary  were  then  called  for. 
Dr.  Teal  nominated  Dr.  Wycoff.  The  motion  -was 
made  and  seconded  that  the  nominations  be  closed 
and  the  unanimous  ballot  be  cast  for  Dr.  Wycoff 
as  Secretai-y.  Motion  carried. 

Motion  was  made  and  duly  seconded  that  the 
minutes  of  the  previous  meeting  be  adopted  as 
published.  Motion  earned. 

Motion  was  made  and  duly  seconded  that  the 
audit  be  accepted.  Motion  carried. 

The  report  of  the  Executive  Secretaiy  was  then 
considered.  Dr.  Teal  commented  briefly  on  Mal- 
practice Insurance,  after  which  the  motion  was 
made  and  duly  seconded  that  the  report  of  the 
Executive  Secretaiy  be  accepted.  Motion  carried. 

Motion  was  made  by  Dr.  Reeder  and  duly  sec- 
onded to  accept  the  report  of  the  Board  of  Ti-ust- 
ees.  Motion  can-ied. 

The  oral  report  of  Dr.  K.  S.  J.  Hohlen  was  held 
over  until  Dr.  Hohlen  could  be  present. 

The  report  of  the  Delegate,  A.M.A.,  Clinical 
Meeting  was  considered.  Dr.  McCarthy  asked  per- 
mission of  the  floor  and  discussed  the  .forthcom- 
ing increase  in  A.M.A.  dues.  Dr.  Garlinghouse 
moved  that  the  Council  approve  this  increase  of 
A.M.A.  dues,  and  recommended  that  the  House 
of  Delegates  draw  up  a proper  resolution  to  this 
effect.  The  motion  was  seconded  and  can-ied.  Dr. 
Offerman  then  moved  that  the  report  as  a whole 
be  accepted.  Motion  was  seconded  and  carried. 

Motion  was  made  and  duly  seconded  to  accept 
the  report  of  the  Delegate,  A.M.A.  Annual  Meet- 
ing as  published  in  N.S.M.J.  Motion  carried. 

Motion  was  made  by  Dr.  Offei-man  to  accept  the 
report  of  the  Delegate  to  the  North  Central  Medi- 
cal Conference.  This  motion  was  seconded,  and 
can-ied. 

The  report  of  the  Policy  Committee  was  next 
considered.  Dr.  Teal,  Chairman  of  this  committee, 
stated  that  he  would  like  to  add  something  to  this 
report.  At  the  September  22,  1960  meeting  of  the 
Policy  Committee,  the  following  action  was  taken; 
“Dr.  Offerman  said  that  Blue  Shield  has  been 
working  on  the  new  plans  since  September,  1959. 
He  continued  that  now  v.-ould  be  the  time  to 
change  over  and  to  incorporate  the  Relative  Value 
Study  of  the  Nebraska  State  Medical  Association. 
He  said  that  time  was  a factor.  He  said  he  was 
asking  committee  approval  of  rates  so  that  neces- 
saiy  changes  can  be  made  before  Januaiy  1,  1961. 
He  then  read  the  resolution  approved  by  the  House 
of  Delegates  of  the  Nebraska  State  Medical  Asso- 
ciation relative  to  the  Series  42-60-75  Blue  Shield 
Plans.  He  further  stated  that  new  Blue  Cross 
plans  would  be  ready  by  Januaiy  1,  1961.  He 
passed  copies  of  the  new  plans  to  the  members  and 
discussed  the  coverages.  Following  this  presenta- 
tion, Dr.  Koebbe  moved  that  the  ‘over  age  65,’ 
Revised  Standard,  Series  32-42-60-75  of  the  Blue 
Shield  contracts  be  approved.  The  motion  was  sec- 
onded and  carried.” 

The  motion  was  made  to  accept  the  report  of  the 
Policy  Committee  as  amended.  Motion  was  sec- 
onded, and  carried. 

Dr.  Theo.  Peterson  not  being  present,  the  re- 
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port  of  the  Nebraska  Traffic  Foundation  was  held 
over  until  Dr.  Peterson  arrived. 

Dr.  Offennan  made  the  motion  to  accept  the 
report  of  the  Editor.  Motion  seconded,  and  car- 
ried. 

A motion  was  made  by  Dr.  Teal  to  accept  the 
report  of  the  Committee  on  Aging.  The  motion 
was  seconded,  and  carried. 

Motion  was  made  by  Dr.  Teal  to  accept  the  re- 
port of  the  Committee  on  Blood  and  Blood  Prod- 
ucts. Motion  was  seconded,  and  carried. 

Dr.  Waddell  made  a motion  to  accept  the  report 
of  the  Cancer  Committee.  Motion  was  seconded, 
and  earned. 

Dr.  Teal  moved  that  the  report  of  the  Civil  De- 
fense & Disaster  Committee  be  accepted.  The  mo- 
tion was  seconded,  and  carried. 

Dr.  Theo.  Peterson,  now  being  present,  was  grant- 
ed pel-mission  of  the  floor.  He  explained  the  state 
and  national  organizations  for  Traffic  Safety.  Dr. 
Peterson  stated  that  in  the  past  year  or  so  the 
state  organization  had  been  inactive,  but  thought 
that  the  new  Govemor  of  Nebraska  would  be  co- 
operative, and  the  state  organization  would  again 
be  active,  and  would  be  affiliated  with  the  national 
organization.  Dr.  Peterson  explained  the  recom- 
mendation he  had  made  in  his  report  regarding 
financial  contribution  of  the  Nebraska  State  Medical 
Association  to  the  Nebraska  Traffic  Safety  Foun- 
dation for  membership  in  this  organization.  A mo- 
tion was  made  by  Dr.  Kostal  to  accept  the  report 
of  the  Nebraska  Traffic  Foundation.  Motion  was 
seconded,  and  carried.  A motion  was  also  made 
that  the  recommendation  made  by  Dr.  Peterson  for 
a financial  contribution,  be  referred  to  the  Board 
of  Ti-ustees.  Motion  was  seconded  and  carried. 

A motion  was  made  by  Dr.  Waddell  to  accept  the 
report  of  the  Constitution  and  By-Laws  Committee. 
Motion  was  seconded,  and  carried. 

There  was  no  report  on  the  Continuing  Commit- 
tee on  Medical  Practice.  Dr.  Sievers,  Chairman  of 
this  committee,  was  granted  peimission  of  the  floor. 
He  stated  that  to  his  knowledge,  no  meetings  of 
this  committee  were  held  in  the  past  year,  but  in  his 
opinion  this  committee  should  be  continued.  He 
stated  that  there  were  not  many  physicians  going 
into  general  practice,  and  he  felt  that  something 
should  be  done  to  change  the  trend.  Discussion 
followed  concerning  the  demand  for  general  prac- 
titioners. The  motion  was  made  and  seconded  to 
accept  Dr.  Sievers’  oral  report.  Motion  carried. 

A motion  was  made  by  Dr.  Nuss  to  accept  the 
i-eport  of  the  Diabetes  Committee.  The  motion  was 
seconded,  and  carried. 

The  report  of  the  Hospital  and  Professional  Re- 
lations Committee  was  considered.  Dr.  Offerman 
discussed  Blue  Cross-Blue  Shield’s  part  in  this  re- 
port. Dr.  Teal  made  a motion  to  accept  this  re- 
port. Motion  was  seconded,  and  carried. 

Motion  was  made  by  Dr.  Garlinghouse  to  ac- 
cept the  report  of  the  Industrial  Health  Committee. 
Motion  was  seconded,  and  cairied. 

Motion  was  made  by  Dr.  Koebbe  to  accept  the 
report  of  the  Insurance  Committee.  Motion  was 
seconded,  and  carried. 

The  report  of  the  Joint  Committee  for  the  Im- 
provement of  the  Care  of  the  Patient  was  con- 
sidered. Dr.  Kenner,  Chaii-man  of  this  committee, 
discussed  the  possibility  that  there  was  no  need  for 


this  committee,  but  added  that  he  would  be  glad 
to  continue  to  sei-ve  on  this  committee  if  needed. 
No  action  was  taken  on  this,  and  Dr.  Reeder  moved 
that  this  report  be  accepted.  Motion  was  seconded, 
and  carried. 

The  report  of  the  Maternal  and  Child  Health 
Committee  was  then  considered.  Dr.  Bosley,  Chair- 
man of  this  committee,  discussed  L.B.  326,  relating 
to  the  medical  studies  for  the  purpose  of  reducing 
morbidity  or  mortality.  Dr.  Bosley  said  that  hear- 
ing on  this  bill  will  be  Febi-uary  23rd.  He  stated 
that  he  had  asked  several  persons  to  attend  this 
hearing.  Dr.  Harold  S.  Morgan  was  granted  per- 
mission of  the  floor,  and  stated  that  an  amendment 
was  being  drafted  for  Section  4 of  this  bill  to  per- 
mit disclosure  of  this  infoi-mation  in  the  State 
Medical  Journal.  The  motion  was  made  by  Dr.  Teal 
to  accept  this  report.  Motion  was  seconded,  and 
carried. 

The  Advisory  to  M.C.H,  Committee  was  consid- 
ered. The  Councilors  felt  this  report  needed  no 
approval  as  this  committee  was  a House  of  Dele- 
gates committee. 

Dr.  Steenburg,  Chairman  of  the  Medical  Educa- 
tion Committee,  was  asked  if  he  had  any  fui-ther 
comments  on  his  report.  Dr.  Steenburg  stated 
that  he  had  no  additions  to  this  report.  Dr.  Wad- 
dell moved  that  this  report  be  accepted.  Motion 
was  seconded,  and  carried. 

The  report  of  the  Medical  Sei-vice  Committee  was 
defeiTed  until  Dr.  Reed  could  be  present. 

An  oral  renort  was  given  by  Dr.  Gilligan,  Chair- 
man of  the  Medicolegal  Advice  Committee.  A mo- 
tion was  made  by  Dr.  Teal  to  accept  this  rep6rt. 
Motion  was  seconded,  and  carried. 

Dr.  Harold  S.  Morgan.  Chairman  of  the  Planning 
Committee,  was  gi-anted  nei-mission  of  the  floor. 
Dr.  Morgan  said  he  did  not  think  it  was  vei-y  likely 
that  the  Mills-Kerr  Bill  would  be  implemented. 
He  discussed  L.B.  642,  relating  to  the  medical  as- 
sistance of  the  aged.  A motion  was  made  by  Dr. 
Gai-linghouse  that  the  Council  make  an  effort 
to  have  a speaker  from  the  A M. A.  for  the  House 
of  Delegates  meeting,  February  19,  regarding  the 
Kerr-Mills  Bill.  He  further  lecommended  that  if 
a speaker  could  not  be  secured,  the  House  of  Dele- 
gates should  work  out  a snecific  procedure  to  aid 
such  legislation.  This  motion  was  seconded,  and 
cairied. 

Dr.  Rogers  was  then  asked  to  comment  on  the 
Regulation  VIII,  Section  B,  Paragraph  4,  of  the 
Regulations  and  Standards  for  Hosnitals  and  Ma- 
ternity Homes  of  the  State  of  Nebraska.  Dr. 
Rogers  explained  the  process  of  implementation  of 
this  i-ule  when  made,  and  what  procedures  would 
be  necessai-y  to  revoke  this  regulation. 

Dr.  Neu  then  read  the  following  letter  from  the 
Nebraska  Association  of  Pathologists: 

January  30,  1961 

Merrill  Smith 

Executive  Secretaiy 

Nebraska  State  Medical  Association 

1315  ShaiTi  Building 

Lincoln,  Nebraska 

Dear  Mr.  Smith: 

At  the  January  meeting  of  the  Nebraska  Asso- 
ciation of  Pathologists,  the  matter  of  the  pending 
State  Health  Department  iniling  regarding  the  op- 
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eration  of  small  hospitals  was  discussed  in  so  far 
as  this  ruling  relates  to  the  requirement  that  all 
tissues  removed  at  surgeiy  be  submitted  to  a path- 
ologist. 

After  discussion,  the  following  resolution  was 
moved,  seconded,  and  passed  unanimously: 

The  Nebraska  Association  of  Pathologists  in- 
dorses the  principle  set  forth  in  the  State 
Health  Department  ruling  that  “any  tissue  re- 
moved during  s u r g e r y shall  be  submitted 
promptly  to  a pathologist  for  review  . . 

We  would  suggest  that  the  State  Department  of 
Health  mling  be  modified  as  follows: 

Tissues  removed  during  surgeiy  shall  be 
submitted  to  a pathologist  for  rertew  and  the 
pathologist’s  report  shall  be  made  part  of  the 
patient’s  hospital  record.  As  a guiding  prin- 
ciple, in  the  interest  of  economy,  the  guide  for 
tissue  examination  developed  by  the  Joint  Com- 
mission on  Accreditation  of  Hospitals  is  rec- 
ommended as  a means  of  determining  which 
tissues  may  be  subjected  to  gross  examination 
only.  In  those  hospitals  in  which  there  is  no 
resident  pathologist,  the  surgeon  shall  be  per- 
mitted to  select  the  tissues  for  gross  and  micro- 
scopic examination  in  accordance  with  the  Joint 
Commission  on  Accreditation  of  Hospitals 
guide. 

The  current  guide  is  appended. 

Sincerely  yours, 

D.  M.  FITCH,  M.D., 
Secretary-Treasurer. 

Dr.  Teal  made  a motion  that  the  Planning  Com- 
mittee have  a meeting  before  the  Annual  Session 
to  make  specific  recommendations  to  the  House  of 
Delegates  at  that  time  in  regard  to  this  matter. 
The  motion  was  seconded  and  carried.  A motion 
was  made  to  accept  the  report  of  the  Planning  Com- 
mittee. This  motion  was  seconded,  and  caiTied. 

Dr.  K.  S.  J.  Hohlen  gave  an  oral  report  on  the 
Council  on  Professional  Ethics.  A motion  was 
made  by  Dr.  Teal  that  the  “featherbedding”  and 
“exorbitant  charges”  refeiTed  to  by  Dr.  Hohlen,  be 
referred  to  the  Constitution  and  By-Laws  Commit- 
tee. This  motion  was  seconded,  and  carried. 

It  was  then  moved  and  duly  seconded  that  the 
oral  report  of  the  Council  on  Professional  Ethics 
be  accepted.  Motion  cari-ied. 

Dr.  George  Johnson,  Chainnan  of  the  Civil  De- 
fense & Disaster  Committee,  was  granted  peraiis- 
sion  of  the  floor.  Dr.  Johnson  stated  that  he  had 
several  points  to  bring  to  the  attention  of  the  Coun- 
cil. 

1.  There  should  be  some  definite  action  taken  by 
medical  societies  and  the  doctors  i-egarding  the  pos- 
sibility of  mass  casualties.  Dr.  Johnson  stated  that 
he  thought  that  once  a year  eveiy  hospital  in  the 
State  of  Nebraska  should  have  a meeting  which 
would  include  eveiy  member  of  the  hospital  staff. 
They  would  know  their  position  and  responsibility 
in  this  hospital  in  case  of  disaster. 

2.  Civil  Defense  is  no  longer  a voluntaiy  thing. 
Dr.  Johnson  said  that  he  felt  that  through  the  As- 
sociation, assistance  could  be  given  by  appropriating 
some  funds  for  secretarial  sei*\nce,  etc. 

3.  Representatives  of  the  Veterinaiy,  dental, 
phannaceutical  and  hospital  administrators  should 
be  included  in  this  group.  Dr.  Teal  moved  that 


the  Council  recommend  that  our  Association  wu-ite  to 
the  Executive  Secretaries  of  these  four  organiza- 
tions asking  if  they  will  act  as  a subcommittee 
of  the  Civil  Defense  and  Disaster  Committee  of  this 
Association.  This  motion  was  seconded,  and  car- 
ried. 

4.  Dr.  Johnson  stated  that  he  thought  that  each 
hospital  should  have  several  litters  available  for 
casualties  in  case  of  disaster. 

Dr.  Teal  moved  that  the  Council  accept  the  sup- 
plementaiy  report  of  Dr.  Johnson.  The  motion  was 
seconded,  and  earned. 

Dr.  E.  B.  Reed,  Chainnan  of  the  Medical  Sendee 
Committee,  gave  an  oral  report.  A motion  was 
made  by  Dr.  Teal  to  accept  this  oral  report.  The 
motion  was  seconded  and  carried. 

Dr.  Teal  urged  that  everyone  that  could,  should 
attend  the  hearing  on  the  osteopathic  bill.  Dr.  Teal 
then  read  the  following  resolution  which  was  pre- 
pared by  Mr.  M.  C.  Smith: 

WHEREAS,  the  Medical  Profession  in  Ne- 
braska, both  as  individuals  and  through  the 
official  organization,  The  Nebraska  State  Med- 
ical Association,  have  for  many  yeare  accepted 
and  assumed  the  great  obligation  and  respon- 
sibility of  providing  the  best  available  scientific 
medical  care  for  our  citizens,  and 

WHEREAS,  the  fulfillment  of  this  obliga- 
tion has  necessitated  a constant  upgrading  of 
standards  and  qualifications  of  medical  doctors 
through  the  approved  medical  schools  and  by 
continued  medical  education  by  the  county 
medical  societies,  circuit  courses,  state  medical 
meetings,  and  other  means,  with  the  result  that 
the  qualifications  and  standards  of  medical 
practice  of  the  medical  doctors  in  Nebraska 
ranks  with  the  veiy  best  of  any  of  the  states, 
and 

WHEREAS,  there  exists  certain  substandard 
groups  licensed  in  the  various  branches  of  the 
healing  arts  to  engage  in  limited  practices  for 
which  they  are  qualified  who  introduce  legis- 
lation in  almost  eveiy  session  of  the  legisla- 
ture to  pennit  them  to  practice  a liberalized 
system  of  healing,  equalling  the  practice  of 
medicine  and  surgery,  without  meeting  the 
proper  qualifications  for  such  practice,  and 

WHEREAS,  such  liberalization  would  lower 
the  standards  of  medical  care  in  Nebraska,  and 
thus  be  detrimental  to  the  best  interests  of  the 
people  of  Nebraska,  and 

WHEREAS,  it  is  a well  understood  fact 
that  unqualified  individuals  cannot  immediate- 
ly become  qualified  by  the  mere  passage  of  a 
law,  and  not  by  meeting  certain  specified  edu- 
cational requirements  as  is  required  by  all 
professions;  now 

THEREFORE  BE  IT  RESOLVED,  that  the 
medical  profession,  through  legally  composed 
bodies,  petition  the  Nebraska  Legislature  to 
cooperate  in  maintaining  the  present  high  stand- 
ards, and  to  resist  any  requests  for  liberaliza- 
tion of  medical  practice  or  any  change  in  the 
present  medical  practice  act  by  any  individuals 
or  groups  until  they  have  qualified  themselves 
in  a recognized  manner  for  such  practice,  and 

BE  IT  FURTHER  RESOLVED,  that  a copy 
of  this  resolution  be  sent  to  the  Governor  and 
Lieutenant  Govemor  of  Nebraska,  and  to  each 
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individual  member  of  the  1961  session  of  the 
Nebraska  Unicameral  Legislature. 

A motion  was  made  by  Dr.  Teal  to  accept  this 
resolution.  This  motion  was  seconded  and  earned. 

Dr.  Neu  announced  that  this  meeting  would  be 
adjourned,  and  reconvened  at  2:00  p.m. 

The  meeting  was  called  to  order  at  2:00  p.m., 
and  Dr.  Neu  made  the  following  announcements: 

1.  The  Board  of  Ti-ustees  would  meet  at  3:00  p.m. 

2.  The  Nebraska  Medical  Foundation,  Inc.,  would 
meet  immediately  after  the  Council  had  adjourned. 

Dr.  McCarthy  asked  for  pel-mission  of  the  floor. 
He  discussed  contributions  to  the  A.M.E.F.  Dr. 
McCarthy  said  he  thought  that  any  contribution 
should  be  made  through  the  State  Association, 
rather  than  directly  to  the  school  itself.  He  said 
that  Nebraska  would  make  a much  better  showing 
if  this  were  done. 

Dr.  Peyton  Pratt,  Chaii-man  of  the  Prepayment 
Medical  Care  Committee,  was  asked  if  there  were 
any  additions  to  make  to  his  report.  Dr.  Pratt  ex- 
pressed his  appreciation  for  the  excellent  coopera- 
tion of  Blue  Cross-Blue  Shield.  He  also  stated  that 
he  would  like  to  change  the  wording  of  his  report 
(Page  63,  item  2).  Delete  “preferred  rate,”  and 
use  “Experience  rating.”  Dr.  Pratt  also  discussed 
the  Mills-Kerr  Bill.  A motion  was  made  by  Dr. 
Koebbe  to  accept  this  report.  The  motion  was  sec- 
onded, and  carried. 

Dr.  Greenberg  was  then  granted  permission  of 
the  floor.  Dr.  Greenberg  proposed  that  a survey 
be  made  among  the  membership  regarding  the  ac- 
ceptance of  Social  Security  for  physicians.  Dr.  Mc- 
Carthy stated  that  he  thought  that  the  members 
should  first  be  acquainted  with  the  pros  and  cons 
of  Social  Security.  The  motion  was  then  made 
that  the  Nebraska  State  Medical  Association  pre- 
pare a brochure  on  the  pros  and  cons  of  Social  Se- 
curity for  the  medical  profession  to  be  sent  out 
with  the  proposed  survey.  This  motion  was  second- 
ed, and  carried. 

It  was  moved  and  duly  seconded  to  accept  the  re- 
port of  the  Psychiati-y  Committee.  Motion  carried. 

Dr.  Carl  Potthoff,  Chaii-man  of  the  Public  Health 
Committee,  was  asked  if  he  had  anything  to  add 
to  his  report.  Dr.  Potthoff  commented  briefly  on 
the  subjects  of  Fluoridation  and  Cancer  of  the 
Lungs.  A motion  was  made  by  Dr.  Waddell  to  ac- 
cept the  report  of  this  committee.  The  motion  was 
seconded,  and  carried. 

Dr.  Leroy  Lee,  Chaii-man  of  the  Public  Relations 
Committee,  was  asked  if  he  had  anything  to  add  to 
his  report.  Dr.  Lee  discussed  the  CBS  program 
of  Februai*y  2,  1961.  He  then  read  letters  which 
he  had  written  relative  to  this  program,  as  follows: 

Februai-y  7,  1961 

Mr.  Frank  Fogarty,  President 
Meredith  W.O.W.,  Inc. 

3509  Farnam  Street 
Omaha,  Nebraska 

Dear  Mr.  Fogarty: 

After  viewing  “CBS  Reports”  program  Thursday, 
Febniary  2,  1961,  “The  Business  of  Health,  Medi- 
cine, Money  and  Politics,”  I am  forced  to  the  opin- 
ion that  the  presentation  was  well  thought  out  by 
those  who  wish  to  socialize  our  Country.  The  pro- 
gram was  obviously  rigged  to  discredit  the  Medical 
profession  and  health  care  in  the  United  States. 


In  the  first  place  those  favoring  socialism  far 
outnumbered  the  individuals  presenting  the  cause 
of  private  enterprise.  Also,  those  favorable  to  so- 
cialism were  hand-picked  silver-tongued  orators  and 
those  representing  private  enterprise  were  obviously 
not  comparable  as  orators  and  showmen.  The  tim- 
ing and  cutoff,  when  attempts  were  made  to  estab- 
lish points  by  those  favorable  to  a private  enter- 
prise, were  such  that  even  a novice  could  tell  that 
the  program  was  rigged. 

I believe  you  and  others  in  the  broadcasting  in- 
dustry have  a great  moral  and  ethical  obligation 
to  the  American  people,  such  as  the  American  Med- 
ical Profession  has,  to  present  the  truth.  Also, 
should  the  day  come  when  medical  care  is  under 
complete  socialistic  governmental  control,  the  day 
will  not  be  far  away  when  freedom  of  speech  and 
freedom  of  the  communication  industries  will  also 
end. 

Sincerely, 

L.  W.  Lee,  M.D.,  Chaii-man 
Public  Relations  Committee 
Nebraska  State  Medical  Assn. 

Febi-uary  7,  1961 

Mr.  Leo  E.  Brown,  Director 
Communications  Division 
American  Medical  Association 
535  North  Dearbom  Street 
Chicago,  Illinois 

Dear  Mr.  Brown: 

You  have  no  doubt  had  many  comments  regarding 
the  unjust,  rigged,  unti-uthful  program  presented 
by  CBS  News  Correspondent  Howard  K.  Smith  over 
national  hookup  television  on  Febi-uary  2,  1961. 

The  cause  of  private  entei-prise  in  the  United 
States,  as  well  as  freedom  in  the  practice  of  medi- 
cine and  the  continued  improvement  in  medical;, 
care,  was  hit  a low  blow  by  this  presentation. 

The  silver-tongued  orators  of  the  socialistic 
forces  were  well  represented  and  were  given  evei-y 
technical  assistance  in  timing  to  make  their  respec- 
tive points.  Those  representing  the  A.M.A.  and 
private  enterprise  were  fundamentally  no  orators 
and  they  were  certainly  not  given  any  breaks  as  far 
as  the  technical  presentation  of  the  program  by 
CBS  was  concei-ned. 

I believe  that  henceforth  in  these  encounters  that 
the  A.M  A.  must  choose  representatives  who  can 
speak  on  their  feet  and  come  up  w-ith  some  of  the 
right  answers.  If  there  are  no  such  physicians  in 
our  large  organization  capable  of  making  an  effec- 
tive presentation,  let  us  get  representation  with 
our  legal  department.  Certainly  there  are  men  in 
that  profession  who  are  capable  of  making  a good 
presentation  to  the  public  and  who  are  also  inter- 
ested in  the  cause  of  freedom.  I might  suggest 
that  the  sei-vices  of  such  men  as  Mr.  E.  J.  Faulkner, 
Chairman  of  the  Health  Insurance  Council  of  the 
United  States;  Mr.  V.  J.  Skutt,  President  of  Mu- 
tual of  Omaha;  and  others  of  this  caliber,  be  utilized 
for  the  cause  of  preservation  of  private  entei-prise. 
Among  physicians  the  talents  of  Dr.  Arthur  Offer- 
man  and  Dr.  J.  D.  McCarthy  of  Omaha;  Dr.  Elmer 
Hess  of  Pennsylvania;  Dr.  Louis  Orr  of  Orlando, 
Florida;  and  Dr.  Walter  Judd,  our  Congressman, 
are  well  known  and  could  well  represent  the  doctor’s 
side  in  this  controversy. 

I believe  that  if  presentations  are  tape  recorded 
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that  the  A.M.A.  officials  should  reserve  the  right  of 
^•ie^ving  the  final  program  before  they  allow  the 
good  name  of  the  American  Medical  Association  to 
be  used  as  one  of  the  sponsors  of  any  program  such 
as  this. 

I do  not  believe  that  the  damage  done  by  the 
program  of  Februaiy  2,  1961,  can  ever  be  undone, 
but  let  us  tiy  to  do  something  about  it! 

Sincerely, 

L.  W.  Lee,  M.D.,  Chainnan 
Public  Relations  Committee 
Nebraska  State  Medical  Assn. 

Febnaaiy  10,  1961 

Mr.  V.  J.  Skutt,  President 
Mutual  of  Omaha 
33rd  and  Famam  Streets 
Omaha,  Nebraska 

Dear  Mr.  Skutt: 

My  call  to  you  on  Saturday,  Febimaiy  4,  1961, 
concerned  the  CBS  program  of  Thursday,  Febmaiy 
2,  1961,  presented  locally  over  W.O-W.-T.V.  I 
thank  you  for  requesting  Mr.  Paul  Schneider  to 
call  me  in  response  to  my  attempt  to  reach  you. 
I am  enclosing  copies  of  a letter  I sent  to  Mi'. 
Frank  Fogarty,  President  of  Meredith  W.O.W.,  Inc., 
and  another  to  Mr.  Leo  E.  Brown  of  the  A.M.A. 
The  contents  are  self-explainable. 

It  was  a disappointment  to  me  to  see  the  bad 
image  of  the  private  insurance  industiy  and  pri- 
vate medical  care  presented  in  this  program  Your 
company  in  particular  has  done  a wonderful  job 
in  the  financing  of  medical  care  the  voluntarj' 
way.  In  as  much  as  Mutual  of  Omaha  sponsors  a 
veiy  good  program  on  a national  hookup,  I hope 
that  you  will  be  able  to  exert  enough  pressure 
through  the  proper  channels  to  see  that  voluntaiy 
health  insurance  and  private  entei'prise  in  the  prac- 
tice of  medicine  be  given  a fair  break  in  publicity. 

Because  private  enterprise  in  the  medical  care 
of  the  people  of  the  United  States  is  right,  I do 
not  believe  that  either  the  insurance  industiy  or 
the  medical  profession  should  take  such  unjust  criti- 
cism without  rebuttal. 

Sincerely, 

L.  \V.  Lee,  M D.,  Chaii'man 
Public  Relations  Committee 
Nebraska  State  Medical  Assn. 

.A.  motion  was  made  by  Dr.  Teal  to  accept  the  re- 
port of  the  Public  Relations  Committee  with  the 
supplementaiy  report  of  Dr.  Lee.  Motion  was  sec- 
onded, and  earned. 

Dr.  Teal  made  the  following  recommendation: 
“The  Council  go  on  record  as  favoring  the  employ- 
ment by  the  American  Medical  Association  of  Pro- 
fessional Public  Relations  Consultants  on  a continu- 
ing basis.  The  motion  was  made  to  accept  this 
recommendation.  Motion  was  seconded,  and  carried. 

A motion  was  made  by  Dr.  Waddell  and  duly 
seconded  to  accept  the  report  of  the  Rural  Medical 
Seirfce  Committee.  Motion  can-ied. 

The  report  of  the  Tuberculosis  Committee  was 
considered.  Dr.  J.  Hany  Mui’phy,  Chaii'man  of 
this  Committee,  discussed  this  report.  It  was  then 
moved  and  duly  seconded  to  accept  this  report.  Mo- 
tion carried. 

Dr.  Offerman  was  given  pei'mission  of  the  floor. 


and  stated  that  there  should  be  a replacement  bj 
the  Board  of  Councilore,  on  the  Council  on  Pro- 
fessional Ethics  to  replace  Dr.  J.  R.  Kleyla.  The 
name  of  Dr.  Leo  Heywood  of  Omaha  was  submit- 
ted. There  being  no  other  nominations.  Dr.  Koebbe 
made  a motion  that  the  nominations  be  closed,  and 
Dr.  Heywood  be  elected  to  fill  the  unexpired  term 
of  Dr.  Kleyla.  The  motion  was  seconded,  and  car- 
ried. 

Dr.  Offerman  read  his  committee  appointments 
for  1961-1962.  The  motion  was  made  by  Dr.  Koebbe 
that  the  committee  appointments  as  read  by  Dr.  Of- 
feiTiian  be  accepted.  Motion  was  seconded,  and  car- 
ried. 

Dr.  Garlinghouse  moved  that  the  Council  accept 
the  report  of  the  UnifoiTn  Fee  Schedule  Committee. 
Dr.  Garlinghouse  further  recommended  that  the 
House  of  Delegates  approve  the  Relative  Value 
Study  as  compiled  in  final  proof.  This  motion  was 
seconded,  and  can-ied. 

Dr.  Koebbe  made  a motion  to  accept  the  report 
of  the  Veterans  Committee  with  the  exception  of 
the  last  paragraph  — The  American  Legion.  Dr. 
Koebbe  recommended  this  paragraph  be  deleted, 
and  that  the  remaining  portion  of  the  report  be 
accepted.  This  motion  was  seconded,  and  carried. 

Requests  for  Life  Membership  were  read  as  fol- 
lows: Dr.  R.  F.  Jester,  Sr.,  Kearney:  Dr.  O.  E. 

Liston,  Elmwood;  Dr.  R.  B.  Adams,  Lincoln;  Dr. 
Han’ey  L.  Clarke,  Jr.,  North  Platte;  Dr.  Lyman 
Cook,  Omaha;  Dr.  W.  H.  Hahn,  Omaha;  Dr.  Wayne 
M.  Hull,  St.  Petei-sburg,  Fla.  (Omaha-Douglas) ; A. 
C.  Pi-uner,  M.D , Omaha.  There  were  two  other 
requests  for  Life  Membership  for  which  no  ap- 
proval from  the  County  Society  had  been  received, 
as  follows;  Dr.  J.  Jay  Keegan,  Omaha;  and  Grant 
Reeder,  M.D.,  Fremont  (Dodge  Co.).  It  was  moved 
to  accept  these  Life  Memberehips  as  read,  and  also 
to  accent  the  requests  of  Dr.  Keegan  and  Dr.  Reed- 
er pending  the  proper  approval  of  their  respective 
Counrt'  Society.  The  motion  was  seconded,  and 
carried. 

It  was  then  brought  to  the  attention  of  the  Coun- 
cilors that  a replacement  would  have  to  be  selected 
for  Dr.  Hai-^'ey  Clarke,  North  Platte,  Councilor  of 
the  11th  District,  following  approval  of  his  request 
for  Life  Membership  by  the  House  of  Delegates, 
Febreaiy  19,  1961.  Dr.  Wycoff  nominated  Dr. 
Edward  Stevenson  of  North  Platte.  There  being  no 
other  nominations,  it  was  moved  that  the  nomina- 
tions be  closed  and  an  unanimous  ballot  be  cast 
for  Dr.  Stevenson  as  Councilor  of  the  11th  District. 
Dr.  Koebbe  seconded  the  motion,  and  the  motion 
cairied. 

Dr.  Offei-man  read  his  committee  appointments  to 
the  Public  Health  Committee  which  had  been  omit- 
ted. It  was  moved  to  accept  these  appointments  as 
read.  The  motion  was  seconded,  and  carried. 

A letter  was  read  from  Dr.  R.  E.  K'aas,  Secre- 
taiy  of  Madison  Six  County  Medical  Society,  re- 
questing: six  individual  county  medical  society  char- 
tei-s.  Following-  discussion.  Dr.  Salter  moved  that 
the  new  Constitution  and  other  material  be  sent 
back  to  the  Madison  Six  County  secretaiy  for  fur- 
ther consideration.  The  motion  was  seconded,  and 
carried. 

There  being  no  further  old  or  new  business  the 
meeting  was  adjoui-ned  at  4:00  p.m.  upon  motion. 
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I960  Annual  Audit  and 
Committee  Reports 
Nebraska  State  Medical  Association 

January  18,  1961 

Nebraska  State  Medical  Association 
Lincoln,  Nebraska 

We  have  examined  the  books  and  records  of  the 
Nebraska  State  Medical  Association  for  the  year 
1960,  and  submit  herewith  our  report.  Included  in 
the  report  are  the  following  exhibits  and  schedules: 

Exhibit  A — Analysis  of  Fund  Balances  — Year 
1960. 

Exhibit  B — Statement  of  Receipts  and  Disburse- 
ments— Year  1960. 

Schedule  B-1- — Statement  of  Receipts  and  Dis- 
bursements— Annual  Session — Year  1960. 

Schedule  B-2 — Comparison  of  General  Ex- 
pense with  Budget — Year  1960. 

Schedule  B-3 — Statement  of  Receipts  and 
Disbursements — Hall  of  Health,  Year 
1960. 

Exhibit  C — Statement  of  Investments — Year  1960. 

Schedule  C-1  — Statement  of  Investment 
Balances. 

Exhibit  D — Journal  Accounts  Receivable — Decem- 
ber 31,  1960. 

EXHIBIT  A 

Exhibit  A is  the  analysis  of  fund  balances.  Dur- 
ing the  year  1960  there  was  an  increase  in  the  bal- 
ances amounting  to  $8,079.17.  The  total  fund  bal- 
ance on  December  31,  1960  was  $100,926.74,  and 
was  represented  by  cash  on  hand  $31.25,  cash  in 
the  regular  account  at  the  National  Bank  of  Com- 
merce, Lincoln,  Nebraska,  of  $11,064.37,  cash  in  the 
investment  account  at  the  First  Trust  Company, 
Lincoln,  Nebraska  of  $339.90,  note  receivable  from 
Nebraska  Medical  Foundation  $5,000.00,  and  in- 
vestments of  $84,491.22. 

EXHIBIT  B 

The  details  of  the  changes  in  the  operating  fund 
cash  balance  are  shown  in  Exhibit  B.  In  this  state- 
ment the  income  and  expenses  have  been  divided 
into  three  classifications.  Under  the  heading  of 
General  Income,  the  principal  items  are  membership 
dues  of  $41,370.00,  interest  collected  of  $464  65, 
Trust  Account  income  of  $2,295.57,  and  income  from 
the  annual  session  of  $5,650.50.  The  chief  items  of 
income  for  the  Journal  during  the  year  were  ad- 
vertising in  the  amount  of  $44,295.66  and  subscrip- 
tions of  $410.30. 

Other  receipts  include  cash  received  for  the  Amer- 
ican Medical  Association  dues  of  $28,900.00,  which 
was  remitted  to  that  Association  as  shown  under 
Other  Disbursements  in  this  statement.  United 
States  Savings  Bonds  in  the  amount  of  $2,500.00 
matured  during  the  year  and  were  cashed. 

The  disbursements  of  the  Association  are  divided 
into  the  same  classifications  as  the  receipts.  The 
total  amount  of  general  disbursements  was  $44,- 
595.21.  A comparison  of  these  items  with  the 
budget  items  approved  for  1960  is  shown  in  Sched- 
ule B-2.  Journal  expenses  for  the  year  totaled  $46,- 
428.68  and  other  disbursements  were  $32,491.10. 


This  amount  included  American  Medical  Association 
dues  of  $28,900.00,  the  purchase  of  United  States 
Savings  Bonds,  Series  H,  at  an  issue  price  of  $2,- 
500.00,  and  the  purchase  of  a postage  meter  mail- 
ing machine  at  a cost  of  $1,091.10.  The  total  dis- 
bursements during  the  year  were  $123,464.99.  The 
excess  of  receipts  over  disbursements  for  1960  op- 
erations amounted  to  $2,719.65. 

EXHIBIT  C 

The  changes  that  occurred  in  the  Investment  Ac- 
count during  the  year  are  showm  in  Exhibit  C.  The 
total  amount  in  the  investments  at  the  beginning 
of  the  year  was  $84,131.70.  The  net  increase  in 
United  States  Government  Bonds  held  by  the  As- 
sociation was  $104  10.  Increase  in  savings  ac- 
counts consisted  of  1960  income  credited  to  prin- 
cipal and  amounted  to  $255.42.  The  total  of  the 
increases  in  investments  was  $359.52  and  the  total 
amount  of  the  investments  at  December  31,  1960 
was  $84,491. 22.  A detailed  list  of  the  investments 
at  the  beginning  and  close  of  the  year  is  shown  in 
Schedule  C-1. 

EXHIBIT  D 

Exhibit  D is  a list  of  the  Journal  accounts  receiv- 
able. Our  examination  of  the  accounts  receivable 
record  indicated  that  these  accounts  are  amounts 
receivable  for  advertising  during  the  months  of 
November  and  December,  1960.  This  record  also 
indicated  that  these  accounts  are  being  paid  cur- 
rently. As  the  Association  operates  on  the  cash  basis, 
these  items  are  not  taken  into  income  until  cash 
is  received.  We  did  not  confirm  the  balances  of 
these  accounts  by  independent  correspondence. 

SCOPE  OF  EXAMINATION  AND 
GENERAL  COMMENTS 

Receipts  for  the  year  were  traced  through  the 
books  and  into  the  bank  account.  In  addition,  tests 
were  made  of  letters  of  transmittal  tracing  the 
items  to  the  individual  members’  accounts.  An  in- 
spection of  the  members’  cards  in  connection  with 
our  examination  of  the  receipts  indicated  that  all 
cards  issued  to  members  during  the  year  were  ac- 
counted for  on  the  books  of  the  Association.  The 
records  also  indicate  that  during  the  year  1960  cards 
were  issued  to  92  life  members,  for  which  no  dues 
were  collected. 

Cancelled  checks  for  the  year  were  inspected  and 
compared  to  the  items  in  the  check  register.  In- 
voices and  creditors’  statements  were  examined  cov- 
ering a selected  portion  of  the  disbursements.  Min- 
utes of  the  trustees’  meetings  during  the  year  were 
examined  in  regard  to  authorization  of  salaries, 
budgets  and  other  disbursements.  'The  balances 
shown  as  cash  in  bank  were  confinned  by  direct 
correspondence  with  the  depository. 

Our  audit  also  included  an  inspection  of  secur- 
ities owned  by  the  Association  at  the  close  of  the 
year.  Balances  in  savings  and  loan  and  investment 
accounts  were  confirmed  by  correspondence. 

Subject  to  the  foregoing  comments,  it  is  our  opin- 
ion that  the  attached  statements  present  fairly  the 
financial  position  of  the  Nebraska  State  Medical 
Association  at  December  31,  1960,  and  the  results 
of  its  operations  for  the  year  then  ended.  Should 
any  additional  information  be  desired  conceraing 
matters  which  fall  within  the  scope  of  our  exam- 
ination, we  shall  be  pleased  to  supply  it  upon  re- 
quest. 

DANA  F.  COLE  AND  COMPANY 


April,  1961 
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EXHIBIT  A: 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
ANALYSIS  OF  FUND  BALANCES 


YEAR  1960 

Total  Fund  Balance.  January  1,  1960 $ 92,847.57 

Represented  by ; 

Cash. — National  Bank  of  Commerce — 

General  Fund  S 8, .879. 17 

Cash — First  Trust  Company — 

Investment  Fund  336.70 

Investments  — Exhibit  C 84,131.70 


$92,847.57 

Add : 

Net  Increase  in  Investments — 

Exhibit  C S 359.52 

Excess  of  Receipts  over  Dis- 
bursements — Exhibit  B__  2.719.65  3.079.17 

.“Advance  to  Nebraska  Medical 

Foundation — Prior  Year  5,000.00  8,079.17 


Total  Fund  Balances,  December  31,  1960  $100,926.74 

Represented  by : 

Cash  on  Hand  31.25 

Cash — National  Bank  of  Commerce — 

General  Fund  11,064.37 

Cash — First  Trust  Company — Investment  Fund '339.90 

Investments  — Exhibit  C 84.491.22 


Notes  Receivable — Nebraska  Medical  Foundation 5,000.00 

$100,926.74 


EXHIBIT  B: 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  RECEIPTS  AND  DISBURSEMENTS 
YEAR  I960 

Cash  Balance,  National  Bank  of  Commerce, 

Lincoln.  Nebraska.  January  1.  1960__$  8,379.17 
Cash  Balance.  First  Trust  Company, 

Lincoln.  Nebraska,  January  1,  I960,.  336.70  $ 8.715.87 


RECEIPTS : 

General : 

Membership  Dues  $41,370.00 

Interest  Collected  464.65 

Trust  Account  Income 2.295.57 

Annual  Session — Sch.  B-l_  5.650.50 

A.M.A.  Membership  Ex- 
pense Rebate 288.00  50,068.72 


Journal : 

Advertising  44.295.66 

Subscriptions  410.30 

Copies  Sold  9.96  44,715.92 


Other  Receipts  : 

A.M.A.  Dues  28.900.00 

Sale  or  Redemption 

of  Securities  2.500.00 

TOTAL  RECEIPTS  


DISBURSEMENTS; 


General : 

Salaries  and  Social 

Security  Taxes  $17,254.52 

Travel  1.220.37 

Office  Expense: 

Rent  3,117.86 

Mimeograph  531.73 

Printing  817.68 

Postage  1.182.64 

Telephone  and 

Telegraph  1,920.16 

Miscellaneous  886.48 

Councilor  Expense 97.00 

Annual  Session 

(Schedule  B-1)  7,222.47 

Committee  Expen. — Reg.  2.271.40 

Expendable  Supplies 1.147.81 

Delegate,  A.M.A.,  and 

Headquarters.  A.M.A.  _ 2.211.17 

Miscellaneous  Dues  and 

Travel  1.580.57 

President's  Expense 1,512.02 

Senior  Medical  Day 509.00 

Audit  Exi>ense  390.00 

Attorneys'  Fees  380.00 

Office  Equipment  135.60 

Civilian  Defense  and 

Disaster  156.73 

Journal  : 

Salaries  13.960.85 

Publication  Expense 16.949.72 

Press  Clipping  Expense-  142.00 

Color  9,202.76 

Insei"ts  1.553.49 

Printing  329.25 

Cuts.  Engraving  and 

Art  Work  379.20 

Cartoons  159.00 

Single  Wrapping  105.60 

Expenses  — Editor 556.71 

Cover  582.25 


31,400.00 

$126,184.64 


44,545.21 


Postage  

Reporter  for  Annual 

Session  

Process  Plates  

Miscellaneous  


65.00 

1.283.50 

419.50 

739.85  46,428.68 


Other  Disbui-sements : 

A.M.A.  Dues  28,900.00 

U.S.  Treasury  Bonds 

Purchased — Series  H 2,500.00 

Postage  Meter  and  Mail- 
ing Machine  Purchased  1,091.10  32,491.10 

TOTAL  DISBURSEMENTS  $123,464.99 

EXCESS  OF  RECEIPTS  OVER  DISBURSE- 
MENTS --  YEAR  1960  2,719.65 

CASH  B-VLANCE,  December  31,  1960  $11,435.52 


Represented  by : 

Cash  on  Hand,  December  31.  1960 $ 31.25 

Cash  Balance.  National  Bank  of  Commerce. 

Lincoln,  Nebraska  11.064.37 

Cash  Balance,  First  Trust  Company,  Lincoln, 

Nebraska  339.90 


$11,435.52 


SCHEDULE  B-1: 


NEBRASKA  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  RECEIPTS  AND  DISBURSEMENTS 
ANNUAL  SESSION 


YEAR  1960 

RECEIPTS: 

Exhibits  $3,832.50 

Banquet  1.428.00 

Registration  Fee  15.00 

Refund  of  Funds  Advanced  for  Fun 

Night  375.00 


Total  Receipts  $5,650.50 

DISBURSEMENTS : 

Printing  $ 223.31 

Badges  55.49 

Exhibitors’  Party  201.85 

Booths  351.00 

Refund  to  Exhibitor  62.50 

Advance  for  Fun  Night  375.00 

Courtesy  Room  13.25 

Banquet  1.111.00 

Guest  Speakers  3,298.31 

Auxiliary  Expense  85.00 

Employees  Expense  162.34 

Past  Presidents'  Breakfast  13.75 

Entertainment  and  Gratuities  272.00 

Miscellaneous  154.85 

Spoi-tsman  Day  20.18 

50-Year  Pins  61.04 

President’s  Reception  114.95 

Plaques  and  Engraving  54.70 

Proiectionists  and  Cameras  174.83 

Radios  417.12 


Total  Disbursements 


7,222.47 


EXCESS  OF  DISBURSEMENTS  OVER  RECEIPTS $1,571.97 


SCHEDULE  B-2: 


NEBRASKA  STATE  MEDICAL  ASSOCIATION 


COMPARISON  OF 

GENERAL  EXPENSE  WITH 

BUDGET 

YEAR  1960 

Actual  Unexpended 

Salaries  and  Social 

Budget 

Expense 

Balance 

Security  Taxes 

$17,800.00 

$17,254.62 

$ 545.48 

Travel  _ - - 

Office  Expense; 

1,500.00 

1,220.37 

279.63 

Rent 

3,120.00 

3,117.86 

2.14 

Mimeoffraph 

535.00 

531.73 

3.27 

Printing 

820.00 

817.68 

2.32 

Postage 

1,200.00 

1,182.64 

17.36 

Telephone 

1,930.00 

1,920.00 

9.84 

Miscellaneous  _ 

900.00 

886.48 

13.52 

Council  Expense 

— - 200.00 

97.00 

103.00 

Annual  Session 

- 7,300.00 

7,222.47 

77.53 

Audit  Expense 

400.00 

390.00 

10.00 

Attorneys’  Fees 

600.00 

380.00 

220.00 

Office  Equipment 

200.00 

135.00 

64.40 

President’s  Expense 

1.520.00 

1.512.02 

7.98 

Committee  Expense 

2,500.00 

2,271.40 

228.60 

Miscellaneous.  Dues. 

Travel 1,590.00 

1,580.57 

9.43 

Delegate  A.M.A. 

. 2,220.00 

2.211.17 

8.83 

Senior  Medical  Day  . 

510.00 

509.00 

1.00 

Civil  Defense  and  Disaster 300.00 

156.73 

143.27 

Expendable  Supplies 

1,150.00 

1,147.81 

•2.19 

Reappropriation  - 

- 1,055.00 

1,055.00 

$47,350.00 

$44,545.21 

$ 2,804.79 
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SCHEDULE  B-3: 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  RECEIPTS  AND  DISBURSEMENTS 
HALL  OF  HEALTH 
YEAR  1960 


UNEXPENDED  BALANCE,  Bank  Balance,  National 
Bank  of  Commerce,  Lincoln,  Nebraska, 

Januai-y  1,  1960  $1,072.61 

RECEIPTS  : 

Nebraska  Pharmaceutical  Association  $100.00 

Nebraska  State  Nurses  Association  100.00 

Nebraska  Heart  Association  100.00 

Nebraska  State  Radiological  Society 100.00 

Nebraska  Division — American 

Cancer  Society  100.00 

Nebraska  Tuberculosis  Association  100.00 

Nebraska  Blue  Cross-Blue  Shield  100.00 

Nebraska  Veterinary  Medical  Association 100.00 

Nebraska  State  Medical  Association  100.00 

Nebraska  State  Dental  Assocation  100.00 

Nebraska  State  Department  of  Health 600.00 

Nebraska  Psychiatric  Institute  100.00 

Nebraska  Civil  Defense  Agency  200.00  1,972.00 


$2,972.61 

DISBURSEMENTS: 

Exhibit  Space,  Nebraska  State  Fair $600.00 

Signs,  Decorations  and  Supplies  697.22 

Air  Conditioning.  Electricity  and 

Wiring  Supplies  86.70 

Clocking  203.00 

Rental  of  Chairs  65.00 

Freight  47.66 

Miscellaneous  206.00  1,905.58 


U. 


U.S.  Treasury  Bonds, 

Due  6-15-62  1,961.25 

U.S.  Treasury  Notes,  5%, 

Due  8-15-64  

Principal  Cash  Account  

TOTAL  TRUST  ACCOUNT $55,291.51 

S.  GOVERNMENT  BONDS: 

U.S.  Treasuiy  Bonds,  2^2%,  Maturity 

Value  $4,500,  at  cost  

U.S.  Savings  Bonds,  Series  G 

U.S.  Savings  Bonds,  Series  H 

U.S.  Savings  Bonds,  Series  J 
(Cost  $4,122.00,  Maturity  Value 

$5,725.00)  — At  Redemption  Value 

U.S.  Savings  Bonds,  Series  K 


TOTAL  U.S.  GOVERNMENT 

BONDS  $22,704.64 

SAVINGS  ACCOUNTS: 

Omaha  Loan  and  Building  Association 
Conservation  Savings  and  Loan 

Association  2,060.56 

Nebraska  Central  Building  and 

Loan  Association  

Postal  Savings  Certificate 

(Cost  Value  $50.00)  

TOTAL  SAVINGS  ACCOUNTS  $ 6.135.55 

TOTAL  'TRUST  ACCOUNT  $55,291.51 

TOTAL  U.S.  GOVERNMENT  BONDS- 
TOTAL  SAVINGS  ACCOUNTS 6,135.55 

GRAND  TOTAL  $84,131.70  $84,491.22 


1,961.25 

- 14,127.25 

14,101.76 

25.49 

-$55,291.51 

$55,291.51 

-$  4,402.14 
- 4,500.00 

.-  6.500.00 

$ 4,402.14 
2,000.00 
9,000.00 

- 4,302.50 

3,000.00 

4,406.60 

3,000.00 

. $22,704.64 

.$22,808.74 

.-$  2,528.92 

$ 2,631.07 

2,060.56 

2,143.78 

1,476.07 

1,545.12 

70.00 

71.00 

. $ 6,135.55 

$ 6,390.97 

. $55,291.51 
- 22,704.64 
6,135.55 

$55,291.51 

22,808.74 

6,390.97 

UNEXPENDED  BALANCE.  Bank  Balance, 

National  Bank  of  Commerce.  Lincoln, 

Nebraska,  December  31,  1960  $1,067.03 

NOTE : The  Hall  of  Health  is  jointly  sponsored  by  the 

above  organizations  and  the  records  are  kept  by  the  Nebraska 
State  Medical  Association.  However,  the  funds  for  this  proj- 
ect are  not  properly  a part  of  the  Association  funds,  and  are 
kept  in  a separate  bank  account. 


EXHIBIT  D: 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
JOURNAL  ACCOUNTS  RECEIVABLE 


Lincoln  Splint  and  Brace  Shop  $ 33.00 

Hotel  Paxton  26.50 

Mr.  H.  J.  Stoehr 22.00 

State  Medical  Journal  Advertising  Bureau  7,764.88 


$7,846.38 


EXHIBIT  C: 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  INVESTMENTS 
YEAR  1960 

Total  Investments,  Januaiy  1,  1960  (Schedule  C-1) $84,131.70 

INCREASE  IN  U.S.  GOVT.  BONDS: 

Increase  in  Value — 

U.S.  Savings  Bonds,  Series  J $104.10 

Bond  Transactions  : 

U.S.  Savings  Bonds. 

Series  G,  Matured — $2,500.00 
U.S.  Savings  Bonds, 

Series  H.  Purchased 2,500.00 

Net  Increase  in  U.S.  Govt.  Bonds 104.10 

INCREASES  IN  SAVINGS  ACCTS. : 

Omaha  Loan  and  Building 

Association  102.15 

Conservative  Savings  and  Loan 

Association  83.22 

Nebraska  Central  Building  and 

Loan  Association  69.05 

Postal  Savings  1-00  255.42 


Net  Increase  in  Investments — Year  1960  359.52 

TOTAL  INVESTMENTS.  December  31,  1960 $84,491.22 


SCHEDULE  C-1; 


14TH  ANNUAL  CLINICAL  MEETING 
November  28  to  December  1,  1960  ^ 

Washington,  D.C. 

The  14th  Annual  Clinical  Meeting  of  the  Ameri- 
can Medical  Association  was  held  in  Washington, 
D.C.,  November  28  through  December  1,  1960. 
From  all  reports,  the  sessions  of  the  House  of  Dele-*’ 
gates,  scientific  sessions  and  scientific  and  tech- 
nical exhibits  were  replete  with  many  successes. 
Certainly  I can  state  that  the  sessions  of  the  House 
of  Delegates  were  conducted  most  efficiently  by  the 
Speaker  and  Vice  Speaker,  the  reference  commit- 
tees carried  through  with  their  assignments  with 
considered  judgment  following  open  debate  rela- 
tive to  the  Reports  of  Officers,  Councils,  Commit- 
tees and  Resolutions  inti'oduced  during  the  first 
meeting  of  the  House  of  Delegates.  The  reports  of 
the  reference  committees,  with  few  amendments, 
were  accepted  unanimously  by  the  House  of  Dele- 
gates. 


NEBRASKA  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  INVESTMENT  BALANCES 

December  31,  1959  and  December  31,  1960 

12-31-59  12-31-60 


TRUST  ACCOUNT:  (Stocks  and  Bonds 
at  Cost  Value  in  Hands  of  First 
Trust  Company) — 

Central  and  Southwest  Corporation — 

100  Sh.  Common $ 2,716.87 

Central  and  Southwest  Corporation — 

200  Sh.  Common  $ 2,716.87 

General  Electric  Co. — 

120  Sh.  Common  3,623.35  3,623.35 

Houston  Lighting  and  Power  Co. — 

121  Sh.  Common  3,898.08  3,898.08 

Standard  Oil  Company  (New  Jersey) — 

100  Sh.  Common  6,441.40  6,441.40 

Union  Carbide  Coi*poration — 

40  Sh.  Common  3,045.48  3,045.48 

Outboard  Marine — 100  Sh.  Common 3,184.75  3,184.75 

U.S.  Steel— 60  Sh.  Common  6,118.08  6,118.08 

Sears  and  Roebuck  Bonds,  4%^, 

Due  1983  5.212.50  5.212.50 

U.S.  Steel,  4%,  Due  1983  4,962.50  4.962.50 


Total  registration  for  the  meeting  was  8,179,  of 
which  3,946  were  physicians  and  4,239  guests.  The 
number  of  physicians  registered  was  the  largest 
since  the  Boston  Clinical  Meeting  held  in  1955. 
Seventeen  members  of  the  Nebraska  State  Medical 
Association  registered  for  this  meeting,  including 
your  two  delegates  and  Dr.  R.  Russell  Best,  delegate 
representing  the  A.M.A.  Section  on  Surgery. 

In  the  Annual  Renort  of  the  Board  of  Trustees  the 
following  meeting  dates  were  recommended  and  ap- 
proved by  the  House  of  Delegates: 

Annual  Meetings: 

1961 —  New  York  City,  June  26  to  30 

1962 —  Chicago,  June  11  to  15 

1963 —  Atlantic  City — June  17  to  21 

1964 —  San  Francisco,  June  22  to  26 

1965 —  New  York  City,  June  21  to  25 
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Clinical  Meetings: 

1961 —  Denver,  November  28  to  December  1 

1962 —  Los  Angeles,  November  26  to  30 

The  first  meeting  of  the  House  of  Delegates  was 
held  Monday,  November  28,  this  being  an  innova- 
tion inasmuch  as  pre^'ious  fii-st  meetings  were  held 
on  Tuesday.  Your  delegates  are  of  the  opinion  that 
in  advancing  the  opening  meeting  of  the  House  of 
Delegates  to  Monday,  much  has  been  accomplished 
not  only  from  the  standpoint  of  expediting  the  work 
of  the  House  but  hastening  adjoumment  as  well.  A 
calendar  convening  on  Monday  and  adjourning  on 
Wednesday  permits,  for  the  first  time,  sufficient 
hours  for  members  of  the  House  to  attend  some  of 
the  scientific  sessions  and  view  the  exhibits.  I 
might  add  that  during  the  past  eight  years  the 
Speakei’s  of  the  House  have  streamlined  the  order 
of  business  to  the  degree  that  a number  of  hours  of 
meeting  time  have  been  eliminated. 

The  Reference  Committee  on  Credentials,  report- 
ing at  the  opening  session  of  the  House,  declared 
that  208  of  209  delegates  had  registered.  In  a 
breakdown  of  delegates,  184  represented  the  50 
states,  5 represented  Medical  Coi’ps  of  Army,  Navy, 
Air  Force,  Public  Health  and  the  Veterans  Admin- 
istration, and  20  represented  the  20  respective  sci- 
entific sections. 

Minutes  of  the  1960  Annual  Meeting  held  in 
Miami  Beach,  Florida,  were  approved  without  cor- 
rections. NoiTTian  A.  Welch,  M.D.,  Speaker  of  the 
House,  in  a concise  address  outlined  the  conduct 
to  be  followed  during  the  deliberation  of  the  House. 

E.  Vincent  Askey,  M.D.,  in  his  Presidential  Ad- 
dress brought  out  many  salient  items  having  to  do 
with  the  practice  of  medicine  as  a free  enterprise. 
A few  of  his  points  are  included  verbatim:  “For 

us  the  best  possible  medical  care  and  the  principle 
of  the  freedom  of  the  individual  — both  patient 
and  physician  — are  far  more  important  than  po- 
litical expediency.”  He  cited  one  of  President-Elect 
Kennedy’s  campaign  promises  relative  to  health 
care  for  the  aged,  legislation  tied  to  Social  Secur- 
ity and  stated,  “He  undoubtedly  will  attempt  to  car- 
ry out  this  promise  in  the  forthcoming  session  of 
Congress.”  He  also  stated,  “Should  compulsoiy 
national  health  insurance  be  written  into  law,  the 
real  loser  would  be  the  American  people.”  Doctor 
Askey  cited  the  recently  passed  Mills-KeiT  law, 
which  prorides  for  medical  care  for  the  needy  and 
near-needy  aged,  and  appealed  to  state  and  county 
medical  societies  for  a concentrated  effort  toward 
implementing  this  law.  I am  confident  that  all 
members  of  the  Association  are  fully  aware  of  the 
differentials  between  care  for  the  aged  as  set  forth 
in  the  Forand  type  of  legislation,  and  that  contained 
in  the  Mills-Kerr  legislation  now  in  force.  The 
House  of  Delegates  adopted  a resolution  urging  all 
state  and  local  medical  societies  to  cooperate  vnth 
the  appropriate  state  officials  and  provide  leader- 
ship in  implementing  the  provisions  of  the  Mills- 
Kerr  bill.  In  this  connection  the  House  advised 
further  experimentation  in  home  care  progi’ams, 
homemaker  and  visiting  nurse  seiwices. 

Among  other  suggestions.  Doctor  Askey  empha- 
sized the  need  for  bringing  into  our  membership 
all  non-member  eligible  physicians  in  counties  and 
states,  thereby  swelling  the  number  of  A.M.A.  mem- 
bers. Accordingly  the  House  of  Delegates  urged 
the  Board  of  Trustees  to  make  every  effort  to  re- 
duce the  .number  of  physicians  who  are  nondues- 


paying  members,  and  approved  a three-year  study 
report  on  the  relationship  to  organized  medicine  of 
physicians  not  in  private  practice. 

President-Elect  Leonard  W.  Larson,  M.D.,  on  in- 
troduction stood  and,  without  comments,  received  a 
standing  ovation. 

Next  on  the  agenda  was  the  announcement  of  the 
recipient  of  the  General  Practitioner  of  the  Year 
award.  James  T.  Cook,  M.D.,  Marianna,  Florida, 
received  the  honor.  Doctor  Cook  is  44  years  old 
and  was  cited  as  the  second  youngest  recipient 
of  this  award.  Doctor  Cook  received  his  Doctor  of 
Medicine  degree  from  the  Emory  University  School 
of  Medicine  in  1951.  For  the  past  15  years  he  has 
been  engaged  in  the  general  practice  of  medicine  in 
Marianna,  a community  of  8,500  people,  located  in 
the  northwestern  section  of  Florida.  Along  with 
many  other  commendations  it  was  brought  out  that 
Doctor  Cook  is  typical  of  the  modem  physician 
who  combines  his  talents  to  bring  the  best  of  scien- 
tific medicine  to  the  American  people,  “yet  has  un- 
limited energies  to  devote  to  the  sei*\ice  of  his 
community.” 

Mrs.  W’illiam  Mackersie  of  Detroit,  Michigan, 
President  of  the  Woman’s  Auxiliary,  delivered  a 
stirring  address  to  the  House  of  Delegates,  in  which 
she  outlined  the  hopes  of  the  Auxiliary  for  the  com- 
ing year  and  the  accomplishments  of  the  ladies  dur- 
ing 1960.  To  those  uninitiated  in  the  works  of 
the  Auxiliai-y,  I would  suggest  that  if  possible, 
they  obtain  a copy  of  her  remarks,  for  therein  will 
be  found  a record  of  stupendous  achievement. 

Two  delegates  from  the  Student  A.M.A.  gave  to 
the  House  a tme  picture  of  what  their  organization 
is  all  about.  The  members  certainly  have  made 
an  outstanding  record  in  repaying  all  past  financial 
obligations  as  well  as  establishing  a highly  suc- 
cessful insurance  program  for  the  members.  The 
Student  A.M.A.  has  the  profound  respect  of  your 
delegates,  for  within  a veiy  few  years  they  have 
overriden  many  obstacles  to  gain  what  now  is  rec- 
ognized as  an  efficient  and  able  adjunct  to  American 
Medicine.  Their  ideals  are  of  the  highest  caliber. 

Somewhat  better  than  a quarter  of  a million  dol- 
lars was  presented  to  Dr.  George  F.  Lull  for 
A.M.E.F.  from  approximately  ten  state  medical  as- 
sociations, and  the  Auxiliaiy  of  the  A.M.A.  Some 
of  the  larger  states  contributed  thousands  and 
thousands  of  dollars  to  this  most  worthy  cause. 
However  many  of  our  smaller  states,  as  far  as 
physician  repi'esentation  is  concemed,  contributed 
a comparable  amount  through  their  dues. 

Following  these  addresses,  Julian  P.  Price,  M.D., 
Chaii-man  of  the  Board  of  Ti-ustees,  reported  trans- 
actions of  the  Board  and  recommendations  on  nu- 
merous items  to  the  House  for  approval.  Reports 
of  Standing  Committees  of  the  House  and  special 
committees  such  as  the  Judicial  Council,  Council 
on  Medical  Education  and  Hospitals,  Council  on  Med- 
ical Sendee  and  Council  on  Constitution  and  By- 
Laws,  were  read  by  the  respective  chainnen.  These 
reports,  for  the  most  part,  were  supplementaiy  to 
the  printed  reports  of  these  respective  groups  con- 
tained in  the  Handbook  for  members  of  the  House 
of  Delegates. 

Then  followed  the  introduction  of  resolutions, 
numbering  33  (two  withdrawn).  Most  of  these  res- 
olutions had  been  presented  to  the  Speaker  prior 
to  the  opening  meeting  of  the  House  of  Delegates 
and  accordingly  already  had  been  assigned  to  the 
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respective  reference  committees  according  to  subject 
matter. 

Of  the  many  repoi-ts  and  resolutions,  I would 
like  to  comment  on  some  which  I believe  should  be 
of  particular  interest  to  the  members  of  our  State 
Association. 

The  Council  on  Medical  Service  emphasized  the 
need  for  the  participation  of  physicians  in  organized 
home  care  programs. 

The  Committee  on  Federal  Medical  Services  of 
the  Council  on  Medical  Service  reminded  us  that 
at  the  1959  Clinical  Session  the  House  recommended 
three  basic  improvements  in  admission  policies  hav- 
ing to  do  with  non  service  connected  admissions 
to  V.A.  Hospitals,  which  are  as  follows: 

1.  A realistic  definition  of  ‘inability  to  defray 
necessary  expenses.’ 

2.  A realistic  estimate  of  the  cost  of  civilian 
care. 

3.  Priorities  based  on  need. 

The  Committee  stated  that  none  of  these  im- 
provements had  been  made  nor  was  any  legislation 
introduced  during  the  past  year  to  make  V.A. 
admission  policies  more  reasonable.  Therefore  the 
Council  recommended,  “that  state  associations  take 
steps  to  bring  these  suggestions  for  improvement 
to  the  attention  of  the  general  public,  as  applied  to 
the  veterans’  care  situation  in  their  own  states.” 
State  associations  are  requested  to  inform  the  com- 
mittee on  any  actions  taken  in  this  area. 

The  Committee  on  Aging  of  the  Council  on  Med- 
ical Service  made  a most  comprehensive  report  rela- 
tive to  their  projects  and  activities,  regional  con- 
ferences, state  medical  association  activities. 
Chronic  Illness  News  Letter,  Homemaker  Services 
Bulletin,  health  aspects  of  aging,  conference  reports 
and  items  relative  to  the  coming  White  House 
Conference  on  Aging. 

The  Council  emphasized  the  need  for  establishing 
review  committees  having  to  do  with  the  creation 
of  procedures  and  mechanisms  which  will  help  to 
assure  the  rendition  of  good  medical  care,  to  erad- 
icate the  abuses  of  voluntary  health  insurance  bene- 
fits, and  to  provide  methods  for  the  resolution  of 
problems  which  arise  in  the  provision  of  medical 
care  to  the  public.  This  recommendation  received 
unanimous  support  from  the  House  of  Delegates. 

The  report  from  the  Committee  on  Maternal  and 
Child  Care,  of  which  Harold  S.  Morgan,  M.D.,  of 
Lincoln,  Nebraska,  is  a member,  received  unanimous 
approval,  especially  as  it  related  to  perinatal  pilot 
studies.  This  program  has  been  designed  to  improve 
the  quality  of  patient  care  by:  1.  Encouraging 

physicians  and  hospitals  to  maintain  good  records; 

2.  Providing  a technique  which  will  be  useful  in 
investigating  the  problems  in  the  perinatal  period; 

3.  Encouraging  physicians  to  recognize  the  value 
of  statistical  studies;  4.  Promoting  self  analysis 
and  evaluation  of  techniques,  procedures,  and  results 
at  the  local  level. 

One  of  the  items  in  the  report  from  the  Council 
on  Medical  Education  and  Hospitals  had  to  do  with 
“medical  service  for  paying  patients  by  salaried 
clinical  faculties  of  medical  schools.”  The  Council, 
in  collaboration  with  the  Executive  Council  of  the 
Association  of  American  Medical  Colleges  and  the 
Council  on  Medical  Service  of  the  A.M.A.,  stated 
that  the  care  of  paying  patients  in  medical  school 
hospitals  by  career  clinical  teachers  is  proper  and 


appropriate,  provided:  “(a)  That  fees  are  estab- 

lished by  the  participating  physicians;  (b)  That 
the  income  from  fees  is  deposited  in  a separate 
fund;  (c)  That  disbursements  from  the  funds  are 
made  in  accordance  with  a plan  devised  by  the 
faculty  members  involved  and  approved  by  the  uni- 
versity; (d)  That  the  amount  of  medical  seiwice 
and  the  number  of  physicians  providing  such  service 
are  related  to  and  limited  by  the  educational  and 
research  requirements  of  the  institution;  (e)  That 
pi’oper  limits  are  established  for  participating  physi- 
cians so  that  there  can  be  assurance  that  the  care 
of  paying  patients  will  not  detract  from  their  pri- 
mary teaching  and  research  functions.”  The  refer- 
ence committee  approved  these  recommendations. 

The  House  approved  a continuing  study  and 
periodic  re-evaluation  of  the  trend  toward  locating 
physicians’  offices  in  or  adjacent  to  hospitals. 

A proposal  by  the  Special  Study  Committee  of 
the  Council  on  Medical  Education  and  Hospitals 
recommending  approval  of  a scholarship  and  loan 
program  for  qualified  young  people  entering  medical 
schools,  sponsored  by  the  A.M.A.,  was  enthusiastical- 
ly approved  with  the  following  amendment,  “that 
there  shall  be  local  and  state  participation  in  this 
pi’ogram.”  The  Board  of  Trustees  was  requested 
to  implement  the  intent  of  this  recommendation 
promptly. 

Another  item  of  interest  was  that  having  to  do 
with  certification  of  graduates  of  foreign  medical 
schools.  Uncertified  foreign  physicians  may  partici- 
pate in  all  opportunities  which  may  enhance  their 
medical  education.  Hospitals  should  be  encouraged 
to  develop  special  programs  of  educational  worth 
and  divorce  the  graduate  from  any  responsibility 
for  patient  care.  Uncertified  foreign  physicians  may 
participate  in  these  progi’ams  up  to  and  until  June 
30,  1961.  This  will  allow  the  non-certified  foreign 
physician  the  opportunity  to  take  the  April  1961 
Educational  council  for  Foreign  Medical  Graduates  •• 
examination.  Incidentally,  I note  in  a recent  news 
item  that  foreign  physicians  in  the  State  of  Ne- 
braska taking  this  examination  have  been  certified. 

The  following  resolution,  which  had  the  hearty 
endorsement  of  your  delegates,  was  unanimously 
approved: 

VOLUNTARY  HEALTH  INSURANCE 

RESOLVED:  that  the  House  of  Delegates  di- 

rect the  Board  of  Ti-ustees  and  the  Council  on 
Medical  Service  to  assume  immediately  the  lead- 
ership in  consolidating  the  efforts  of  the  American 
Medical  Association  with  those  of  the  National 
Association  of  Blue  Shield  Plans,  the  American 
Hospital  Association  and  the  Blue  Cross  Asso- 
ciation into  maximum  development  of  the  volun- 
tary, non-profit  prepayment  concept  to  provide 
health  care  for  the  American  people;  and  be  it 
further 

RESOLVED:  that  similar  leadership  be  under- 
taken to  coordinate  the  efforts  of  private  insur- 
ance carriers  through  conferences  with  their  na- 
tional organizations;  and  be  it  further 

RESOLVED:  that,  where  feasible,  efforts  be 

made  to  cooperate  with  representatives  of  other 
type  of  medical  care  plans,  other  professional 
groups,  and  representatives  of  industry,  labor  and 
the  public  at  large. 

The  Board  of  Trustees  emphasized  the  need  of 
publicizing  the  importance  of  vaccination  against 
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poliomyelitis.  The  Board  pointed  out  that  oral 
polio  vaccine  will  not  be  available  for  general  use 
in  1961  on  a lai’ge  scale  immunizing  progi’am.  It 
was  therefore  urged  that  considered  publicity  be 
given  to  the  need  for  the  continued  program  of 
immunizing  against  poliomyelitis  with  the  Salk  vac- 
cine. The  reference  committee  amended  the  Board 
of  Tmstees  report  to  this  degree  — “that  a proper 
committee  be  established  by  the  AMA  to  study  the 
problems  involved  in  administration  of  the  new 
oral  polio  vaccine  and  to  establish  guides  for  physi- 
cians to  follow  when  they  are  approached  for  in- 
formation.” 

Another  item  the  House  of  Delegates  refeiTed 
to  the  Board  of  Tmstees  had  to  do  with  retirement 
and  disability  insurance  programs  for  AMA  mem- 
bers. The  Board  was  requested  to  have  a complete 
report  on  this  subject  for  the  Annual  Meeting  in 
June  1961. 

There  was  considerable  discussion  in  the  com- 
mittee having  to  do  with  whether  or  not  the  General 
Practitioner  of  the  Year  award  should  be  continued. 
The  House  of  Delegates  approved  the  reference 
committee’s  report  that  this  award  should  be  con- 
tinued. 

.A.n  issue  finally  adopted  without  too  much  con- 
troversy had  to  do  with  an  increase  in  AMA  dues. 
Your  delegates  individually  interrogated  many  of- 
ficers of  the  AMA  i-egarding  this  increase.  After 
being  fully  infoiTned  relative  to  needs,  we  approved 
the  request  for  increase  in  dues.  The  reference 
committee  considering  this  item  recommended  that 
the  Board  of  Timstees  declare  an  increase  of  $20.00 
in  the  annual  dues,  to  be  implemented  over  a period 
of  two  years:  $10.00  on  January'  1,  1962,  and 

$10.00  additional  on  Januai-y  1,  1963.  After  Jan- 
uaiy  1,  1963,  the  total  annual  AMA  dues  will  be 
$45.00.  Total  membership  of  AMA  as  of  June  30, 
1960,  was  179,333,  of  which  143,428  were  active 
dues-paying  members.  The  $10.00  increase  sched- 
uled for  January  1,  1962,  will  bring  approximately 
$1,400,000.00  additional  revenue  to  AMA  and  the 
additional  $10.00  increase  effective  January  1,  1963, 
will  bring  in  a like  amount  Final  action  will  be 
considered  at  the  Annual  Meeting  in  New  York 
City  in  June  1961. 

The  House  recommended  that  these  funds  be 
used  to  inaugurate  or  expand  a number  of  programs, 
including:  1.  Financial  assistance  to  medical  stu- 

dents; 2.  Continuing  education  for  practicing  phy- 
sicians; 3.  Health  advice  to  the  lay  public;  4. 
Medical  research;  5.  The  expansion  by  the  com- 
munications division  of  its  program  of  faithfully 
portraying  the  image  of  the  AMA. 

The  report  of  the  Executive  Vice  President, 
F.  J.  L.  Blasingame,  M.D.,  was  most  comprehensive 
and  a tnie  picture  of  accomplishments  made  by  the 
AMA  through  its  many,  many  diversified  areas. 
Doctor  Blasingame  and  his  staff,  the  Board  of 
Tnistees,  the  Councils  and  Committees  are  to  be 
highly  congratulated  for  their  many  accomplish- 
ments in  the  interests  of  the  members  of  the  AMA. 

It  would  be  impossible  to  give  a full  account  of 
happenings  of  the  House  of  Delegates  in  a report 
such  as  this.  Detailed  Minutes  of  these  meetings 
will  be  forthcoming  in  future  issues  of  the  Journal 
of  the  American  Medical  Association,  and  it  seems 
to  me,  that  all  members  of  this  Association  should 
digest  these  transactions  and  be  govenied  accord- 


ingly, especially  as  they  relate  to  our  county,  state 
and  national  associations. 

RECOMMENDATIONS 

1.  Members  of  the  Nebraska  State  Medical  Asso- 
ciation should  acquaint  themselves  with  the  dates 
for  Annual  and  Clinical  Meetings  of  the  American 
Medical  Association  and,  if  at  all  possible,  attend. 
Those  who  do  attend  will  return  with  a consider- 
able amount  of  infomiation  regarding  continued  fu- 
ture progress  in  the  practice  of  medicine,  which  will 
redound  to  the  bettemient  of  our  State  Association 
as  it  relates  to  local  and  national  issues. 

2.  Continued  interest  and  action  having  to  do 
with  legislation  pointed  toward  the  care  of  the 
aged  should  be  implemented.  This  recommendation 
is  pointed  specifically  toward  the  support  of  the 
Mills-KeiT  legislation. 

3.  This  recommendation  has  been  repeated 
throughout  a number  of  years.  The  Nebraska  State 
Medical  Association  should  include  with  their  dues 
a proportionment  for  AMEF.  If  this  idea  were  to 
be  accomplished,  the  Nebraska  State  Medical  Asso- 
ciation would  receive  recognition  that  would  be 
national  in  scope.  Members  contributing  to  AMEF 
through  the  State  Association  may  earmark  their 
donations  from  the  standpoint  of  genei'al  partici- 
pation, or  to  a specific  medical  college. 

4.  The  Nebraska  State  Medical  Association  should 
again  protest  admissions  to  VA  Hospitals  from  the 
standpoint  of  non  seiwice  connected  disabilities.  It 
seems  to  your  delegates  that  this  particular  recom- 
mendation should  be  discussed  with  the  Deans  of 
Creighton  University  School  of  Medicine  and  the 
University  of  Nebraska  College  of  Medicine. 

5.  The  report  of  the  Committee  on  Maternal 
and  Child  Care  should  have  the  unanimous  support 
of  the  Nebraska  State  Medical  Association. 

6.  The  Nebraska  State  Medical  Association  should 
have  a prime  interest  in  the  problems  relative  to 
the  relationship  between  salaried  clinical  faculty 
members  of  medical  schools  and  paying  patients, 
as  well  as  the  trend  toward  locating  physicians’ 
offices  in,  or  adjacent  to,  hospitals. 

7.  The  Nebraska  State  Medical  Association 
should  endorse  without  issue  the  House  of  Delegates 
approval  of  voluntarj'  health  insurance. 

8.  The  Nebraska  State  Medical  Association 
should  continue,  but  more  frequently  stress,  through 
all  public  news  media,  the  need  for  the  prophylactic 
campaign  relative  to  immunization  against  polio- 
myelitis. 

9.  The  Nebraska  State  M e d i ca  1 Association 
should  make  a more  positive  effort  to  attract  non- 
member physicians  in  the  State  of  Nebi’aska  to 
become  active  members  of  their  county,  state  and 
national  medical  organizations. 

10.  Your  delegates  emphatically  endorse  the  pro- 
posed increase  in  AMA  dues  because  of  the  needs 
previously  cited  in  this  report. 

The  Nebraska  State  Medical  Association,  through 
a resolution,  should  either  support  or  negate  this 
particular  item  so  that  your  delegates  to  the  AMA 
will  have  a proper  directive.  Again,  your  delegates 
would  like  to  be  able  to  support  the  increase  in 
dues,  as  unanimously  accepted  by  the  House  of  Dele- 
gates to  the  AMA  during  the  recent  Clinical  Meet- 
ing. 

As  in  the  past,  your  delegates  invite  comments 
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and  questions  on  their  reports.  Doctors  Leininger, 
Best  and  myself  will  be  happy  to  give  information 
requested  as  best  we  can. 

Respectfully  submitted, 

j.  D.  McCarthy,  m.d.. 

Delegate 

REPORT  OF 

DELEGATE  TO  NORTH  CENTRAL 
MEDICAL  CONFERENCE 

Your  delegate  was  privileged  to  attend  the  North 
Central  Medical  Conference  held  in  Minneapolis, 
Minnesota  on  November  6,  1960. 

Well  over  half  of  the  program  was  devoted  to 
new  legislation  providing  medical  care  for  the  aging 
— and  more  specifically,  the  Kerr-Mills  Bill. 

Mr.  James  H.  Fleming  of  the  American  Medical 
Association  presented  a paper  describing  the  pro- 
gram. This  included  a historical  suiwey  of  the 
manner  in  which  the  needy  have  been  provided 
medical  as  well  as  other  cai-e.  Also  described  was 
the  various  foi-mulae  for  division  of  costs  between 
states  and  federal  government  in  the  carrying  out 
of  the  cuiTent  legislation;  eligibility;  scope  of  bene- 
fits; and,  administi’ative  mechanisms. 

John  Shannon,  Ph.  D.  of  the  American  Medical 
Association  presented  a paper  discussing  the  major 
problems  proposed  by  the  Kerr-Mills  legislation. 

Colorado’s  Old  Age  Pension  Medical  Plan,  in 
operation  three  years  on  February  1,  1961,  was 
discussed  by  John  Zarit,  M.D.,  of  Denver,  Colo- 
rado. 

Harlan  English,  M.D.,  of  Danville,  Illinois,  dis- 
cussed the  medical  advisory  approach  to  the  care 
of  the  aged  as  practiced  in  Illinois.  It  was  pointed 
out  by  this  speaker  that  the  assistance  program 
was  financed  by  a 4%  sales  tax. 

Mr.  Nelson  B.  Neff  of  Reno.  Nevada,  reported 
on  the  “Undei-\vriting  Approach”  to  State  Medical 
Society  participation  in  medical  assistance  for  the 
aging  with  a brief  summaiy  of  the  current  progi’am 
in  Nevada. 

Relative  Value  Index  Studies  was  the  title  of 
the  paper  by  Fred  Sternagel,  M.D.,  of  West  Des 
Moines,  Iowa.  The  mechanism  of  developing  such 
a schedule  was  discussed  and  the  results  obtained 
by  Iowa  was  indicated. 

PANEL  ON  GRIEVANCE  COMMITTEES 

General  problems  of  grievance  committees  was 
discussed  by  a three-member  panel  consisting  of 
Karl  S.  J.  Hohlen,  M.D.,  Lincoln,  Nebraska;  William 
M.  Ki-igstein,  M.D.,  Sioux  City,  Iowa;  and  L.  J. 
Pankow,  M.D.,  Sioux  Falls,  South  Dakota. 

L.  L.  Simenstad,  M.D.,  Osceola,  Wisconsin,  opened 
the  after-dinner  speeches  with  a historical  account 
of  the  confei’ence,  and  touched  on  the  Kerr-Mills 
and  Forand  Bills. 

E.  B.  Howard,  M.D.,  Assistant  Executive  Vice 
President  of  the  A.M.A.  addressed  the  group  brief- 
ly and  again  concerning  the  KeiT-Mills  legislation. 
He  pointed  out  that  this  legislation  could  well  be 
the  Stalingrad  for  medicine  and  urged  all  societies 
to  support  its  principles. 

The  meeting  closed  with  brief  remarks  by  Mr. 
Aubrey  Gates,  Division  of  Field  Service  of  the 


A.M.A.,  and  Leonai-d  W.  Larson,  M.D.,  Bismarck, 
North  Dakota,  President-elect  of  the  A.M  A. 

Respectfully  submitted, 

PAUL  J.  MAXWELL,  M.D. 

REPORT  OF 

NEBRASKA  TRAFFIC  FOUNDATION 

The  Nebraska  Traffic  Foundation  is  the  organ- 
ization created  by  the  National  Organization  brought 
about  by  the  President’s  (President  Eisenhower) 
meetings  on  traffic  safety. 

Our  organization  was  ignored  by  Governor  Brooks 
who  set  up  his  own  state  organization  which  has 
been  in  operation  the  past  two  years. 

The  incoming  Govemor  Morrison  has  promised 
that  there  will  not  be  a duplication  of  oi'ganizations. 
Mainly  the  Governor’s  organization  and  the  Ne- 
braska Traffic  Foundation  will  be  the  same. 

The  membership  that  I hold  in  the  Nebraska 
Ti-affic  Foundation  is  under  the  name  of  the  “Hold- 
rege  Hospital.”  I represent  the  Nebraska  State 
Medical  Association  and  the  Nebraska  Chapter  of 
American  College  of  Surgeons.  Neither  organi- 
zation has  contributed  any  payment  for  this  repre- 
sentation. The  Nebraska  State  Medical  Association 
made  a contribution  in  furnishing  the  film,  “Gravity 
of  Death,”  which  was  used  through  the  Nebraska 
Traffic  Safety  Foundation.  This  film  was  widely 
used  and  had  a good  acceptance  over  the  entire 
state. 

The  Lt.  Pike  “Safety  Magic’”  show  went  on  the 
road  last  summer  having  the  permission  of  the 
Nebraska  Traffic  Safety  Foundation,  Inc  , to  repre- 
sent them.  Our  support  and  sponsorship  was  with- 
drawn later  when  the  town  where  it  was  showing 
objected  to  this  form  of  advertising  mainly  because 
the  local  publishers  were  not  let  in  on  the  publish- 
ing of  the  advertising  material  distributed. 

This  organization  should  become  much  more  ac- 
tive, and  I feel  that  it  will  since  it  is  not  the 
desire  of  the  incoming  Governor  to  have  his  own 
separate  state  organization. 

It  it  my  recommendation  that  the  Nebraska  State 
Medical  Association  should  make  a financial  contri- 
bution of  $25,  $50,  or  $100  to  the  Nebraska  Traffic 
Safety  Foundation  for  membership  in  this  organ- 
ization. 

Respectfully  submitted, 

THEO.  A.  PETERSON,  M.D. 

REPORT  OF 
THE  EDITOR 

NEBRASKA  STATE  MEDICAL  JOURNAL 

Your  Journal  appeared  during  1960,  as  Volume 
45.  During  the  year  there  was  no  considerable 
change  in  foirnat  or  makeup.  Approximately  280 
pages  were  occupied  by  63  original  articles,  eight 
of  which  were  classified  as  “Special  Articles.”  About 
300  pages  were  devoted  to  the  “Organization  Sec- 
tion.” The  remaining  pages  of  printed  matter  in- 
cluded editorials  and  “Current  Comment.”  The 
latter  is  used  to  fill  unused  space  in  the  Advertising 
Section.  This  material  is  given  very  careful  con- 
sideration that  it  may  be  interesting,  instiaictive, 
and  timely  comment,  and  in  no  sense  the  “hand-out” 
kind  of  copy.  An  adequate  proportion  has  been 
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maintained  between  the  number  of  pages  devoted 
to  advertising  and  to  printed  matter. 

We  have  reviewed  practically  all  books  received 
from  the  publishers  for  rertew.  This  has  been  done 
by  the  Rertew  Editor,  Doctor  Frederick  M.  Nebe. 

Thirty-five  editorials  were  included  in  the  volume. 
Two  were  written  by  Guest  Editor's,  the  others,  as 
usual,  by  the  Editor.  (All  unsigned  editorials  are 
wr-itten  by  the  Editor.) 

Seventy-seven  authors  are  listed  as  the  writers 
of  the  sixty-three  ar'ticles.  This  ratio  is  satisfying. 
There  is  a strong  sentiment  against  multiple  author- 
ship excepting  in  instances  where  more  than  one 
individual  had  a major  par't  in  researching  and 
writing  the  article.  It  is  felt  this  method  is  used 
to  give  credit  to  anyone  who  had  anything  to  do 
with  the  paper,  no  matter  how  minor  his  par't. 
Such  use  of  a name  helps,  also,  to  build  up  a per- 
sonal bibliogi'aphy,  the  actual  basis  of  which  is 
tenuous. 

Incoming  and  outgoing  mail  for  the  Journal 
amounts  to  a considerable  work-load.  Based  on 
figures  accumulated  dur'ing  an  average  three  weeks, 
it  is  estimated  that  the  Journal  receives  approxi- 
mately 2,700  pieces  of  mail  a year,  and  sends  out 
about  480  pieces. 

The  Editor  wishes  to  take  this  oppor'tunity  to 
thank  all  those  connected  with  the  procedure  of 
producing  the  Journal  for  their  consistent,  willing, 
and  efficient  help.  He  realizes,  also,  that  without 
authors  — no  Journal,  and  thanks  to  all  those  who 
helped  produce  our  280  pages  of  “Or-iginal  Ar'ticles.” 

There  is  only  one  recommendation  the  Editor 
wishes  to  make,  namely,  more  effor-t  to  get  manu- 
scripts at  the  time  a paper  is  read  at  the  Annual 
Sessions.  After  all,  any  paper  given  there  is  the 
proper-ty  of  the  Association,  and  those  not  present 
have  a r-ight  to  the  opportunity  to  read  the  paper. 
Promises  by  the  author  to  send  the  paper  later  are 
too  fi'equently  forgotten. 

Respectfully  submitted, 

GEORGE  W.  CO\^Y,  M.D., 
Editor. 

REPORT  OF 

THE  BOARD  OF  TRUSTEES 

C.  N.  Sorensen,  M.D.,  Chairman.  Scottsbluff : A.  A.  Ash- 
by, M.D.,  Geneva  : J.  M.  Woodward,  M.D.,  Lincoln  ; M.  E. 
Grier,  M.D.,  Omaha  ; John  T.  McGreer,  M.D.,  Lincoln. 

The  Board  of  Tr-ustees  of  the  Nebraska  State 
Medical  Association  met  on  four  occasions  during 
the  past  year,  transacting  on  each  occasion,  those 
matters  falling  within  its  jurisdiction  and  requiring 
its  action. 

Financial  matters  have,  we  believe,  been  handled 
in  a careful  and  wise  manner,  and  the  Association’s 
financial  position  showed  further  improvement  over 
the  past  year. 

A budget  covering  anticipated  expenses  for  our 
next  fiscal  year  has  been  approved. 

For  more  detailed  infoi'mation,  we  refer  you  to 
the  recorded  minutes  of  meetings,  and  to  the 
monthly  financial  reports. 

Respectfully  submitted, 

C.  N.  SORENSEN,  M.D. 

Chairman 


REPORT  OF 

EXECUTIVE  SECRETARY 

It  is  a well  known  fact  that  the  business  of  this 
Association  is  carried  on  through  the  operation  of 
our  committees.  When  a problem  arises  or  when 
an  accomplishment  is  desired,  the  matter  is  assigned 
to  one  of  our  thirty-seven  committees.  The  com- 
mittee then  takes  over  and  through  a series  of 
meetings  or  by  any  means  indicated  as  desirable, 
all  facets  are  studied  before  a decision  or  report 
is  made.  Frequently  members  or  in  some  instances, 
other  committees,  are  called  in  for  help  and  con- 
sultation. It  is  by  this  means  that  your  Association 
is  able  to  arrive  at  so  many  “right”  answers  and 
continues  to  progress  along  both  scientific  and  ec- 
onomic fronts. 

This  is  not  a one  man  show.  It  is  the  cooperative 
effort  of  all  of  our  members.  Guidance  comes 
from  the  officers  and  the  headquarters  office  may 
be  termed  the  nerv'e  center  of  this  organization. 
This  is  ti-ue  democracy  in  action. 

As  usual,  the  reports  of  the  efforts  of  the  com- 
mittee chairmen  are  made  to  the  proper  bodies. 
This  report  of  your  executive  officer  covere  opera- 
tions not  included  in  regular  committee  repoi*ts. 

FINANCIAL 

We  wish  that  each  member  would  take  the  time 
to  carefully  study  the  financial  report  of  the  audi- 
tors. It  should  always  be  remembered  that  this 
Association  is  not  a profit  making  organization — 
but  is  a spending  coi-poration.  At  the  same  time, 
provision  should  be  made  each  year  to  set  aside 
some  funds  for  that  inevitable  “rainy”  day  which 
will  insure  that  the  operations  may  be  earned  for- 
ward without  a great  burden  to  any  individual. 
This  situation  has  been  kept  in  mind  and  the 
assessment  of  dues  has  been  held  at  a minimum 
through  all  of  these  yeare.  The  dues  in  Nebraska 
remains  in  the  small  group  of  states  held  at  a 
minimum.  Most  of  the  surrounding  states  charge 
considerably  more  than  the  Nebraska  dues,  and  in 
some  instances,  even  twice  as  much.  There  is  little 
or  no  eridence  that  these  states  present  any  greater 
accomplishments  or  more  benefits  for  their  mem- 
bers than  are  found  here  in  Nebraska. 

Income  from  sources  other  than  dues  has  been 
built  up  over  the  yeare,  until  at  the  present  time 
the  income  from  membei-ship  dues  is  less  than  one- 
half  the  operational  funds  of  the  Association. 

The  Association  has  been  operated  within  the 
approved  over-all  budget  for  the  year.  In  fact, 
we  had  an  unexpended  balance  of  $2,804.79.  We 
had  an  amount  of  $2,719.65,  which  was  excess  of 
receipts  over  disbursements.  This  amount  has  been 
added  to  our  ever-growing  reserve.  For  the  first 
time  in  the  histoi->’  of  the  Association,  the  fund 
balances  now  exceed  $100,000.00. 

Your  Nebraska  State  Medical  Association  is  a 
growing  concern,  operated  at  a minimum  cost  to 
the  individual,  and  we  hope  with  accomplishments 
that  are  satisfactoi'y  to  the  membei'S. 

ASSOCIATION 

GROUP  LIFE  INSURANCE  PROGRAM 

This  program,  as  cai'i'ied  by  the  Association  with 
the  Woodmen  Accident  and  Life  Insurance  Com- 
pany, as  underwriters,  has  pi'ovided  association 
members  with  traly  fine  coverage  at  a minimal 
cost.  During  its  first  year  of  operation,  July  1, 
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1959  to  July  1,  1960,  one  death  claim  was  paid. 
The  physician  who  passed  away  had  paid  one 
premium  of  354.40.  His  family  received  a check 
for  310,000.00. 

Since  July,  1960,  there  have  been  three  death 
claims.  One  of  these  physicians  had  paid  three 
premiums  totaling'  3566.43,  and  had  received  a div- 
idend of  32'21.69,  so  that  his  net  cost  for  39>000.00 
(over  65)  was  3344.74.  The  second  physician  paid 
three  premiums  totaling  3342.45,  and  had  received 
a dividend  of  3140.20,  so  that  his  net  cost  for 
310,000.00  of  insurance  was  3202.25.  The  third  physi- 
cian paid  three  premiums  totaling  3541.50,  and  had 
received  a dividend  of  3221.69.  His  net  cost  was 
3319.81. 

This  state  approved  program  is  providing  a veiy 
valuable  service  to  its  participants  at  a minimum 
cost  and  certainly  warrants  the  serious  considera- 
tion of  every  member  who  is  not  yet  covered. 

MALPRACTICE  INSURANCE 

About  ten  years  ago  your  executive  secretary 
proposed  a malpractice  insurance  plan  that  was  to 
be  a benefit  of  membership.  Roughly,  the  proposal 
was  to  add  350.00  per  year  to  the  dues  for  each 
member,  and  for  that  amount,  the  Association  would 
protect  all  members  against  malpractice  suits,  as 
well  as  to  cover  any  liability  incurred.  At  that  time 
we  had  approximately  1,200  members.  This  would 
have  produced  approximately  360,000.00  per  year. 
In  accordance  with  records  which  had  been  pre- 
seived  in  the  headquarters  office,  it  was  estimated 
that  an  amount  of  310,000.00  per  year,  or  even 
less,  would  handle  expense  and  pay  liabilities.  This 
would  have  left  approximately  350,000.00  per  year 
for  reseiwe.  The  intervening  years  have  proved 
the  soundness  of  this  plan.  If  in  operation,  the 
plan  would  now  have  a reserve  of  a half-million 
dollars  or  even  more.  Handled  as  a trust  fund, 
as  some  of  the  Association  resei-ve  has  been  handled 
during  that  time,  the  coi-pus  of  the  trust  could  well 
be  in  the  neighborhood  of  3'150,000.00.  A fund  of 
this  size,  by  the  same  measurement  of  our  present 
trust,  would  now  be  producing  in  excess  of  twenty- 
five  thousand  dollars  per  year,  or  much  more  than 
is  necessaiy  to  protect  all  of  our  members  against 
malpractice  cases.  The  plan  was  rejected  and  dis- 
cussion dropped. 

About  the  same  time,  a similar  proposal  came 
under  discussion  in  Colorado.  That  Association 
made  a detailed  study  of  their  situation  and  prob- 
lem, and  as  a result  an  insurance  company.  The 
Empire  Casualty  Company,  was  formed  and  put 
into  operation  on  March  1,  1958.  The  rates  used 
to  start  operation  were  approximately  25%  below 
that  of  the  Bureau  Companies.  Some  of  the  Bureau 
Companies  established  lower  rates  on  October  1, 
1959,  and  on  December  2,  1959,  filed  rates  that  were 
reduced  approximately  31%.  On  Januaiy  1,  1960, 
The  Empire  Casualty  Company  reduced  its  already 
lowered  rates  an  additional  15%.  The  company  is 
making  a profit  and  adding  to  the  reserve  under 
these  reduced  rates. 

This  infoimation  is  presented  in  this  report  to 
indicate  possibilities  for  Nebraska.  The  Bureau 
Companies  that  refuse  to  umite  malpractice  insur- 
ance, or  who  demand  exhorbitant  rates  along  with 
additional  considei-ations,  seem  to  respond  quickly 
to  the  stimulus  of  competition  by  the  doctors  them- 
selves. 


PLACEMENT  SERVICE 

The  headquarters  office  continues  to  seiwe  as  a 
placement  center  for  physicians  looking  for  a loca- 
tion in  the  state,  and  also  as  an  information  center 
for  communities  who  are  looking  for  a physician. 

The  primary  purpose  of  this  seivice  is  liaison 
between  the  doctor  and  the  community.  We  have 
continued  to  receive  an  even  flow  of  inquiries  from 
physicians  interested  in  practicing  in  Nebraska. 
Eveiy  inquiry  is  handled  promptly  and  the  latest 
infoiTnation  on  communities  looking  for  a physician 
are  made  available  to  the  individual.  During  the 
past  year  the  predominent  number  of  inquiries  have 
come  from  the  specialist.  The  larger  number  of 
physicians  locating  in  the  state,  however,  have  been 
the  general  practitioner,  especially  in  the  out-state 
area. 

During  the  year  fifteen  new  physicians  have 
moved  into  the  state  and  located  in  the  out-state 
area. 

HALL  OF  HEALTH 

The  Hall  of  Health  continues  to  serve  as  a vital 
exhibit  providing  health  education  information  to 
thousands  of  State  Fair  visitors  each  year.  Co- 
operation with  thirteen  other  agencies,  the  Hall  of 
Health  presents  an  ai-ray  of  health  education  ma- 
terial which  would  not  be  obtainable  anywhere  else 
under  one  roof. 

Both  its  location  on  the  grounds,  and  wealth  of 
infoiTnation  available,  seiwes  to  draw  hundreds  of 
persons  every  hour  of  the  day  that  the  exhibit  is 
open,  and  makes  it  one  of  the  more  popular  attrac- 
tions of  the  State  Fair. 

During  the  week,  49,432  persons  visited  the  ex- 
hibit. In  addition  to  the  exhibits  the  movie  theater 
showed  40  different  films  during  the  week  which 
attracted  an  audience  of  5,934. 

This  is  the  end  of  the  sixth  year  for  the  exhibit, 
and  because  of  its  continued  popularity  with  fair 
visitors,  it  appears  that  the  Hall  of  Health  has 
become  one  of  the  permanent  features  of  the  Ne- 
braska State  Fair.  For  1961  we  are  planning  to 
show  one  of  the  “plastic  woman”  exhibits,  along 
with  some  other  new  and  outstanding  exhibits.  We 
hope  it  will  be  the  biggest  year  yet. 

GRAVITY  OF  DEATH 

This  film  on  traffic  accidents  continues  to  be 
in  demand  both  in  the  state  and  in  other  states. 
The  nine  reels  of  this  film  which  are  available  have 
been  in  constant  use  during  the  year  by  schools, 
civic  organizations,  company  safety  programs  and 
driver  training  classes.  Many  fine  comments  have 
been  received  from  those  seeing  the  film.  It  serves 
both  as  an  instrument  of  public  relations  and  driver 
education.  This  film  has  proved  to  be  one  of  our 
finest  public  relations  activities. 

MEDICARE 

Medicare  has  ended  its  third  year  of  operation 
in  Nebraska.  The  progi-am  is  working  smoothly, 
with  excellent  care  being  provided  by  the  medical 
profession  to  servicemen  and  their  dependents.  As 
each  year  passes,  there  are  fewer  cases  which  must 
be  adjudicated  by  the  Policy  Committee  because 
of  overcharging. 

FEDERAL  MEDICAL  CARE  PROGRAM 
FOR  THE  AGED 

This  program,  which  may  be  knowm  to  you  as 
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MAA,  HR  12580,  or  the  Mills-Ken-  Bill,  is  another 
Federal  Act  which  the  medical  profession  will  have 
to  g-ear  itself  so  as  to  meet  the  provisions  of  this 
law  which  has  been  passed  by  the  87th  Congress. 

This  bill  will  provide  for  Federal  grants  to  the 
states  on  a matching  basis  of  58.6%  government 
funds  and  41.4%  states  funds.  Each  state  must 
decide  upon  the  program  they  want  to  cainy  out 
and  present  it  to  the  Federal  Government  for  ap- 
proval. Your  state  association  has  been  actively 
engaged  in  helping  to  draft  a program  for  the 
state  of  Nebraska. 

This  program  can  be  made  to  work  just  as  ef- 
ficiently as  Medicare  now  works,  but  we  shall  need 
the  cooperation  of  every  physician  in  the  state. 

We  shall  endeavor  to  provide  each  member  with 
complete  information  concerning  this  program  as 
it  develops. 

NEBRASKA  STATE  MEDICAL  JOURNAL 

As  the  official  publication  of  the  Nebraska  State 
Medical  Association,  the  Jounial  provides  a vital 
function.  Its  mailing  list  includes  the  membership, 
other  state  medical  associations,  advertisers  and 
advertising  agencies,  university  libraries  and  also 
travels  to  many  foreign  countries. 

If  you  read  your  Journal  regularly,  you  wll 
find  many  articles  of  scientific  and  organizational 
intei'est.  You  will  also  find  from  time  to  time, 
changes  in  the  appearance  of  the  Joumal.  Color, 
for  instance,  was  added  during  1960  in  the  scientific 
section  to  make  material  more  attractive  and  read- 
able. 

For  your  infoimation  we  present  below  the  break- 
down of  Jouimal  pages  during  1960: 

Black  and  Total  Total 

Color  White  Adv.  Scientific 

Pages  Pages  Inserts  Pages  Pages 

315  359%  108  pages  782@  632 

Your  Jouimal  is  cun'ent,  it  is  up  to  date,  and 
it  is  designed  for  your  reading  pleasure  and  infor- 
mation. W’e  hope  that  you  are  a regular  reader. 

MEMBERSHIP 

We  present  herewith  the  usual  membership  tables. 


Table  No.  1 

Members  deceased 15 

Non-Members  deceased 7 22 

Members  moved  out  of  state 27 

Non-members  moved  out  of  state  2 22 


51 

New  Physicians  in  state, 

members  33 

Potential  members 17  50 

Net  Loss 1 

In  active  practice 1,345 

Retired,  but  eligible  10 

Members,  December  31,  1959 1,273 

Members,  December  31,  1960 1,276 

Net  membership  gain 3 

Table  No.  2 

Licensed  Physicians  (last  count) 2,826 

Residing  out  of  state 1,209 

Members 1,266 

Associate  Members  79 

Non-eligible  7 


Retired  10 

Non-Members,  eligible 72 

Unclassified  183  2,826 


(There  are  eight  members  in  the  retired.  Veter- 
ans Administration  Seiwice,  Professors,  2 inactive 
Seiwice  status). 


Table  No.  3 

Members  1,276 

Active  1,144 

Life  (seven  in  deceased 

column)  88 

Seiwice  Memberships  in  1960 2 

Out  of  state 27 

Deceased  (Seven  Life 

Members)  15  1,276 


NEBRASKA  MEDICAL  FOUNDATION 

The  Nebraska  Medical  Foundation  continues  to 
serve  the  rttal  function  of  providing  funds  to  worthy 
medical  students  so  that  they  may  continue  their 
education. 

During  the  past  year  the  total  receipts  of  the 
Foundation  have  amounted  to  $7,282.27.  Also,  dur- 
ing this  period,  total  disbursements  on  student 
loans  has  amounted  to  $5,050.00.  This  leaves  a 
balance  as  of  December  23,  1960,  of  $2,232.27. 

Since  the  student  loan  fund  was  initiated,  twenty- 
six  students  have  been  granted  loans  totaling  $30,- 
140.00.  Of  this  amount,  $28,808.96  is  outstanding. 
During  the  past  year,  we  have  been  able  to  grant 
the  loans  requested  but  we  need  the  continuing  sup- 
port of  the  membership  to  insure  the  successful  op- 
eration of  the  Nebraska  Medical  Foundation.  We 
have  received  some  fine  contributions  from  the  Ne- 
braska Auxiliaiy  and  from  County  Auxiliaries,  and 
the  Lancaster  County  Medical  Society.  The  support 
of  these  gi'oups  is  greatly  appreciated  and  has 
helped  immeasurably  to  pei’petuate  the  work  of  the 
foundation. 

MAIL  AND  CORRESPONDENCE 

During  1960,  the  headquarters  handled  34,762 
pieces  of  mail.  Of  this  number,  8,246  pieces  of  mail 
were  incoming.  The  total  outgoing  mail  was  26,- 
516. 

On  October  1,  1960  your  executive  secretaiy  com- 
pleted twenty-five  years  of  active  seiwice  to  the 
Nebraska  State  Medical  Association.  It  has  been 
a challenging  and  rewarding  experience  over  this 
period.  We  have  labored  together  diligently,  and 
through  the  combined  efforts  of  the  officers  and 
members,  together  with  the  headquarters  staff,  we 
have  created  and  built  an  organization  that  com- 
mands respect  in  Nebraska,  as  well  as  nationally. 
We  can  all  well  be  proud  of  our  effort  and  accom- 
plishments. 

The  Committee  on  Scientific  Session  chose  to 
commemorate  this  event  by  designating  the  1960 
Annual  Session  as  the  M.  C.  Smith  Silver  Anni- 
versaiy  Meeting.  This  great  and  unusual  honor 
was  deeply  appreciated.  The  fine  presentation  of  a 
silver  memorial  plaque  and  an  appropriately  en- 
graved gold  watch  shall  always  be  treasured. 

Your  executive  secretaiy  has  been  accorded  gen- 
erous cooperation  and  many  fine  and  close  friend- 
ships with  the  medical  profession  in  Nebraska,  and 
nationally.  Recognized,  too,  are  those  many  execu- 
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tives  in  the  medical  and  othei-  fields,  who  have 
contributed  so  much  over  the  years  in  encourage- 
ment and  freely  given  assistance  and  honors  on  nu- 
merous occasions. 

We  are  most  humble  in  our  acceptance  of  this 
recognition  and  these  honors  and  good  wishes  from 
so  many. 

Respectfully  submitted, 

M.  C.  SMITH,  Executive  Secretary. 

REPORT  OF  POLICY  COM.MITTEE 

Fritz  Teal,  M.D..  Chairman.  Lincoln  ; A.  J.  Offennan,  M.D., 
Omaha : Fay  Smith.  M.D.,  Imperial  : E.  E.  Koebbe,  M.D., 
Columbus  ; R.  Russell  Best,  M.D.,  Omaha. 

The  policy  committee  has  had  two  meetings  dur- 
ing the  past  year,  one  during  the  Annual  Session 
in  Api’il,  1960,  and  the  second  meeting  Thursday, 
September  22,  1960. 

During  these  meetings,  the  members  considei’ed 
the  following: 

1.  Supported  fully  the  efforts  of  the  Grade  A 
milk  producers  to  reinstate  the  Grade  A milk 
law  which  was  repealed  by  the  Supreme  Court. 
The  new  Bill  has  now  been  introduced  and 
is  now  L.B.  196. 

2.  Discussed  with  the  Department  of  Public  Wel- 
fare and  Mr.  Frank  Woods  the  possibility  of 
using  Blue  Cross-Blue  Shield  as  the  fiscal 
agent  for  the  new  Kerr-Mills  Bill  after  it 
has  been  implemented  by  State  legislation. 
The  committee  also  was  instrumental  in 
meeting  again  with  the  Department  of  Public 
Health,  making  suggestions  about  what  should 
be  included  in  the  Nebraska  Law. 

3.  Ruled  on  eight  cases  for  Medicare  in  which 
the  decision  of  the  committee  was  necessary. 

4.  Suggested  that  during  the  Washington,  D.C. 
meeting  of  the  A.M.A.  in  December,  1960, 
that  we  have  a breakfast  for  our  Congress- 
men. This  breakfast  was  held  at  the  Shera- 
ton Parke  Hotel  on  Monday,  November  28, 
and  was  attended  by  all  the  delegation  from 
Nebraska  and  some  of  the  representatives  of 
the  Congressmen. 

5.  Approved  the  brochure  which  was  written  by 
Mr.  Meirill  C.  Smith,  regai-ding  osteopathy, 
and  which  eventually  was  distributed  to  the 
Legislature  and  the  candidates.  The  commit- 
tee also  recommended  that  the  Board  of 
Tnistees  be  asked  to  approve  the  cost  of  print- 
ing additional  copies  of  this  article  in  book- 
let fonn. 

6.  Replied  to  a letter  from  Dr.  Mon-is  Fishbein 
asking  for  nominations  for  the  most  out- 
standing physician  in  Nebraska  in  the  past. 
The  committee  recommended  the  name  of  Dr. 
John  E.  Summers  of  Omaha. 

The  Policy  Committee  was  also  active  in  sending 
out  information  and  some  letters  to  the  membei’s 
of  the  State  Association  concerning  the  Ken-Mills 
Bill,  H.R.  12580. 

The  committee  suggests  that  the  resolution  re- 
ferred to  this  committee  by  the  House  of  Delegates 
concerning  the  introduction  of  resolutions  be  ac- 
cepted as  amended. 

The  following  are  the  recommendations  concern- 
ing the  resolutions: 

(1)  All  resolutions  should  be  sent  into  the  head- 
quarters office  two  weeks  prior  to  the  meet- 
ing in  which  they  expect  to  be  introduced. 


(2)  Resolutions  coming  in  after  this  time  should 
be  introduced  on  the  first  day  of  the  ses- 
sion. 

(3)  Any  resolutions  brought  in  after  the  first 
day  should  be  accepted  only  by  the  consent 
of  the  House  of  Delegates. 

Respectfully  submitted, 

FRITZ  TEAL,  M.D., 
Chairman. 

REPORT  OF  VENEREAL  DISEASE 
CO.MMITTEE 

W.  F.  Novak,  M.D..  Chairman,  Omaha : John  H.  Barthell. 
M.D..  Lincoln  ; G.  R.  Underwood,  M.D.,  Lincoln. 

The  Veneral  Disease  Committee  has  not  met  the 
past  year  and  there  is  no  report  to  make.  There 
have  been  no  inquiries  relative  to  the  functions  of 
that  committee. 

Respectfully  submitted, 

W.  F.  NOVAK,  M.D., 
Chainnan. 


REPORT  OF  RURAL  MEDICAL 
SERVICE  CO.MMITTEE 

Charles  Ashby.  M.D.,  Chairman,  Geneva : Clyde  Kleager, 

M.D..  Hastings;  L.  J.  Ekeler.  M.D.,  David  City;  D.  P.  Mc- 
Cleer>*,  M.D.,  Beatrice ; W.  R.  Hill,  M.D.,  Seward ; Ralph 
Blair,  MD..  Broken  Bow. 

The  Rural  Medical  Seiwice  Committee  sponsored 
the  9th  Annual  Senior  Medical  Day,  April  7,  1960 
at  the  Paxton  Hotel,  Omaha.  The  following  g^-o- 
gram  was  presented: 

Presiding — Fritz  Teal,  M.D.,  Lincoln 

President-elect,  Nebraska  State  Medical 
Association 

“You  Will  Soon  Be  a Doctor” 

W.  C.  Kenner,  M.D.,  Nebraska  City 
Altemate  Delegate,  American  Medical 
Association 

“Why  I Chose  a Small  Town  to  Practice” 

Otis  W.  Miller,  M.D.,  Ord 
Allied  Professions  Committee 
“The  Mechanics  of  Establishing  Your  Office” 

Mr.  M.  K.  Mills,  Waterloo,  Iowa 

General  Manager,  Professional  Management 

Midwest 

“Economics  of  Medicine” 

Mr.  E.  J.  Faulkner,  Lincoln 

President,  Woodmen  Accident  and  Life 

Company 

“Narcotics,  the  Use  and  Abuse  in  Your  Profession” 
E.  A.  Rogers,  M.D.,  Lincoln 
Nebraska  Director  of  Health 
“The  Art  of  the  Practice  of  Medicine” 

W.  Max  Gentry,  M.D.,  Gering 
Committee  on  Medical  Education 
“The  Doctor’s  Obligation  to  His  Community” 

Paul  Bancroft,  M.D.,  Lincoln 
President,  Lancaster  County  Medical  Society 
“Medical  Ethics  — The  Doctor’s  Golden  Rule” 
Earl  F.  Leininger,  M.D  , McCook 
Past  President,  Nebraska  State  Medical 
Association 
Banquet  Speaker — 

Maurice  D.  Frazer,  M.D.,  Lincoln 
Chainnan,  State  Boaixi  of  Health 


April,  1961 
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“The  Role  of  the  Physician  in  Radiation 
Protection” 

We  plan  to  sponsor  the  10th  annual  Senior  Medi- 
cal Day  in  the  spring  of  1961. 

Respectfully  submitted, 

C.  F.  ASHBY,  M.D., 
Chaii'man. 

REPORT  OF  INDUSTRIAL  HEALTH 
COMMITTEE 

G.  Prentiss  McArdle.  M.D..  Chairman,  Omaha  ; Robert  Hill- 
yer,  M.D.,  Lincoln  ; S.  M.  Bach,  M.D.,  Omaha. 

The  committee  itself  has  not  had  any  fonnal 
meetings,  but  did  cooperate  in  a meeting  called  by 
Dr.  Earl  Rogers  of  the  Nebraska  State  Department 
of  Health  for  the  afternoon  of  Wednesday,  Octo- 
ber 19,  1960  at  Lincoln,  in  the  Senate  Chambers. 

The  purpose  of  this  meeting  was  to  explore  the 
possibility  of  revitalizing  the  Section  of  Occupa- 
tional Health  within  the  State  Department  of  Health, 
whereby  both  large  and  small  industi’y  could  call 
upon  the  department  when  needed  on  the  problems 
of  environmental  health,  such  as  toxicology',  radia- 
tion, or  other  questions  of  environmental  conditions 
regarding  the  health  of  their  workers. 

Labor,  industrial  management  and  the  medical 
profession,  as  well  as  the  departments  of  health  of 
Omaha  and  Lincoln  were  represented  along  with 
the  State  Department  of  Health  and  it  was  the  feel- 
ing of  this  small  nucleus  that  fui-ther  study  should 
be  given  for  it  would  mean,  of  course,  an  increase 
in  the  budget  of  the  State  Department  of  Health. 
This  was  to  be  strictly  on  a voluntaiy  basis  so  far 
as  the  Department  of  Health  was  concerned,  they 
acting  only  as  consultants  and  going  into  industry’ 
when  invited. 

It  was  the  thinking,  the  Nebraska  State  Medical 
Association  should  spearhead  this  request,  and  we 
are  foi-mally  asking  some  help  from  this  associa- 
tion so  Dr.  Rogers  will  be  in  a better  position  to 
ask  for  the  necessary  funds  to  equip  and  man  such 
a poi*tion  of  his  State  Department. 

Personally,  I think  there  is  a need  for  such  a di- 
vision and  could  defend  it  industi-ially,  I think.  We 
are  one  of  the  few  remaining  states  in  the  United 
States  which  does  not  have  such  a seiwice  avail- 
able to  our  industry  in  the  betteiTiient  of  the  health 
of  their  worker. 

The  Chaii'man  of  the  Committee  was  also  pidv- 
ileged  to  attend  the  Joint  Conference  of  the  State 
Committees  on  Occupational  Health  and  the  Council 
on  Occupational  Health  of  the  Amei-ican  Medical 
Association  at  its  meeting  in  Charlotte,  Noi’th  Caro- 
lina on  October  10,  11,  and  12,  which  was  held  in 
conjunction  with  the  Congi'ess  on  Occupational 
Health.  The  committee  itself  met  with  the  A.M.A. 
on  Monday,  and  it  has  been  my  feeling  in  the  rrast, 
and  we  now  find  we  have  been  guests  of  the  A.M.A. 
rather  than  an  active  pai-t  in  establishing  the  poli- 
cies so  far  as  Occupational  Health  within  the  frame- 
work of  the  A.M.A.  is  concerned.  Without  any  con- 
sultation whatsoever  with  the  State  Chaii’man,  the 
A M.A.  took  upon  itself  to  completely  reorganize 
their  thinking,  establishing  entire  new  policies  in 
dii'ect  contradistinction  to  that  which  they  have 
done  in  the  past,  and  we  were  told  there  will  now 
be  some  thought  given  as  to  how  the  joint  meeting 
shall  be  conducted  in  the  futui-e.  Of  course,  only 
time  will  tell  whether  this  will  really  be  done. 


I am  sure  I probably  made  myself  a little  un- 
popular at  that  meeting,  but  did  expound  as  to  my 
thinking.  I only  hope  the  repercussions  from  the 
A.M.A.  will  not  be  deliterious,  although  I was  told 
by  the  Chairman  of  the  Council  on  Occupational 
Health  that  something  should  have  been  done  in  the 
past,  and  now  will  be  properly  studied  and  instituted 
in  the  future  regai'ding  the  relationship  between  the 
states  and  the  A.M.A. 

Respectfully  submitted, 

G.  PRENTISS  McARDLE,  M.D., 

Chairman. 

REPORT  OF  INSURANCE  COMMITTEE 

D.  W.  Bume>’,  M.D.,  Chairman.  Omaha ; Edmond  Walsh, 
M.D.,  Omaha  : Paul  J.  Maxwell,  M.D..  Lincoln. 

The  Insurance  Committee  has  had  no  meetings  in 
1960. 

The  group  life  insurance  plan  returned  a divi- 
dend of  more  than  sufficient  amount  to  pay  one 
semi-annual  premium.  This  dividend  was  retumed 
to  each  policy  holder  by  a check. 

One  inquiiy'  has  been  received  regarding  a pro- 
gram for  disability  insurance.  Mutual  of  Omaha 
has  expressed  an  interest  in  providing  this  tj'pe  of 
group  coverage  for  the  Nebraska  State  Medical  As- 
sociation. It  might  be  worthw'hile  to  poll  the  mem- 
bership of  the  Nebraska  State  Medical  Association 
to  see  if  sufficient  interest  in  such  a program  exists 
to  wan’ant  further  discussion  with  the  insurance 
companies  prortding  this  sen’ice. 

Respectfully  submitted, 

DWIGHT  W.  BURNEY,  JR.,  M.D., 

Chaii’man. 

REPORT  OF  HOSPITAL  AND  PROFESSIONAL 
RELATIONS  COMMITTEE 

J.  R.  Schenken.  M.D.,  Chaii-man.  Omaha : Frank  Cole,  M.D., 
Lincoln:  R.  R.  Andersen.  M.D.,  Nehawka : E.  G.  Brillhart, 
M.D.,  Columbus ; Stanley  Pederson.  M.D..  Omaha. 

No  problems  have  been  submitted  to  this  Commit- 
tee during  the  interim  between  the  annual  meet- 
ing and  to  the  present  time. 

Your  attention  should  be  called  to  the  fact,  how- 
ever, that  the  problems  of  paj’inent  for  medical 
sei'\'ices  rendered  would  be  much  simplified  for 
both  the  private  insui’ance  carrier,  as  well  as  the 
Federal  Government,  if  there  was  only  one  vendor 
of  both  hospital  and  medical  sen’ices;  namely,  the 
hospital.  As  a matter  of  fact,  the  Mills-KeiT  Bill, 
which  was  originally  approved  by  the  finance  com- 
mittee of  the  Senate,  and  which  had  been  endorsed 
by  representatives  of  organized  medicine,  named 
the  hospital  as  the  vendor  of  all  of  these  sei'V'ices. 
Even  though  this  bill  had  already  been  printed, 
it  was  changed  before  final  passage,  in  order  to 
separate  medical  from  hospital  sei’\’ices. 

The  recently  enacted  federal  employees’  cov’erage 
for  hospital  sei'V'ices  where  Blue  Cross  has  been 
named  the  carrier  in  Nebraska,  shows  certain  out- 
patient medical  sei'vices,  such  as  tissue  examina- 
tions to  be  covered  by  Blue  Cross,  rather  than  by 
Blue  Shield.  This  is  in  contrast  to  the  present 
Blue  Cross-Blue  Shield  agreement  coverage  for  non- 
federal  employees  in  Nebraska 

This,  in  itself,  of  course,  is  not  of  major  import- 
ance, but  again  shows  the  tendency  on  the  part  of 
the  third  party  to  over-simplify  their  problem  and 
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identify  all  of  the  health  sei’\'ices  rendered  as  being 
hospital  seivices. 

This  has  been  the  problem  which  the  radiologists, 
anesthesiologists,  and  pathologists  have  faced  for 
many  years,  in  which  the  medical  profession  at  large 
has  showm  only  a passing  interest.  The  House  of 
Delegates  of  the  A.M.A.  at  one  time  rejected  a 
resolution  which  was  written  by  Dr.  Elmer  Hess 
which  called  for  removal  of  any  hospital  from  an 
accredited  list  for  training  of  interns  or  residents 
where  a physician’s  professional  services  were  be- 
ing obtained  on  a salary  basis.  The  House  had 
previously  passed  a resolution  stating  that  all  of 
medicine  where  patient  diagnosis  and  treatment  is 
concerned  is  the  practice  of  medicine. 

The  chickens  seem  to  be  coming  home  to  roost 
again,  but  this  time  the  hospital-oriented  specialists 
(radiologists,  pathologists  and  anesthesiologists) 
will  be  sitting  on  the  same  roost  wuth  the  rest  of 
the  medical  profession.  There  is  much  evidence 
from  insurance  carriers,  from  hospital  associates 
and  from  government  agencies  that  they  desire  all 
health  care  to  be  concentrated  and  controlled  by  a 
hospital  unit.  The  medical  schools  throughout  the 
country  are  rapidly  approaching  this  type  of  oper- 
ation. Many  have  already  achieved  it  in  its  en- 
tirety and  yet  seem  to  be  immune  from  criticism 
by  the  A.M.A.  for  violating  the  code  of  ethics  which 
forbids  corporate  practice  of  Medicine. 

All  of  medicine,  not  just  a segment  of  it  must 
resist  the  inclusion  of  any  medical  service  under 
any  program  where  hospital  services  may  incorpor- 
ate medical  ser\uce,  or  where  a hospital  is  named  a 
vendor  of  a medical  service.  Let  us  all  recognize 
that  it  will  be  your  ox  which  will  be  gored  in  the 
next  pasture. 

Respectfully  submitted, 

J.  R.  SCHENKEN,  M.D., 
Chaiiman. 

REPORT  OF  PUBLIC  RELATIONS 
COMMITTEE 

Leroy  W.  Lee.  M.D.,  Chairman,  Omaha  : Maurice  Frazer, 
M.D.,  Lincoln ; H.  M.  Nordlund.  M.D.,  York ; George  Hoff- 
meister,  M.D.,  Hastings ; Houghton  F.  Elias,  M.D.,  Lincoln ; 
E.  K.  Connors,  M.D.,  Omaha ; D.  B.  Wengert,  M.D.,  Fremont. 

Your  Public  Relations  Committee  of  the  Ne- 
braska Medical  Association  has  continued  to  func- 
tion actively  during  the  past  year.  The  5th  Annual 
Report  “Criteria  Points  For  (iood  Voluntary  Health 
Insurance  and  Statistical  Data  on  Health  and  Ac- 
cident Business  in  Nebraska”  was  mailed  to  the 
membership  on  October  26,  1960.  The  previous  re- 
port, 4th  Annual  Report,  w'as  sent  out  in  August, 
1955.  Requests  from  the  members  in  general  as 
well  as  from  the  House  of  Delegates  prompted 
the  publication  of  this  most  recent  report.  It  is 
our  recommendation  that  we  continue  to  issue  the 
report  at  a minimum  of  every  two  years. 

The  1960  Hall  of  Health  at  the  State  Fair  W'as 
attended  by  49,432  visitors.  The  exhibit  was  open 
during  the  seven  days  of  the  fair. 

The  film,  “Gravity  of  Death,”  presented  by  the 
Nebraska  State  Medical  Association,  was  shown  217 
times  during  1960  to  an  audience  of  15,478  people. 
It  has  appeared  on  television  in  the  city  of  New 
Orleans.  There  are  nine  prints  available  for  dis- 
tribution; of  these,  tw’o  prints  are  at  the  head- 
quarters office  and  seven  prints  at  the  Division 
of  Public  Health  and  Education.  There  is  still 


a heavy  demand  for  the  film  from  schools,  service 
clubs,  etc.  The  showing  of  this  film  has  favorable 
public  relations  aspects  for  our  Medical  Association 
as  well  as  the  profession  as  a whole. 

The  attitude  of  press,  radio,  and  television,  as 
well  as  other  areas  of  mass  communication  toward 
medicine  and  the  physician  appears  to  be  favorable 
at  this  time.  News  release  and  other  stories  are 
readily  picked  up  and  used  by  the  communication 
facilities.  It  is  the  hope  of  the  Public  Relations 
Committee  that  good,  friendly  cooperation  will  con- 
tinue to  exist. 

Respectfully  submitted, 

L.  W.  LEE,  M.D. 

Chairman 

REPORT  OF 
MATERNAL  AND 
CHILD  HEALTH  COMMITTEE 

Warren  Bosley,  M.D.,  Chairman.  Grand  Island;  Harold 
Harvey,  M.D.,  Lincoln  ; B.  B.  Oberst,  M.D.,  Omaha. 

The  Chaii-man  of  the  committee  attended  a meet- 
ing of  the  A.M.A.  Maternal  and  Child  Health  Com- 
mittee in  Denver  on  August  14th,  where  the  A.M  A. 
program  for  investigation  of  prenatal  mortality  was 
presented.  This  was  an  outstanding  meeting  and 
I feel  that  the  results  of  this  committee’s  action 
should  have  a wide  influence  in  answering  many 
questions  about  the  causes  of,  and  prevention  of, 
perinatal  mortality. 

The  Matemal  and  Child  Health  Committee  had 
a meeting  on  Tuesday,  December  13th,  at  the  Com- 
husker  Hotel.  Present  w'ere  the  Chairman  of  the 
Committee;  Harold  Harvey  of  Lincoln;  Fritz  Teal, 
President,  Lincoln;  John  T.  McGreer,  Secretaiy- 
Treasurer,  Lincoln;  H.  S.  Morgan,  Lincoln;  William 
Rumbolz,  Omaha;  and  Kenneth  Neff,  Executive  As- 
sistant, Lincoln. 

Two  items  of  business  were  discussed.  It  was 
felt  that  the  important  job  of  the  committee  at  this 
meeting  was  to  prepare  a resolution  which  would 
provide  for  protective  legislation  for  matemal  mor- 
tality studies  in  the  state,  and  also  to  discuss  ways 
of  informing  the  House  of  Delegates  of  the  value 
of  such  studies  in  this  state.  The  laws  of  several 
of  the  adjoining  states  were  discussed.  After  some 
discussion,  it  was  felt  that  the  South  Dakota  law, 
with  some  omissions,  would  be  the  type  of  law  for 
Nebraska.  It  was  the  feeling  of  those  present  that 
the  bill  should  have  more  than  one  sponsor  and 
that  a meeting  should  be  held  \rith  these  people 
shortly  after  the  first  of  the  year,  to  discuss  with 
them  the  need  for  passage  of  this  bill.  It  was  also 
felt  that  physicians  throughout  the  state  should  be 
consulted  and  asked  to  appear  in  support  of  the 
bill  when  it  comes  up  for  hearing. 

Following  is  the  proposed  law  for  Nebraska: 

Section  1 

All  infoi-mation,  inteiwiews,  reports,  statements, 
memoranda,  or  other  data  procured  by  the  State 
Board  of  Health,  Nebraska  Medical  Association, 
allied  medical  societies  on  in-hospital  staff  com- 
mittees of  accredited  hospitals  in  the  course  of 
a medical  study  for  the  pui-pose  of  reducing  mor- 
bidity or  mortality  shall  be  strictly  confidential 
and  shall  only  be  used  for  medical  research. 
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Section  2 

Such  information,  records,  reports,  statements, 
notes,  memoranda,  or  other  data,  shall  not  be 
admissible  as  evidence  in  any  action  of  any  kind 
in  any  court  or  before  any  tribunal,  board,  agency 
or  person. 

Section  3 

The  fumishing  of  such  infonuation  in  the 
course  of  a research  project  to  the  State  Board  of 
Health,  Nebraska  State  Medical  Association  or 
allied  medical  societies  or  their  authorized  repre- 
sentatives, shall  not  subject  any  person,  hospital, 
sanitorium,  nursing  or  rest  home  or  any  such 
agency  to  any  action  for  damages  or  other  relief. 

Section  4 

The  disclosure  of  any  information,  records,  re- 
ports, statements,  notes,  memoranda  or  other  data 
obtained  in  any  such  medical  study  except  that 
necessaiy  for  the  pui'pose  of  the  specific  study 
is  thereby  declared  a misdemeanor  and  punishable 
as  such. 

Section  5 

It  shall  be  unlawful  to  disclose  any  information, 
records,  reports,  statements,  notes,  memoranda,  or 
other  data  contained  in  any  such  medical  study 
except  that  necessaiy  for  the  puiiiose  of  the 
specific  study  and  any  person  violating  any  of 
the  prortsions  of  this  section  is  guilty  of  a mis- 
demeanor. 

At  the  meeting  we  also  discussed  the  present 
questionnaire  on  maternal  deaths,  as  sent  out  by 
the  Maternal  and  Child  Health  Division  of  the 
State  Health  Department;  it  was  felt  that  the  ques- 
tionnaire should  be  rertsed. 

It  is  planned  to  have  additional  meetings  to  fur- 
ther the  work  begun  as  reported. 

Respectfully  submitted, 

WARREN  BOSLEY,  M.D. 
Chainnan 

REPORT  OF 
DIABETES  COMiMITTEE 

Morris  Margolin,  M.D.,  Chairman,  Omaha;  Willard  G.  Seng, 
M.D.,  Oshkosh  : O.  A.  Kostal,  M.D..  Hastings. 

The  year  1960  saw  your  committee  involved  in 
three  major  projects  of  public  education  and  diabetes 
detection;  namely: 

1.  Industrial  surv'ey  in  Omaha  in  cooperation 
with  the  Nebraska  Diabetes  Association  and 
the  Union  representatives  of  the  United  Com- 
munity Seiwices  of  Omaha, 

2.  Blood  sugar  screening  method  of  diabetes 
detection  at  the  State  Fair  in  cooperation 
with  the  State  Health  Department,  Nebraska 
Diabetes  Association  and  other  agencies. 

3.  Urine  testing  program  during  National  Dia- 
betes Week,  with  direct  contact  between  the 
physician-members  of  our  association  and 
their  patients. 

The  figures  of  the  elements  of  these  drives  are 
as  follows : 

1.  Industrial  surv'ey  involving  the  Metropolitan 
Utilities  District  of  Omaha,  Omaha  Steel  and 


Vickers,  Inc.: 

Number  tested 414 

Number  positives 20 


2.  State  Fair  Blood  Sugar  Screening: 

Number  tested 2,780 

Number  positives 93 

Number  unknown 

positives  93 

3.  National  Diabetes  Week  Urine  Testing  Pro- 
gram: (167  reports) 

Number  tested 6,900 

Number  positives 216 

Number  unknown 

positives  73 


TOTAL  NUMBER 

TESTED 10,104 

TOTAL  NUMBER 

POSITIVES 

TOTAL  NUMBER 
UNKNOWN 
POSITIVES 

COMMENTS 

We’re  happy  to  report  that  the  number  of  com- 
mittees appointed  by  the  component  societies 
amounted  to  12,  as  compared  to  5 or  6 in  1959. 
With  such  committees  we  should  be  attaining  a 
more  intimate  involvement  in  each  of  the  regions. 
This  should  eventually  prove  effective  in  increasing 
the  number  tested  and  reported  to  us.  We  noted 
the  National  Diabetes  Week  drive  of  this  year 
showed  a considerable  drop  from  that  attained  in 
1959  (8,487).  This  might  be  accounted  for  by  the 
split  in  interest  brought  about  by  the  national  polit- 
ical campaign  just  preceding  Diabetes  Detection 
Drive.  Your  committee  intends  to  concentrate  on 
increasing  the  number  of  local  committees  and  their 
participation  in  our  project. 

We  wish  to  extend  our  appreciation  to  McKesson- 
Robbins  Drag  Company,  and  to  the  Nebraska  Hos- 
pital Association  for  distribution  of  the  posters  to 
the  drug  stores  and  to  the  hospitals.  Our  gratitude 
also  to  all  the  newspapers,  radio  and  television 
stations  in  the  State  of  Nebraska  for  liberal  space 
and  time  for  notices.  Our  special  gratitude  to  the 
hospitals  of  Lincoln  and  Omaha,  and  to  the  many 
individuals  who  participated  in  the  State  Fair  Drive. 
We’re  also  grateful  to  the  physicians  in  Lincoln 
who  gave  their  time  for  supeiwision  of  the  project 
at  the  State  Fair. 

We  are  especially  indebted  to  Messrs.  M.  C.  Smith 
and  Kenneth  Neff  as  well  as  the  entire  staff  of  the 
Medical  Association  office  for  their  work  in  con- 
nection with  these  projects. 

Respectfully  submitted, 

MORRIS  MARGOLIN,  M.D. 

Chainnan 

REPORT  OF 

REHABILITATION  CO.MMITTEE 

John  M.  Thomas,  M.D..  Chairman,  Omaha : Chester  H. 

Waters,  Jr.,  M.D.,  Omaha;  D.  M.  Frost.  M.D.,  Omaha. 

The  Rehabilitation  Committee  has  not  met  during 
the  past  year;  therefore,  we  have  no  report. 

Respectfully  submitted, 

JOHN  M.  THOMAS,  M.D. 

Chainnan 
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REPORT  OF 
COMMllTEE  ON  BLOOD 
AND  BLOOD  PRODUCTS 

Frank  H.  Tanner,  M.D.,  Chairman,  Lincoln  ; Miles  Foster, 
M.D.,  Omaha : J.  R.  Schenken.  M.D.,  Omaha : J.  L.  Dyer, 
M.D.,  North  Bend ; John  R.  Thompson,  M.D.,  Auburn. 

The  Committee  on  Blood  and  Blood  Products  of 
the  Nebraska  State  Medical  Association  has  had  an 
informal  meeting  by  phone  and  correspondence  be- 
tween the  members  of  this  committee. 

The  committee,  in  conjunction  with  the  Nebraska 
Association  of  Pathologists,  is  planning  a question- 
naire survey  of  the  transfusion  and  blood  bank 
facilities  of  small  hospitals  in  Nebraska.  The 
pathologists  of  the  state  have,  for  quite  some  time, 
been  concerned  about  the  increasing  complexity  of 
the  transfusion  procedures  which  are  necessary  for 
the  safe  infusion  of  the  blood.  It  is  hoped  that  this 
survey  may  seiwe  as  a basis  for  recommendations 
regarding  the  existing  facilities  and  personnel  in 
hospital  blood  banks,  and  the  possible  need  for  an 
educational  program  or  published  guide  in  the  field 
of  transfusion  services  for  small  hospitals. 

It  is  hoped  that  the  survey  can  be  completed  and 
some  conclusions  drawn  and  recommendations  made 
in  time  for  the  annual  meeting  of  the  Nebraska 
State  Medical  Association  in  1961. 

Respectfully  submitted, 

FRANK  H.  TANNER,  M.D. 

Chairman 

REPORT  OF 

CONSTITUTION  AND  BY-LAWS  COMMITTEE 

C.  R.  Brott,  M.D.,  Chairman,  Beatrice;  R.  S.  Wycoff,  M.D., 
Lexington  ; R.  W.  Gillespie,  M.D.,  Lincoln. 

The  Constitution  and  By-Laws  Committee  have 
received  no  communications  regarding  any  changes 
in  our  recently  revised  constitution. 

Since  we  have  received  no  communications,  there 
is  no  report. 

Respectfully  submitted, 

C.  R.  BROTT,  M.D. 

ChaiiTTian 
REPORT  OF 

MEDICAL  EDUCATION  COMMITTEE 

D.  B.  Steenburg,  M.D.,  Chairman,  Aurora ; Earle  G.  John- 
son, M.D.,  Grand  Island  ; Harold  S.  Morgan.  M.D.,  Lincoln  ; 
F.  Lowell  Dunn.  M.D.,  Omaha;  Harry  Jakeman,  M.D.,  FS*e- 
mont ; Max  Gentry,  M.D.,  Gering ; Frank  Tanner,  M.D., 
Lincoln. 

Your  chairman  continued  attendance  to  the  reg- 
ular meetings  of  the  Executive  Faculty  of  the  Uni- 
versity of  Nebraska  School  of  Medicine  in  Omaha, 
where  affairs  of  the  Medical  School  — the  Univer- 
sity Hospital  — student  affairs  and  post  graduate 
education  fill  the  agenda. 

The  fourth  mill  levy  of  1953  legislature  continues 
to  provide  the  needed  new  construction  and  reno- 
vation of  existing  buildings  on  the  College  of  Med- 
icine Campus. 

It  is  hoped  that  next  May  will  see  completion 
of  phases  I and  lA  of  unit  3.  Phase  1,  to  provide 
new  space  for  pathology,  radiology  and  out-patient 
clinics,  new  offices  for  the  Dean,  hospital  admin- 
istration, medical  records,  social  service  and  class- 
rooms. Phase  lA,  consisting  of  16,000  square  feet 
on  the  northeast  of  the  three  lower  floors  will, 


“hopefully,”  be  ready  in  May  — this  area  was  made 
possible  by  State-Federal  matching  funds. 

The  Eppley  Research  and  Cancer  Institute  to  be 
started  in  early  spring  will  occupy  the  area  between 
Units  I and  II,  facing  on  Dewey  Street.  There 
will  be  no  beds  in  the  institute,  but  it  will  be  in 
connection  with  the  main  hospital  by  means  of 
underground  tunnels. 

Interview's  are  now'  being  conducted,  looking  to 
the  selection  of  a director  of  the  institute. 

The  presentation  of  the  “Honor  System”  of  ex- 
aminations w'as  approved  by  the  Executive  Faculty, 
but  failed  approval  by  the  student  body,  so  W'as 
dropped  from  further  consideration. 

The  solicitation  for  the  American  Medical  Edu- 
cation Fund  for  Nebraska  is  being  earned  on  as 
it  was  in  1959,  since  the  consensus  of  opinion, 
as  it  came  to  your  committee,  w'as  opposed  to  the 
dues  deduction  plan  of  gathering  funds.  The  State 
Membership  has  been  canvassed  by  a mailing  from 
Lincoln,  and  sufficient  material  is  at  hand  to  be 
distributed  later  on  a county  society  or  councilor 
district  level.  The  response  to  the  giving  program 
has  been  vei-y  good.  Your  chairman  attended  the 
71st  annual  meeting  of  the  Association  of  American 
Medical  Colleges  at  the  Hotel  Diplomat  at  Holly- 
w'ood  Beach,  Florida,  October  30  to  November  1, 
1960.  Dr.  Thomas  Hunter,  President  and  Council 
Chaii-man  from  the  University  of  Virginia,  said,  in 
part,  in  his  address  of  welcome:  “The  program  this 
year  represents  something  of  a departure  from  those 
of  the  recent  past,  in  that  the  annual  meeting 
immediately  precedes  the  AAMC  Institute  and  is 
designed  in  part  to  provide  some  background  for 
the  Institute  to  follow.  The  common  thread  ruh- 
ning  through  both  of  these  meetings,  and  also  in 
the  sessions  held  by  the  teaching  hospital  section, 
is  an  appraisal  of  the  changes  taking  place  in 
medical  care,  and  the  significance  of  these  changes 
for  medical  education.  We  are  living  in  an  era  of 
scientific  and  social  upheaval,  where  the  prediction 
of  the  future  is  not  easy.  Yet  w'e  must  look  ahead 
as  best  we  can,  realistically  and  searchingly,  if  the 
students  of  today  are  to  be  effective  members  of 
the  health  professions  for  the  next  30  or  40  years.” 

Dr.  Ward  Darley,  Executive  Director  of  the  As- 
sociation of  Ameidcan  Medical  Colleges  had  some 
thirty  leaders  of  American  Medical  Education,  Re- 
search and  Industry  in  principal  speaking  roles. 
Additionally,  the  banquet  session  featured  the  pres- 
entation of  the  following  awards: 

Borden  Award:  Dr.  Robert  F.  Pitts,  Professor 

and  Chairman  of  Physiology,  New'  York  Univer- 
sity School  of  Medicine. 

Abraham  Flexner  Award:  Dr.  Herman  G. 

Weiskotten,  Dean  Emeritus  of  the  New  York  Up- 
state Medical  Center,  now  consultant  to  the  How- 
ard Hughes  Medical  Institute. 

Alan  Gragg  Lecturer:  Dr.  Joseph  T.  Weam, 

Emeritus  Professor  of  Medicine,  Western  Reserve 
University  School  of  Medicine. 

Many  of  Medicine’s  problems  were  discussed. 
Especially  prominent  was  the  “Financing  of  Medical 
Education”  in  the  reports  of  the  standing  commit- 
tees. 

Follow'ing  the  visit  November  5,  1959,  of  Dr. 
Cecil  Sheps,  Chairman  of  the  Advisory  Committee 
on  research  projects  for  the  United  States  Public 
Health  Service,  a grant  from  this  service  was  pro- 
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vided  to  the  Nebraska  State  Department  of  Health 
for  a three-year  research  project  designed  to  an- 
alyze the  hospitals  of  Nebraska.  The  State  Health 
Department  called  upon  the  research  facilities  of 
the  Univei'sity  of  Nebraska  to  assist  in  this  project. 

The  general  pui-poses  of  the  study  are  to  ascertain 
some  of  the  factoi-s  involved  in  the  operations  of 
hospitals  in  Nebraska,  with  special  emphasis  placed 
upon  mral  institutions. 

Some  of  the  specific  pui-poses  are  to  detemiine 
elements  in  a sound  organization  of  health  sei-vice 
facilities  and  pei-sonnel  in  the  State,  and  to  explore 
some  of  the  pi-inciples  of  community-hospital  plan- 
ning. Mr.  Richard  A.  Kurtz,  Project  Director  and 
Mr.  Donald  E.  Saathoff,  Associate  Project  Direc- 
tor, have  published  the  first  of  a series  of  reports 
in  booklet  fonn  titled,  “The  Hospitals  of  Nebraska.” 

Advisory  Committee: 

Verne  A.  Pangbom,  Pi-incipal  Investigator  Di- 
rector, Division  of  Hospitals,  Nebraska  State  De- 
partment of  Health. 

Adam  C.  Breckenridge,  Dean  of  Faculties,  Uni- 
versity of  Nebraska. 

Anton  H.  Anderson,  Associate  Agriculture  Econ- 
omist, University  of  Nebraska. 

Dale  H.  Hayes,  Chainnan,  Department  of 
School  Administration,  University  of  Nebraska. 

Duane  E.  Johnson,  Administrator,  University 
of  Nebraska  Hospital. 

J.  Periy  Tollman,  M.D.,  Dean,  College  of  Med- 
icine, University  of  Nebraska. 

Dr.  E.  A.  Rogers,  State  Department  of  Health. 

Respectfully  submitted, 

D.  B.  STEENBURG,  M.D. 

ChaiiTnan 

REPORT  OF 

TUBERCULOSIS  COMMITTEE 

J.  Harr>’  Murphy.  M.D.,  Chairman,  Omaha : Arthur  Ander- 
son. M.D.,  Lexington  : Wm.  E.  Nutzman,  M.D.,  Keamej*. 

I.  A meeting  was  called  by  the  Nebraska  State 
Medical  Association  through  the  Committee  on 
Tuberculosis,  J.  Hariy  Mui*phy,  M.D.,  Chainnan, 
and  on  Public  Health,  C.  J.  Potthoff,  M.D.,  Chair- 
man, on  October  7,  1960,  to  discuss  ways  and  means 
of  implementation  of  the  Arden  House  Conference, 
which  was  held  at  Harriman,  New  York  on  Novem- 
ber 29  to  December  2,  1959. 

The  pui-pose  of  the  Arden  House  Conference 
was  that  of  Tuberculosis  control  and  its  objective 
was  elimination  of  Tuberculosis  and  the  tool  is  to 
be  treatment. 

This  group  (attendance  appended)  included  repre- 
sentatives of  the  Committee  on  Public  Health,  and 
on  Tuberculosis,  members  of  the  Nebraska  State 
Medical  Association,  and  Executive  Secretaiy  of  the 
Nebraska  Tuberculosis  Association. 

II.  The  agenda  for  our  meeting  included  discus- 
sion of  policy  underlying  the  development  of  a 
Nebraska  Arden  House  Conference.  The  conclu- 
sions are  as  follows: 

1.  Purely  medical  appi’oach. 

2.  Presentation  before  the  House  of  Delegates 
of  the  Nebraska  State  Medical  Association. 

3.  With  approval  of  the  State  Medical  Asso- 
ciation then  inclusion  of  various  agencies 


i.e.,  Nebraska  Tuberculosis  Association,  Pub- 
lic Health  Ser\uce,  Nurses,  Medical  Social 
Workers,  Rehabilitation,  Vocational,  Educa- 
tional and  other  interested  groups. 

III.  The  second  meeting  of  this  oinginal  group 
was  convened  on  November  18,  1960,  in  Lincoln, 
to  which  also  were  invited  leaders  (list  appended) 
in  Tuberculosis  work  both  medical  and  surgical  and 
public  health  seiwice,  laboratoiy  directors.  Tuber- 
culosis Hospital  directors.  Physicians  in  private 
practice. 

The  policy  of  purely  medical  appi-oach  stimulated 
discussion  of: 

1.  Role  of  Private  Physician,  Tuberculosis  Hos- 
pital, Public  Health  Sendee. 

2.  Incidence  of  Tuberculosis  in  Nebraska.  The 
Incidence  of  Tuberculosis  in  Nebraska  ac- 
cording to  reported  new  cases  and  deaths 
per  100,000  population. 

1955 — New  cases=24/100,000 

1955 — Deaths  =4.6/100,000 

1959 — New  cases=ll/100,000 

1959— Deaths  =2.25/100,000 
This  shows  an  improved  control  but  still 
shows  the  need  of  continued  aggi’essive  ac- 
tion. 

3.  Case  detecting. 

4.  Diagnostic  findings.  (“Diagnostic  Standards” 
foiTnulated  by  the  American  Tnideau  So., 
Med.  Soc.,  Med.  section,  Natl.  T.  B.  Assn., 
and  published  by  Natl.  T.  B.  Assn.,  1790 
Brdway.,  N.  Y.,  N.  Y.) 

a.  Physical  examination. 

b.  X-Ray. 

c.  Tuberculin  test. 

d.  Laboratoiy,  especially  culture  for  diag- 
nosis and  differential  diagnosis  and 
detennination  of  sensitivity  of  organ- 
isms to  antibiotic  therapy,  and  differen- 
tial diagnosis  of  Microbacteria  that  sim- 
ulate Tubercle  Bacilli,  Fungi,  and 
Moulds.  These  may  cause  infections  that 
simulated  Tuberculosis  (Of  special  in- 
terest concerning  Lab.  facilities  in  Ne- 
braska in  cultures  of  material  such  as 
sputum,  gastric  lavage  specimens,  ex- 
udate, the  Lab.  at  State  Hospital  for 
T.  B.,  State  Health  Dept.,  and  medical 
schools  are  equipped.  The  clinical  path- 
alogical  diagnosis  of  tissue  can  well  be 
handled  by  existing  laboratories.) 

Discussion  along  these  lines  suggested  lab- 
oratories could  qualify  similarly  as  it  has 
been  practiced  in  the  V.D.  control  program. 

e.  Status  of  patient  viz  treated  and  cured, 
or  incompletely  treated  or  treatment  dis- 
continued prematurely. 

5.  Therapy  \nz. 

a.  Antibiotics. 

b.  Surgical,  rest,  antibiotic,  pei’severance 
in  treatment  in  hospitalized  patient  and 
for  out-patient. 

6.  Reevaluation  at  times  of  methods  of  case 
detection,  antibiotic  therapy,  medical  and 
surgical,  and  surgical  and  antibiotic. 

7.  Professional  and/or  consultative  assistance 
in  selected  cases. 
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8.  Tuberculosis  case  registers  and  methods  of 

reporting  cases.  , 

9.  Importance  of  follow-up  service  in  individual 
case  in  oi’der  to  insure  persistence  in  treat- 
ment. Assistance  in  obtaining  medication 
if  necessary.  In  search  for  contacts  if  open 
case,  or  source  if  pnmary  type  or  non  in- 
fective type.  Also  of  previously  treated 
patients. 

10.  Importance  of  follow-up  service  in  cases  re- 
quiring rehabilitation  or  vocational  training, 
or  educational  advantages. 

IV.  Tuberculosis  control  enlists  the  private  prac- 
titioner in  the  lead  role.  The  ramifications  of 
handling  the  Tuberculous  patient  of  either  the  pri- 
mary or  reinfection  type  case  places  the  physician 
in  the  dual  role  of  clinician  and  public  health  offi- 
cer. He  must  make  a diagnosis  and  outline  treat- 
ment of  the  patient.  But  he  must  also  look  for 
contacts  who  may  have  provided  the  source  of 
infection,  or  who  may  be  the  unsuspecting  case 
of  infection  acquired  by  contact  with  his  patient. 
This  will  frequently,  or  usually  require  the  assist- 
ance of  others.  Follow-up  measures  may  very  well 
cross  many  boundaries.  In  order  to  attain  the 
highest  level  of  seiwice  to  the  patient  and  to  the 
community  as  well,  there  are  professional  clinical 
functions  and  often  requirements  of  public  health 
assistance,  and  often  of  economic  assistance. 

A summaiy  of  the  findings  and  recommendations 
of  the  Arden  House  Conference  vdll  constitute  an 
addendum  to  our  report. 

This  Arden  House  Conference  report  is  an  ex- 
cellent presentation  of  the  subject.  It  was  con- 
tributed by  eighteen  conferees  who  deliberated  for 
three  days.  The  major  recommendation  is  a pro- 
gi’am  for  the  widespread  application  of  chemo- 
therapy as  a public  health  measure  for  the  elim- 
ination of  Tuberculosis  in  the  United  States. 

The  Veterans  Administration  studies  indicate  that 
90%  of  patients  can  be  rendered  non-infectious  if 
treated  properly  with  drugs  — 95%  if  the  cases 
requiring  surgery  are  included.  It  can  be  expected 
that  very  few  will  relapse. 

GAPS  IN  TREATMENT 

In  a few  areas  in  the  country  modern  treatment 
is  used  as  fully  as  possible.  But  in  others,  where 
treatment  by  older  methods  have  not  eliminated 
organisms,  efficient  case  registers  do  not  list  these, 
and  also  failure  to  report  cases,  cause  a gap.  Ap- 
proximately 40%  of  patients  leave  hospital  against 
medical  advice  which  may  contribute  to  treatment 
failure.  Almost  all  Tuberculosis  patients  who  suc- 
cessfully begin  their  treatment  in  the  hospital  are 
expected  to  continue  treatment  at  home.  In  ideal 
situations,  these  patients  continue  as  out-patients 
at  hospitals,  clinics  or  with  private  physicians. 

The  1955  studies  of  non-hospitalized  patients  by 
the  Public  Health  Service  — of  people  with  Tuber- 
culosis whom  health  authorities  know  to  need  super- 
vision — 45%  were  not  hospitalized.  Of  these  72% 
had  active  disease;  of  those  non-hospitalized  pa- 
tients almost  half  had  not  had  bacteriological  tests 
and  40%  had  had  neither  drugs  nor  rest  pre- 
scribed for  them. 

The  very  success  of  treatment  makes  the  prob- 
lem more  complex,  because  many  patients  and  ex- 
patients still  alive  need  continuing  medical  super- 
vision. In  past  years  they  would  have  been  dead. 


INFECTION  AMONG  YOUTH 
This  is  important  as  the  source  of  new  infections 
far  into  the  future. 

Perhaps  two  thirds  of  infections  in  the  country 
are  over  45.  But  half  of  newly  reported  cases 
are  under  45.  Public  Health  Service  estimate  2.2 
million  persons  under  25  are  infected. 

If  the  infection  of  young  people  can  be  stopped, 
the  conferees  said  Tuberculosis  can  be  eliminated 
relatively  soon. 

ENSURE  ADEQUATE  TREATMENT 
The  Conferees  adopted  eleven  recommendations. 
Of  these,  three  are  considered  basically  important. 

First : Basic  responsibility  of  public  health 

authorities  in  ensuring  availability  of  treatment 
services. 

Although  it  is  desirable  for  a patient  to  spend 
an  initial  period  in  a hospital  the  trend  is  toward 
shortened  hospital  stays.  They  are  discharged  at 
a less  than  stabilized  stage  upon  the  assumption 
that  they  will  continue  to  receive  adequate  drug 
therapy  at  home,  perhaps  for  a long  time.  Private 
treatment  at  home  is  being  encouraged. 

Second:  Conferees  emphasized  the  need  to  give 
expert  help  on  medical  and  social  problems  to 
physicians.  The  private  doctor  is  destined  to  play 
a large  role  in  Tuberculosis  treatment  in  the 
future,  and  he  will  need  help  and  support  to  sat- 
isfy the  medical,  social,  educational  and  economic 
needs  of  his  patients. 

Third:  Great  stress  was  laid  on  the  words, 

“continuity  of  care.”  Lack  or  such  continuity  was 
a principal  reason  for  infections  becoming  active 
disease. 

What  will  the  disease  do  to  his  livelihood  and 
his  future?  Who  will  take  care  of  his  family? 
Who  will  pay  for  drugs?  And  treatment  seiwices? 
Medical  care  is  primary,  but  there  may  be  need 
for  psychiatric  care,  family  counciling,  education, 
etc. 

There  must  be  coordination. 

DETECTION  PROGRAMS 
X-ray  or  Tuberculin  tests  alone  do  not  constitute 
case  finding  program  — contact  investigation  is 
now  emphasized.  More  effort  should  be  placed  on 
finding  cases  in  younger  age  groups. 

Today  young  Tuberculin  positives  will  be  the 
sources  of  new  cases  and  new  infections  to  others 
for  many  years. 

REPORTING  PRACTICES 
Prompt  and  accurate  reports  must  be  made  on 
all  cases. 

SOCIAL  RESEARCH 

Conferees  recommended  intensification  of  research 
with  regard  to  the  social,  psychological  and  cul- 
tural factors  that  effect: 

a.  Acceptance  of  case  detection  and  treatment 
together  with  continuation  of  treatment. 

b.  Differential  susceptibility  of  the  individual 
to  Tuberculosis,  and 

c Nature  and  results  of  treatment  program. 

ADDENDUM 

Summary  of  Nebraska  Arden  House  Conference 
Report: 
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I.  The  Ai’den  House  Conference  on  Tuberculosis 
is  recommended  as  an  excellent  estimation  of  the 
present  status  of  Tuberculosis. 

II.  The  more  intensive  utilization  of  present  day 
anti-tuberculosis  diaig  therapy  is  urged. 

III.  Tuberculosis  in  Nebraska  estimated  on  cases 
per  100,000  population  is  as  follows: 

1955 — New  cases  repoi-ted=24/ 100,000 
1955 — Deaths  =4.6/100,000 

1959 — New  cases  repoi-ted=ll/100,000 
1959— Deaths  =2.25/100,000 

This  indicates  improvement,  but  still  much  to  be 
accomplished. 

IV.  The  approach  to  this  subject  is  first  a purely 
medical  one,  i.e.  case  detection  and  diagnosis,  more 
accurate  etiologic  diagnosis  by  specialized  labora- 
toiy  aids  and  by  continued  treatment. 

V.  The  private  physician  is  in  the  key  role  wdth 
assistance  of  consultation,  specialized  laboratoiy 
aids,  hospitalization,  nurse  follow-up,  and  public 
health  facilities. 

VI.  The  committees  endorse  the  plan  of  a Ne- 
braska Arden  House  of  Conference  and  offer  to  the 
House  of  Delegates  of  the  Nebraska  State  Medical 
Association  the  following  recommendations  as  a 
basic  stmcture: 

RECOMMENDATIONS 

1.  The  diagnosis  should  be  complete.  For  this 
the  brochui-e  “Diagnostic  Standaixls  and  Classifica- 
tion of  Tubei'culosis.”  Fonnulated  by  the  American 
Trudeau  Society  and  published  by  the  National 
Tuberculosis  Association  is  recommended. 

A Tuberculin  test  and/or  x-ray  alone  does  not 
contribute  adequate  eridence  for  diagnosis. 

2.  It  is  urged  that  laboratoiy  aids,  nurse  follow- 
up, Tuberculosis  hospital  consultative  assistance, 
and  possible  consultation  with  others  especially  in- 
terested in  Tuberculosis  be  made  available  to  the 
private  physician. 

3.  Some  cases  can  be  treated  at  home,  but  many 
should  be  hospitalized  at  least  for  proper  eval- 
uation and  establishment  on  treatment,  and  to  leam 
how  to  live  with  the  disease.  Treatment  then  may 
be  continued  at  home  through  private  physician, 
probably  for  a long  time,  hospital  out-patient  sei”\ace 
or  clinic. 

4.  The  socio-economic  status  of  patient  or  family 
should  be  invesigated.  If  continued  treatment,  i.e. 
drug  and  medical  seiwice  is  not  economically  feas- 
ible then  assistance  should  be  available  through 
state  or  local  public  health  funds. 

5.  Some  adjustment  of  details  surrounding  con- 
tinued supeiwision  and  dnig  therapy  on  out-patient 
basis  is  urged  in  those  cases  discharged  from  the 
hospital  against  advice.  At  times  various  agencies 
cannot  agree  on  responsibility. 

Social  seiwice  and  nurse  follow-up  of  these  pa- 
tients and  their  families  and  of  recalcitrant  patients 
is  urged  in  order  to  ensure  continued  treatment. 

It  is  asked  that  these  seiwices  if  necessaiy  may 
be  nrovided  by  public  health  funds,  and  assisted 
by  Nebraska  Tuberculosis  Association  through  coun- 
ty chapters. 

6.  Prompt  reporting  of  cases  to  health  depart- 
ment is  an  important  aid  in  case  detection  by 
epidemiologic  approach  as  well  as  possible  source 
of  infoi-mation  which  may  lead  to  better,  more 


prompt  treatment.  Especially  important  also  is  the 
more  prompt  investigation  of  contacts.  It  is  recom- 
mended that  physicians  be  stimulated  to  seek  as- 
sistance of  follow-up  nurses  in  finding  contacts  in 
such  situations  wherein  their  limited  time  does  not 
peiTnit  them  to  seek  them  out.  Current  case  reg- 
isters will  pei-mit  more  adequate  case  detection 
before  the  actual  case  will  have  progressed  too  far. 

7.  Deaths  from  Tuberculosis  are  designated,  in 
cases  not  previously  reported.  Investigation  and  dil- 
igent follow-up  herein  could  discover  contact  cases 
that  would  be  otherwise  unsuspected. 

8.  In  order  to  intensify  the  effoi'ts  to  establish 
a cuirent  case  register  and  active  follow-up  of 
cases  as  suggested  above,  it  is  recommended  that 
the  Health  Department  be  allotted  increased  per- 
sonnel. 

9.  The  committee  strongly  recommends  that 
the  State  Tuberculosis  Hospital  be  continued.  This 
is  a well  organized  unit  whereby  highly  specialized 
care  can  be  given  to  in-patient  and  out-patient 
cases  on  the  one  hand,  and  valued  assistance  in 
diagnostic  and  consultative  seiwices  on  the  other 
hand. 

The  hospital  has  been  a potent  force  in  Tuber- 
culosis control  in  in-patient  care,  education,  in  case 
detection  and  advisorj’  capacity  in  psycopathic  in- 
stitutions, in  developing  laboratoiy  techniques  for 
more  accurate  etiologic  diagnostic  aids. 

10.  The  State  Department  of  Health  and  med- 
ical schools  are  also  equipped  by  cultures  to  iden- 
tify the  Micobacteria  of  Tuberculosis  and  other 
strains  of  Mycobacterium  that  simulate  M.  Tuber- 
culosis. 

The  conference  suggested  that  laboratories  could 
be  certified  and  regularly  evaluated,  e.g.  similarly 
as  the  practice  in  Veneral  Disease  control.  The 
American  Tiaideau  Society  felt  that  standards 
should  be  set  and  kept  high. 

ARDEN  HOUSE  CONFERENCE 

Eleven  recommendations  for  elimination  of  Tuber- 
culosis in  the  United  States. 

Historical  Perspective:  Tuberculosis  control  ef- 

fort has  established  successive  goals,  as  follows: 

1.  Early  sanitorium  movement  set  up  the  goal 
of  isolation  of  all  patients. 

2.  Next  (in  the  twenties)  the  goal  was  early 
detection  of  all  patients  by  medical  examina- 
tion. 

3.  In  the  thirties,  the  aim  was  to  make  enough 
beds  for  Tuberculosis  available  for  all  pa- 
tients. 

4.  The  forties  saw  the  development  of  early 
detection  by  mass  x-raying  to  find  the  cases 
hidden  among  apparently  healthy  population. 

5.  In  the  fifties  with  new  dregs  and  especially 
isoniazid,  successful  treatment  of  every  pa- 
tient was  projected. 

6.  Now  in  1959  the  sixties  appear  to  be  the 
ripe  time  for  recognition  of  dreg  therapy 
for  setting  a new  high  goal. 

Recommendations  of  Arden  House  Conference: 

1.  Gaps  in  treatment. 

2.  Infection  in  youth. 

3.  Ensure  adequate  treatment. 

4.  Concentrate  our  resources. 
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5.  Establish  intennediate  goals. 

6.  Evaluate  detection  programs. 

7.  Review  reporting  practices. 

8.  Investigate  deaths  from  unreported  TB. 

9.  Provide  laboratory  seiwices. 

10.  Continue  use  of  BCG  when  appropriate. 

11.  Expand  social  research. 

Additional  suggestions:  Find  new  skin  test  and 

continue  isoniazid  studies. 

Those  present  at  the  first  meeting  were  Drs. 
C.  J.  Potthoff,  J.  Harry  Murphy,  Max  Fleishman, 
and  Mr.  Delmar  Serafy,  all  of  Omaha.  Di’S.  E.  A. 
Rogers;  Fritz  Teal,  President;  John  T.  McGreer, 
Secretary-Treasurer;  and  Ken  Neff,  Executive  As- 
sistant, all  of  Lincoln.  Wm.  Nutzman,  Kearney; 
and  Drs.  G.  E.  Lewis,  G.  L.  Clark,  and  Mr.  H.  E. 
McConnell,  all  of  Lincoln. 

For  the  second  meeting  in  addition  to  the  mem- 
bers of  the  Public  Health  and  Tuberculosis  Com- 
mittee the  following  persons  were  invited  to  attend: 

Drs.  Harry  McFadden,  C.  A.  McWhorter,  Morris 
Myberger,  E.  D.  Lyman,  J.  F.  Gardiner,  Max  Fleish- 
man, all  of  Omaha;  H.  L.  Papenfuss,  Geo.  Under- 
wood, G.  E.  Lewis,  Jr.,  G.  L.  Clark,  and  Mr.  H.  E. 
McConnell  all  of  Lincoln;  Mrs.  C.  N.  Sorensen, 
Scottsbluff;  Dean  McGee,  Lexington;  A.  A.  Ashby, 
Geneva;  C.  J.  Comelius,  Sidney;  and  Charlton  Whit- 
tle, Winnebago. 

Respectfully  submitted, 

J.  HARRY  MURPHY,  M.D. 

Chairman 

REPORT  OF 

JOINT  COMMISSION  FOR  THE  IMPROVEMENT 
OF  THE  CARE  OF  THE  PATIENT 

W.  C.  Kenner,  M.D.,  Chairman,  Nebraska  City ; M.  B. 
Brolsma,  M.D.,  Lincoln. 

There  have  been  no  meetings  of  the  Joint  Com- 
mission for  Improvement  of  the  Care  of  the  Patient 
during  the  past  year.  It  is  my  understanding  that 
this  committee  was  appointed  by  the  President  of 
the  Nebraska  State  Medical  Association  to  meet 
on  call  of  the  overall  Chairman  of  the  Joint  Com- 
mittee, Miss  Brickley,  of  the  Bureau  of  Nursing 
of  the  State  Health  Department.  There  have  been 
no  meetings  of  this  committee  called  during  the 
past  two  years.  Possibly  there  is  no  need  for  this 
committee,  or  possibly  there  is  a misunderstanding 
as  to  the  reason  for  its  existence  and/or  who  is 
responsible  for  its  activation. 

Respectfully  submitted, 

WILLIAM  C.  KENNER,  M.D. 

Chairman 

REPORT  OF 

COMMITTEE  ON  PSYCHIATRY 

Robert  J.  Stein.  M.D..  Chairman.  Lincoln  : Charles  G.  Ing- 
ham, M.D.,  Norfolk  : J.  Whitney  Kelley,  M.D.,  Omaha. 

Your  Committee  wishes  to  report  that  during  the 
past  year,  there  have  been  several  noteworthy  ad- 
vances in  the  over-all  position  of  psychiatry  in  the 
State  of  Nebraska.  In  May  1960,  there  was  a 
formal  approval  of  the  Nebraska,  North  Dakota, 
and  South  Dakota  District  Branch  of  the  American 
Psychiatric  Association.  In  July  1960,  there  was 
a formal  opening  of  the  Research  Pavillion  of  the 


Nebraska  Psychiatric  Institute.  According  to  the 
terms  of  the  federal  government,  this  unit  must 
be  devoted  to  psychiatric  research  for  at  least  ten 
years.  Recently  a grant  of  $100,000  has  been 
awarded  to  Creighton  Medical  School  for  teaching 
and  training  in  psychiatiy. 

There  continues  to  be  good  liaison  between  psy- 
chiatrists in  private  practice  and  those  in  the  state 
hospital  system.  Your  Chairman,  is  planning  to 
attend  the  Seventh  Annual  Conference  of  Mental 
Health  Representatives  of  State  Medical  Associa- 
tions, sponsored  by  the  Council  on  Mental  Health 
of  the  Medical  Association  in  January,  1961,  in 
Chicago,  Illinois. 

Respectfully  submitted, 

ROBERT  J.  STEIN,  M.D. 

Chairman 

REPORT  OF  CANCER  COMMITTEE 

J.  Marshall  Neely.  M.D.,  Chaimian,  Lincoln  ; Earl  Connolly, 
M.D.,  Omaha;  T.  T.  Smith,  M.D.,  Omaha. 

The  Cancer  Committee  is  preparing  a Cancer 
Program  with  several  out-state  speakers.  The  fol- 
lowing plans  have  been  made  to  date: 

Dr.  Don  Mosser  from  the  University  of  Minnesota 
will  be  the  representative  radiologist,  and  will  ar- 
rive in  Omaha  Tuesday  morning,  April  11th;  and 
along  with  the  other  guest  speaker,  present  a pro- 
gram at  Creighton  University  at  1.00  p.m.,  the  eve- 
ning of  Tuesday,  April  11th,  will  be  devoted  to  a 
similar  presentation  to  the  Douglas  County  Mediyal 
Society.  Wednesday  morning  at  8:00  a.m.,  the  same 
two  speakers  will  present  papers,  and  also  help 
with  a Tumor  Conference  at  the  Lincoln  General 
Hospital  from  8:00  to  10:00.  Following  this,  they 
will  return  to  Omaha  for  a presentation  at  the  Uni- 
versity of  Nebraska  College  of  Medicine  at  1:00 
p.m.,  which  will  conclude  the  program. 

Respectfully  submitted, 

J.  MARSHALL  NEELY,  M.D., 

ChaiiTnan. 

REPORT  OF 

UNIFORM  FEE  SCHEDULE  AND  ADVISORY 
TO  GOVERNMENTAL  AGENCIES 

Paul  J.  Maxwell.  M.D.,  Chairman.  Lincoln  : J.  E.  Courtney, 
M.D.,  Omaha;  A.  J.  Schwedhelm,  M.D.,  Norfolk:  Ralph  Moore, 
M.D.,  Omaha ; B.  R.  Bancroft,  M.D.,  Kearney ; H.  E.  Mitchell, 
M.D.,  Lincoln. 

Your  Committee  has  met  on  numerous  occasions 
primarily  with  the  objective  of  completing  the 
Relative  Value  Study  for  the  Nebraska  State  Medi- 
cal Association. 

This  has  been  satisfactorily  accomplished,  and  at 
the  time  of  this  writing,  the  majority  of  the  Rela- 
tive Value  Study  has  been  in  the  pi-inter’s  hands, 
and  considerable  time  has  been  spent  in  proof- 
reading the  available  material. 

It  is  anticipated  that  this  Study  could  be  com- 
pleted and  printed  within  a few  days  of  this  writ- 
ing. 

Respectfully  submitted, 

PAUL  J.  MAXWELL,  M.D., 
Chairman. 
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REPORT  OF 

PUBLIC  HEALTH  COMMITTEE 

Carl  J.  Potthoff,  M.D.,  Chairman,  Omaha ; Earl  A.  Rogers, 
M.D..  Lincoln ; F.  C.  Stewart,  M.D.,  Pawnee  City. 

The  committee  held  four  meetings  during  the  past 
year.  Two  of  them  were  joint  meetings  wth  the 
Tuberculosis  Committee  to  consider  implementa- 
tion in  Nebraska  of  the  recommendations  of  the 
Arden  House  Conference.  A report  of  the  joint 
meetings  is  being  separately  submitted. 

The  committee  authorized  release  of  a statement 
by  the  association  office  urging  immunization 
against  poliomyelitis;  this  statement  stressed  the 
need  for  protection  among  adults,  the  breadwinners 
and  mothers,  as  well  as  among  children.  It  rec- 
ommended that  the  Nebraska  State  Medical  Asso- 
ciation be  represented  on  the  Governor’s  Flood  Com- 
mittee and,  at  Doctor  Teals’  suggestion.  Doctor 
George  Johnson  of  Omaha  was  endorsed  for  ap- 
pointment by  the  Govemor.  Following  Doctor  Rog- 
ers’ statement  that  private  laboratories  are  not  re- 
porting findings  of  positive  sei’ology  to  the  State 
Department  of  Health,  the  committee  recommended 
that  all  laboratories  be  requested  to  make  such  re- 
ports. 

The  repoiis  of  the  Planning  Committee  of  the 
State  Board  of  Health  and  the  Joint  Review’  of  the 
State  Department  of  Health  by  the  Board  and  the 
Public  Health  Seiwice  were  studied.  The  Depart- 
ment works  under  signal  shortcomings  in  facili- 
ties, equipment,  personnel,  and  operating  funds.  The 
handicaps  spring  basically  from  lack  of  funds.  Ne- 
braska ranked  fiftieth  in  1960  in  monies  per  capita 
appropriated  by  the  state  to  the  health  department, 
34c  per  capita  in  Nebraska,  94c  national  median, 
$1.10  national  average.  With  the  concuiTence  of 
Doctor  Teal,  the  committee  strongly  recommended 
that  the  State  Health  Department  be  better  sup- 
ported in  order  to  promote  the  public  health,  and 
it  urged  that  action  be  taken  to  infonn  state  sen- 
ators of  the  cuin-ent  deficiencies  and  their  practical 
results. 

Respectfully  submitted, 

CARL  J.  POTTHOFF,  M.D., 

Chairman. 

REPORT  OF 

ADVISORY  COMMITTEE  TO  M.C.H. 

L.  S.  McNeill,  M.D.,  Chairman.  Campbell  ; R.  C.  Reeder. 
M.D..  Fremont : W.  L.  Howell.  M.D.,  Hyannis ; A.  B.  An- 
derson, M.D..  Pawnee  City  : H.  A.  McConahay.  M.D.,  Hold- 
l*ege. 

Since  this  committee  is  purely  advisory  in  nature, 
we  are  called  to  meet  only  at  the  request  of  the 
standing  Committee  on  M C.H.  To  my  knowledge, 
we  have  not  been  asked  by  this  committee  to  meet 
with  them  during  the  past  year,  and  therefore,  have 
no  report  of  any  activity  to  make  at  this  time. 

I might  comment  at  this  time,  that  since  the  com- 
ing year  is  one  in  which  our  State  Unicameral 
meets,  that  if  we  have  any  intention  of  framing  a 
bill  to  be  introduced  to  this  body  regarding  such  a 
law  as  the  Minnesota  Law  which  we  have  discussed 
as  being  needed  before  we  can  foiTnulate  an  accept- 
able procedure  in  reporting  matemal  death  studies, 
then  it  would  seem  that  some  action  in  this  direction 
would  be  an  adrtsable  undertaking  by  the  M.C.H. 
Committee  now. 

Rest  assui-ed  that  the  Adrtsorj’  Committee  to 


M.C.H.  is  ready  to  assist  M.C.H.  at  any  time  it  sees 
fit  to  call  upon  us. 

Respectfully  submitted, 

L.  S.  McNEILL,  M.D., 
ChaiiTnan. 

WE  RECEIVED  NO  REPORTS  for  the  follow- 
ing committees: 

Advisory  to  Auxiliary 
Allied  Professions 
Cardiovascular 

Continuing  Committee  on  Medical 
Practice 
Traffic  Safety 
Medicolegal  Advice 
Voluntaiy  Health  Agency 

REPORT  OF 

PLANNING  COMMITTEE 

Harold  S.  Morgan,  M.D.,  Chairman,  Lincoln ; Harley  An- 
derson. M.D.,  Omaha : H.  D.  Kuper,  M.D.,  Columbus : Dan 
Nye,  M.D.,  Kearney ; W.  C.  Kenner,  M.D..  Nebraska  City. 

The  Planning  Committee  has  had  two  meetings 
since  the  Annual  Session. 

The  fii-st  meeting  was  held  on  September  29, 
1960  to  discuss  the  Regulation  VIII,  Section  B,  Para- 
graph 4,  of  the  Regulations  and  Standards  for  Hos- 
pitals and  Matemity  Homes  of  the  State  of  Ne- 
braska. As  a result  of  this  meeting,  the  Planning 
Committee  adopted  the  following  motion: 

“After  extensive  study,  the  Planning  Com- 
mittee feels  that  many  situations  arise  when 
two  physicians  are  unnecessary  and  at  times,  in 
emergencies,  unavailable.  It  is  the  opinion  of 
this  comnuttee  that  the  regulation  is  imprac- 
tical and  unenforceable  and  should  be  deleted 
from  the  regulations.” 

The  second  meeting  of  the  Planning  Committee 
was  held  on  October  27,  1960,  in  conference  with 
representatives  of  the  Division  of  Public  Welfare, 
Blue  Cross-Blue  Shield,  and  the  Nebraska  Hospital 
Association,  to  discuss  the  program  of  Public  Law 
778,  which  is  a Federal  Medical  Care  program  for 
the  Aged.  It  was  decided  at  this  meeting  that  a 
small  committee  composed  of  a single  member  of 
the  organizations  mentioned  above,  and  including 
Paul  J.  Maxwell,  M.D.,  whose  Unifonn  Fee  Sched- 
ule Committee  has  developed  the  Relative  Value 
Study,  would  meet  with  Mr.  Woods  to  discuss  and 
adrise  upon  legislation  necessaiy  to  implement  the 
Mills-KeiT  Bill  in  the  State  of  Nebraska. 

The  Planning  Committee  has  discussed  infonnally 
the  proposal  of  a Field  Representative  to  be  added 
to  the  headquarters  staff,  but  feels  that  more  time 
will  be  necessary  to  study  this  problem  in  its  en- 
tirety. 

Respectfully  submitted, 

HAROLD  S.  MORGAN,  M.D., 

Chairman. 

REPORT  OF 

CIVIL  DEFENSE  AND  DISA.STER  COMMITTEE 

George  Johnson,  M.D..  Chairman.  Omaha  : Arnold  Lempka, 
M.D..  Omaha ; Isaiah  Lukens,  M.D.,  Tekamah : John  Wied- 
man,  M.D..  Lincoln:  H.  Dey  Myers,  M.D.,  Schuyler;  Joe 

Hanna.  M.D.,  Scottsbluff. 

The  Civil  Defense  Committee  met  on  Monday, 
June  6,  1960  at  the  Omaha  Athletic  Club. 
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Present  were  Drs.  George  Johnson,  Chairman, 
Omaha;  John  Wiedman,  Lincoln;  I.  Lukens,  Teka- 
mah;  J.  T.  Hanna,  Scottsbluff;  Russell  Brauer,  Lin- 
coln; L.  I.  Grace,  Blair;  Robert  Sorensen,  Fremont; 
C.  E.  Brott,  Beatrice;  Richard  Svehla,  Omaha;  John 
Hansen,  Wahoo;  Lynn  MacQuiddy,  Omaha;  R.  Rus- 
sell Best,  Omaha;  John  T.  McGreer,  Secretaiy-Treas- 
urer,  Lincoln;  Robert  M.  Joyer,  Omaha;  and  Ken 
Neff,  Executive  Assistant. 

Others  present  were  Major  General  Lyle  A.  Welch, 
Director,  Nebraska  Civil  Defense  and  Mobilization 
Office;  Heniy  Merchant,  D.D.S.,  President,  Nebras- 
ka Dental  Society;  Mr.  Norm  Leuthauser,  Lincoln, 
President,  Nebraska  Phai-maceutical  Association. 

The  meeting  was  opened  by  Dr.  Johnson.  He 
stated  that  the  Ci\dl  Defense  Committee  had  ac- 
cepted the  responsibility  for  medical  care  and  dis- 
aster training  in  Nebraska.  He  said  that  he  had 
several  items  to  be  discussed  this  evening,  and 
enumei-ated  them  as  follows: 

First,  he  said  that  he  would  like  to  see  young 
men  brought  into  this  Civil  Defense  program,  and 
get  them  to  working  on  a disaster  plan  in  their 
communities.  He  mentioned  the  M.E.N.D.  pro- 
grams, and  stated  this  committee  had  received  no 
information  from  those  persons  attending  these 
meetings.  He  felt  that  in  the  future  that  per- 
sons attending  the  M.E.N.D.  programs  should 
furnish  the  infonnation  they  receive  so  that  it 
could  be  considered  for  corporation  in  the  state 
plan.  He  also  felt  that  there  was  still  poor 
coordination  between  the  Civil  Defense  Com- 
mittee and  the  Civil  Defense  Office  in  Lincoln.  He 
further  expressed  the  need  for  moi’e  expense  ac- 
count, and  felt  that  members  of  the  Civil  Defense^ 
Committee  should  be  allocated  more  funds  to  travel 
to  the  Civil  Defense  Meetings.  He  expressed  a de- 
sire to  have  a top-level  meeting  with  state  officials 
so  a chain  of  command  could  be  established.  He 
also  felt  that  the  telephone  numbers  of  all  per- 
sonnel on  the  Committee  and  those  of  the  directors 
of  the  200-bed  hospitals  should  be  compiled  in  order 
to  expedite  communications  between  these  indi- 
viduals in  case  of  disaster. 

Dr.  Johnson  then  called  on  Dr.  Svehla,  and  asked 
him  to  comment  on  the  M.E.N.D.  program. 

Dr.  Svehla  said  the  program  was  started  in  1952 
by  joint  armed  services.  He  said  the  concept  of 
this  program  was  that  future  conflict  would  be 
directed  by  younger  men  because  they  would  be 
more  interested.  He  further  stated  that  the  pro- 
gram was  designed  for  the  medical  students  first 
so  that  they  might  gain  more  knowledge  of  mass 
medical  care.  He  said  this  program  does  not  mean 
that  all  other  persons  are  excluded.  Other  groups 
being  trained  would  be  para-medical  groups. 

Dr.  Johnson  noted  that  in  actual  disaster,  the 
M.E.N.D.  program  has  added  nothing  to  the  dis- 
aster care  program. 

Dr.  Svehla  stated  that  the  M.E.N.D.  program  is 
responsible  to  the  medical  schools.  He  further 
stated  that  Creighton  University  was  allocated 
$11,000  000  each  year  from  the  M.E.N.D.  program. 
He  stated  the  courses  taught  are  integrated  into 
the  school  program,  and  explained  how  the  pro- 
gram is  carried  on  at  Creighton.  He  was  of  the 
opinion  that  it  was  best  to  give  this  program  to  the 
students  rather  than  practicing  M.D.’s. 

Dr.  Johnson  then  called  on  General  Welch  for  his 
comments. 


General  Welch  discussed  the  M.E.N.D.  program 
briefly.  He  felt  that  if  time  allows,  this  is  a good 
program.  He  also  felt,  however,  that  a coordinated 
Civil  Defense  plan  is  needed  now  for  Nebraska.  He 
stated  that  presently  the  state  office  of  Civil  De- 
fense and  Mobilization  operates  on  a budget  of 
$36,000.00  for  the  biennial,  and  stated  that  the  of- 
fice staff  is  not  adequate  to  do  the  job.  He  then 
briefed  those  present  on  the  “Operation  on  Guard” 
program  which  was  carried  out  during  the  early 
spring  floods.  He  was  of  the  opinion  that  the  200- 
bed  hospitals  located  throughout  the  state  should 
be  demonstrated  in  their  local  communities.  He 
suggested  the  possibility  that  a set-up  demonstra- 
tion of  one  of  these  hospitals  could  be  planned  for 
Camp  Ashland  some  week  in  July,  and  that  inter- 
ested personnel  could  be  invited  to  attend  this  dem- 
onstration. In  tuim,  he  said  those  responsible  for 
setting  up  these  hospitals  in  their  own  area  could 
learn  what  procedures  were  necessary  for  setting 
up  these  hospitals,  and  could  have  an  open  house  in 
their  own  area. 

Dr.  Johnson  thanked  General  Welch  for  his  com- 
ments. He  felt  that  every  member  of  the  Commit- 
tee should  know  what  he  could  do  to  prepare  for 
Civil  Defense  in  his  community.  He  said  also,  that 
the  para-medical  groups  should  decide  what  their 
job  was  in  this  plan  He  did  not  feel  that  the  Com- 
mittee should  tell  the  various  groups  what  they 
should  do,  but  that  these  groups  should  know  what 
their  jobs  were.  He  said  the  suggestion  of  General 
Welch  for  setting  up  one  of  these  200-bed  hospital 
demonstrations  at  Camp  Ashland  was  a good  idea. 
Then  he  asked  General  Welch  several  questions; 

First — In  case  of  a major  disaster,  what  vis 
the  chain  of  command 

General  Welch  — The  directive  would  come 
from  his  office  to  the  Chaii-man  of  the  Civil 
Defense  Committee,  and  the  Committee,  in  tum, 
would  put  the  plan  into  action. 

Second  — What  is  the  responsibility  of  those 
persons  manning  the  200-bed  hospitals  ? 

General  Welch  — He  asked  the  Attorney 
General  for  a written  opinion  on  the  responsi- 
bility of  this  personnel.  He  further  stated 
that  he  had  asked  the  national  office  of  Civil 
Defense  to  hold  four  ordinance  depots  in  Ne- 
braska to  be  used  for  evacuation  and  casualty 
care.  In  refendng  back  to  the  demonstration 
at  Camp  Ashland,  he  suggested  that  about  75 
persons  be  invited. 

The  roll  of  the  Red  Cross  was  discussed  briefly, 
and  at  the  national  level  it  is  agreed  that  they  will 
be  responsible  for  the  welfare  of  persons  in  dis- 
aster. 

Dr.  Johnson  asked  General  Welch  about  the  Medi- 
cal Air  Ambulance  Company  now  stationed  at  Wa- 
hoo, and  what  its  function  was.  General  Welch 
commented  briefly  on  the  unit  and  how  it  came  into 
being,  and  noted  that  it  is  the  only  unit  of  its  kind 
in  the  countrJ^ 

Dr.  Johnson  asked  General  Welch  about  the 
status  of  this  company  in  a disaster  — what  would 
be  the  chain  of  command  in  using  this  company  in 
this  case.  General  Welch  said  the  direction  of  this 
particular  group  would  be  determined  through  a 
liaison  between  the  medical  group  and  the  armed 
forces. 

Mr.  Leuthauser  stated  that  a representative  of 
the  Pharmaceutical  Association  had  gone  to  Battle 
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Creek,  Michigan  recently  to  attend  a course  in  Civil 
Defense.  He  said  their  representative  was  unable 
to  establish  what  the  chain  of  command  would  be 
in  case  of  a disaster.  He  further  stated  that  most 
individuals  do  not  have  the  time  to  spend  a week  to 
attend  disaster  demonstrations.  He  suggested 
that  money  for  these  demonstrations  be  allocated 
to  the  regions  so  that  the  schooling  could  be  closer 
to  those  attending. 

A short  discussion  followed  on  this  matter,  and 
a motion  was  made  by  Dr.  Wiedman  that  the  Civil 
Defense  Committee  send  a request  to  General  Welch 
that  disaster  demonstration  teams  be  sent  into  the 
state  to  present  disaster  training  programs  to  local 
personnel.  The  motion  was  seconded,  and  carried. 

General  Welch  told  the  group  that  it  is  possible 
that  Nebraska  will  be  a pilot  state  in  an  adult  edu- 
cational program  in  Civil  Defense.  He  said  that 
three  school  superintendents  will  attend  a course 
in  this  in  the  near  future,  and  they  will,  in  turn 
come  back  to  Nebraska  and  train  other  personnel. 
It  is  hoped,  he  said,  that  some  900  persons  will 
have  attended  this  course  in  one  year. 

Dr.  Johnson  then  called  on  Dr.  MacQuiddy  vv'ho 
had  a matter  to  present  to  the  committee.  Dr. 
MacQuiddy  gave  a brief  resume  of  the  need  to  give 
training  programs  to  Rescue  Squad  personnel.  He 
felt  it  was  the  duties  of  the  doctors  to  train  rescue 
personnel  in  first-aid  and  other  phases  of  emer- 
gency medical  care.  He  said  that  the  University 
of  Nebraska,  College  of  Medicine,  wall  offer  a 
course  this  fall  for  such  rescue  personnel,  and  he 
read  the  subjects  to  be  presented.  He  said  they 
would  like  to  have  the  endorsement  of  the  Commit- 
tee for  this  program. 

The  motion  was  made  by  Dr.  Johnson  that  the 
Committee  approve  this  program.  The  motion  was 
seconded,  and  earned. 

Dr.  Johnson  expressed  his  feelings  that  the  mem- 
bers of  the  Cirtl  Defense  Committee  should  call  re- 
sponsible persons  at  the  site  of  a disaster,  and  ask 
if  they  could  be  of  any  help.  He  again  mentioned 
the  need  of  a complete  list  of  the  telephone  num- 
bres  of  the  Civil  Defense  Committee  and  of  the 
directors  of  the  200-bed  hospitals. 

General  Welch  brought  up  the  matter  and  dis- 
cussed briefly  the  lack  of  training  in  radioactive 
fall  out  by  individual  members  of  the  Highway  Pa- 
trol. He  said  that  an  expression  of  the  need  for 
this  training  would  be  helpful  from  the  Civil  De- 
fense Committee.  The  motion  was  made  by  Dr. 
Lukens  that  a letter  be  sent  to  General  Welch  urg- 
ing that  this  nrog7’am  for  members  of  the  Patrol 
be  carried  out.  The  motion  was  seconded,  and 
carried. 

General  Welch  also  showed  to  the  Committee  a 
brochure  of  the  standard  operating  procedui’e  for 
setting  up  the  200-bed  hospitals.  He  felt  that 
these  would  be  veiy  helpful  to  personnel  in  setting 
up  the  hospitals.  Dr.  Johnson  asked  Dr.  Svehla 
if  he  would  obtain  enough  copies  of  these  brochures 
to  send  to  all  directoi’s  of  the  200-bed  hospitals. 

Mr.  Leuthauser  told  the  Committee  that  the  An- 
nual Pharmacy  Airbome  trip  would  use  a disaster 
program  demonstration  if  the  Committee  felt  this 
was  a good  idea.  Dr.  Johnson  felt  that  this  ground 
work  and  intei’est  in  such  programs  should  be  stim- 
ulated before  any  demonstration  was  given. 

There  was  a shoil  discussion  concei-ning  obsolete 


materials  in  the  200-bed  hospitals,  and  questions 
arose  about  the  testing  of  the  generators  and  chain 
of  command  which  should  be  followed  in  replacing 
out-dated  materials.  General  Welch  said  that  such 
peimission  would  have  to  be  granted  from  the  re- 
gional Civil  Defense  personnel.  He  said  some  of 
these  pei-sonnel  could  be  invited  to  the  demonstra- 
tion at  Camp  Ashland,  and  that  the  questions  con- 
cerning the  200-bed  hospital  could  be  ^scussed. 

This  concluded  the  discussion  for  the  evening,  and 
Dr.  Johnson  thanked  all  for  attending. 

The  meeting  was  adjourned. 

On  July  28,  1960  a letter  was  received  from  Dr. 
Richard  B.  Svehla  to  clarify  the  discussion  of  the 
M.E.N.D.  program  as  follows:  “The  M.E.N.D.  pro- 
gram does  not  function  to  organize  in  any  way  the 
local  disaster  care  progi’am.  It  is  primarily  re- 
sponsible to  the  medical  schools  where,  through  in- 
tegration into  already  existing  courses,  M.E.N.D. 
concepts  are  brought  to  the  students.  The  M.E.N.D. 
program  aims  to  prepare  future  medical  doctors  in 
the  treatment  of  mass  casualties  through  their 
education  in  the  medical  schools  rather  than  rely 
on  a concentrated  refresher  course  as  had  been  prac- 
ticed at  Carlisle  Bairacks  during  World  War  II  and 
Fort  Sam  Houston,  Texas  in  the  Korean  War.” 

During  the  past  year,  January  1960  to  January 
1961,  the  following  new^  200-bed  Federal  Civil  De- 
fense Hospitals  have  been  acquired  and  stored  in 
the  following  communities:  Superior,  Nebraska, 

Director,  A.  I.  Wiedman,  M.D.;  Norfolk,  Nebraska, 
Director,  J.  H.  Dunlap,  M.D.;  West  Point,  Nebras- 
ka, Director,  Louis  L.  Ericson,  M.D.,  and  Hastings, 
Nebraska,  Director,  D.  W.  Kingsley,  M.D.,  this  hos- 
pital is  stored  at  Ingleside. 

The  Ninth  United  States  Civil  Defense  Council 
Conference,  held  September  21-22,  1960  at  the  Leam- 
ington Hotel,  Minneapolis,  Minnesota,  w'as  attended 
by  Dr  I.  Lukens,  Tekamah.  Nebraska;  Dr.  R.  Rus- 
sell Best,  Dr.  George  N.  Johnson,  and  Mrs.  Max- 
ine Negley.  Director  of  Nursing  Seiwice  Omaha  Civil 
Defense.  The  Pfizer  Award  of  Merit  w'as  presented 
to  Di-.  George  N.  Johnson,  Dr.  R.  Russell  Best,  and 
Mrs.  Maxine  Negley  at  this  Conference. 

Dr.  Clarence  E.  Brott,  Director  of  the  200-bed 
Civil  Defense  Hospital  at  Beatrice,  Nebraska  at- 
tended the  Eleventh  County  Medical  Societies  Con- 
ference on  Disaster  Medical  Care  Featuring 
U S.P.H.S.  Health  Mobilization  for  Disaster  and 
sponsored  by  the  Council  on  National  Security 
American  Medical  Association,  November  4-6,  1960 
at  the  Palmer  House  in  Chicago.  According  to  the 
communication  of  December  12.  1960  from  M.  C. 
Smith,  Executive  Secretary,  a report  from  Dr.  Brott 
will  be  foi-thcoming. 

On  November  19  and  20,  1960  a demonstration 
of  the  setting  up,  use  and  repacking  of  the  200-bed 
Federal  Civil  Defense  Emergency  Hospital  was  con- 
ducted at  Camp  Ashland,  Ashland,  Nebraska. 

Dr.  Peyton  T.  Pratt  and  Dr.  W.  H.  Taylor,  who 
are  members  of  the  Nebi’aska  Flying  Doctors  Asso- 
ciation, have  been  contacted  and  are  willing  to 
seiwe  as  advisors  to  this  Committee. 

Respectfully  submitted, 

GEORGE  N.  JOHNSON,  M.D  , 
ChaiiTnan. 


186 


Nebraska  S.  M.  J. 


REPORT  OF  VETERANS  COMMITTEE 

K.  F.  McDermott,  M.D.,  Chairman,  Grand  Island  ; Robert 
E.  Karrer.  M.D.,  York  : L.  E.  Dickinson,  Jr.,  M.D.,  McCook  ; 
Paul  Scott,  M.D..  Auburn  ; E.  E.  Koebbe.  M.D.,  Columbus. 

On  September  17,  1960  I attended  the  Veterans 
Forum  on  Medical  and  Dental  Affairs  in  Indian- 
apolis, Indiana.  In  this  meeting,  the  Philosophies 
of  the  Veterans  Administration,  the  American  Med- 
ical Association  and  the  American  Legion  were  ex- 
pounded. The  ideas  of  each  are  expressed  as  fol- 
lows: 

Veteran’s  Administration  — Dr.  William  S.  Mid- 
dleton, Chief  Medical  Director,  Veteran’s  Admin- 
istration, stated  that  the  number  of  beds  available 
for  the  care  of  veterans  is  dictated  by  the  Admin- 
istration of  the  Government.  He  also  stated  that 
there  were  15,000  beds  available  at  this  time,  as 
authorized  by  the  Government.  The  bulk  of  these 
beds  were  to  be  used  for  service  connected  dis- 
abilities, but  any  remaining  beds  are,  or  may  be, 
filled  by  non-seiwice  connected  disabilities;  par- 
ticularly with  indigent  Veterans  and,  also,  any 
psychotics  that  developed  within  three  years  after 
discharge. 

The  American  Medical  Association  — The  Amer- 
ican Medical  Association  takes  the  stand  that  Vet- 
erans with  Service-connected  disabilities  should  have 
the  best  possible  medical  care;  and  are,  of  course, 
entitled  to  go  to  Veterans  Hospitals.  However,  it 
is  absurb  to  think  that  all  disabilities  occui*ring 
within  three  years  after  discharge  are  seiwice  con- 
nected. They  further  stated  that  an  indigent  Veter- 
an with  a non-service  connected  disability  is  no  dif- 
ferent than  any  other  indigent,  and  should  properly 
be  cared  for  on  a local  basis. 

The  American  Legion  — The  philosophy  of  the 
American  Legion,  biiefly,  is  that  all  Veterans  are 
National  Heroes,  and  should  have  the  best  of  every- 
thing for  nothing. 

Respectfully  submitted, 

K.  F.  McDERMOTT,  M.D., 

Chairman. 

REPORT  OF 

PREPAYMENT  MEDICAL  CARE  COMMITTEE 

Peyton  Pratt.  M.D..  Chairman,  Omaha ; H.  Dey  Myers,  Jr., 
M.D.,  Schuyler:  C.  K.  Elliott,  M.D.,  Lincoln. 

This  report  is  divided  into  two  parts.  Fii-st,  the 
current  status  and  past  progress  of  Blue  Shield  is 
reviewed.  Second,  the  related  problems  of  Blue 
Shield  and  the  medical  profession  in  the  future  are 
discussed. 

Blue  Shield  is  a well  ran  organization.  The  num- 
ber of  insured  has  been  steadily  increasing;  for 
example,  members  with  this  nrepayment  plan  num- 
bered 210.580  in  1958,  222,400  in  1959,  and  234,840 
in  1960.  The  premium  income  from  these  members 
was  as  follows:  $3,040,255  in  1958,  $3,539,442  in 
1959,  and  $3,740,220  in  1960.  The  payout  in  1960 
was  85.9%.  However,  during  the  third  quarter,  the 
payout  rate  was  greater  than  the  premium  income, 
and  this  has  necessitated  a slight  raise  in  premium 
but  did  include  increased  benefits.  Nevertheless, 
the  economic  status  of  the  Nebraska  Blue  Shield  is 
good.  The  reseiwes  appear  adequate  to  meet  any 
forseeable  emergency.  In  the  ratio  of  reseiwes  to 
monthly  payments,  Nebraska  Blue  Shield  rates  in 
the  top  10%  of  state  nlans.  The  reserves  now 
total  approximately  $2,575,000  with  investment  in 
governments  bonds  of  $1,590,000;  other  bonds  of 


$765,000;  savings  and  loan  of  $60,000;  and  common 
and  prefeiTed  stocks  of  $180,000. 

The  personnel  is  good.  In  association  with  the 
Blue  Shield,  one  becomes  impressed  with  the  past 
and  present  efforts  of  Dr.  Offerman,  and  all  the 
members  of  the  Board,  as  well  as  Mr.  Burger,  the 
General  Manager,  and  other  active  members  of  the 
company.  The  new  members  of  the  Board  the 
past  three  years,  are  Dr.  Fay  Smith,  Dr.  Harold 
Neu,  Dr.  John  T.  McGreer,  Jr.,  and  Dr.  E.  E. 
Koebbe.  The  officers  and  Board  members  have 
neglected  their  own  practices  many  times  in  work- 
ing for  Blue  Shield.  Therefore,  the  Board  has  au- 
thorized per  diem  for  special  assignments,  but  not 
regular  Board  meetings.  Meetings  have  been  held 
in  many  areas  throughout  the  state  including  Nor- 
folk, North  Platte  and  Scottsbluff,  to  increase  the 
interest  of  doctors  in  their  Blue  Shield  program. 
Many  of  the  specialty  groups  have  been  working  on 
a relative  value  schedule  which  has  been  accepted 
and  applied  to  the  new  policies.  These  policies  will 
soon  be  available  and,  through  the  efforts  of  many 
people,  they  are  much  improved  contracts,  provid- 
ing better  coverage  for  the  patient,  and  more  equit- 
able fees  for  the  physicians,  including  many  non- 
surgical  benefits.  Before  these  benefits  can  be 
visualized,  members  will  have  to  convert  their  poli- 
cies to  the  new  contracts.  Physicians  should  be 
ready  to  advise  their  patients  on  such  a change. 

What  is  the  future  of  Blue  Shield  and  the  volun- 
tary medical  prepayment  pi’ograms?  To  decide 
this,  the  political,  the  economic  and  social  implica- 
tions of  the  problems  are  listed  vdth  the  discussion 
as  to  possible  effects  resulting  from  current  times. 
These  are:  ^ 

One  — The  free  choice  of  physicians. 

Two  — The  community  rate  (Blue  Shield  and 
Social  Security)  versus  the  preferaed  rate 
for  better  risks  (commercial  carriers). 

Three  — Voluntai’y  (Blue  Shield!  or  compul- 
sory participation  (Social  Security). 

Four  — The  type  of  administration  of  prepay- 
ment program. 

Five  — How  physician’s  fees  are  determined. 
Commercial  carriers  mav  also  use  the  com- 
munity rate  and  concept  in  many  instances. 

The  free  choice  of  physician  exists  outside  the 
field  of  insurance.  Commercial  caiTiers  in  no  way 
intrude  on  this  nor  does  Blue  Shield.  It  is  entirely 
possible  and  likelv  that  the  social  security  method 
of  prepayment  will  permit  free  choice  of  physicians, 
at  least  at  the  beginning.  While  the  problem  of  so- 
cial security  prepayment  only  applies  to  over  65 
now,  we  must  consider  it  for  every  one  as  this  will 
be  our  future  problem. 

The  community  rate  charges  the  healthy  the  same 
as  the  “not  so  healthy,”  but  provides  coverage  for 
all  at  moderate  rates.  Both  Blue  Shield  and  social 
security  do  this.  The  Technic  of  preferred  risks 
lowers  healthy  people’s  insurance,  but  makes  the 
rate  for  the  people  growing  older  and  the  elderly, 
high  and  possibly  prohibitive. 

Blue  Shield’s  job  is  more  difficult  because  the 
voluntaiT  approach  to  the  community  rate  is  hard  to 
sell.  The  people  sometimes  prefer  to  pay  less 
without  worrying  about  the  future.  Social  security 
is  compulsoiy  and  eliminates  this  problem. 

The  administration  of  the  various  health  plans 
will  be  by  the  government,  by  the  lay  people,  or 
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by  the  physicians.  A successful  plan  requires  ac- 
tive, intelligent,  tolerant,  give  and  take  participa- 
tion by  physicians  and  physicians  groups  in  the 
state. 

Regulation  of  doctors  fees  is  still  largely  gov- 
erned by  the  physician,  but  nevertheless,  is  indi- 
rectly modified  by  insurance  fee  schedules  and  Blue 
Shield  fee  schedules  today.  The  modification  of  this 
is  apt  to  become  greater  in  the  future,  and  this  fact 
must  be  faced  realistically  by  the  physicians.  One 
should  remember  that  the  only  plan  in  which  the 
doctor  has  a definite  voice  is  the  Blue  Shield. 

Blue  Shield  has  had  many  problems  with  fee 
schedules,  but  tremendous  progress  has  been  made 
in  the  new  policies  and  these  should  be  studied  by 
all.  We  should  all  become  better  acquainted  with 
Blue  Shield,  and  if  problems  still  exist,  they  should 
be  brought  to  light  and  should  be  studied  construc- 
tively. Interest  has  increased  in  Blue  Shield  in  the 
recent  years  and  should  continue  to  do  so. 

If  social  security  prepayment  spreads  to  all 
ages,  it  is  possible  a modified  Blue  Shield  fee  sched- 
ule will  be  referred  to  or  used.  It  behooves  us  to 
make  this  fair  and  equitable  to  all:  sui'geon  and 
non-surgeon;  general  practitioner  and  specialist.  All 
things  must  be  considered  in  a spirit  of  compromise 
and  made  as  fair  as  possible. 

Blue  Shield  still  has  a function  and  a pui^pose.  It 
is  a bulwark  to  guarantee  the  free  choice  of  physi- 
cians. The  voluntary  way  has  been  and  should  be 
the  American  way,  and  Blue  Shield  uses  the  vol- 
untaiy  concept. 

The  physician  administration  of  Blue  Shield 
should  be  a much  easier  group  to  deal  with  than 
the  government  in  regard  to  fee  schedules.  Some 
physicians  and  physicians  groups  who  do  not  act 
as  participating  physicians  believe  that  they  are 
not  going  to  be  effected  by  Blue  Shield  decisions. 
However,  in  our  complex  society  and  its  relationship 
to  government,  this  may  work  to  their  disadvantage 
as  Blue  Shield  is  a state  medical  association  opera- 
tion. 

Again,  non-participating  physicians  may  criticize 
Blue  Shield  to  their  patients  and  friends.  Since 
Blue  Shield  is  the  doctors  plan  in  the  eyes  of  the 
public,  this  is  an  indirect  condemnation  of  all  med- 
ical societies.  It  would  be  far  better  if  their  prob- 
lems were  taken  to  the  state  association  and/or 
Blue  Shield  and  resolved.  A poor  public  image  of 
medicine  has  grown  and  this  must  not  continue;  it 
should  be  reversed  by  appropriate  leadership  in 
the  state  association  and  adequate  recognition  of 
this  by  all  physicians. 

In  conclusion.  Blue  Shield  has  had  another  suc- 
cessful year  with  improvement  and  solutions  of 
many  of  their  problems.  The  liaison  committee 
should  be  increased  in  size,  and  physicians  should 
make  full  use  of  this  committee  and  present  their 
problems  to  them  for  satisfactoiy  answers  and  solu- 
tions. It  is  hoped  that  this  report  will  stimulate  a 
great  deal  more  interest  into  these  problems  as  the 
importance  of  Blue  Shield  and  the  general  problems 
of  the  medical  care  are  related  It  is  hoped  that 
any  thoughts  or  ideas  any  physician  in  the  state  may 
have  to  help  solve  these  problems,  will  be  forwarded 
to  the  liaison  committee. 

Respectfully  submitted, 

PEYTON  PRATT,  M.D., 
Chairman. 


REPORT  OF 

COM.MITTEE  ON  AGING 

Harold  Ladwig,  M.D..  Chairman,  Omaha;  Carl  Barr,  M.D., 
Tilden ; John  Brown.  M.D.,  Lincoln  ; J.  D.  CcCarthy,  M.D., 
Omaha  : R.  B.  Andersen,  M.D.,  Nehawka ; R.  F.  Sievers, 
M.D.,  Blair;  E.  A.  Rogers,  M.D.,  Lincoln. 

The  various  members  of  the  Committee  on  Aging 
have  been  veiy  active  in  their  role  as  members  of 
the  Goveinor’s  Commission  on  Aging.  In  the  very 
near  future,  the  Nebraska  State  Medical  Journal 
will  contain  a detailed  report  of  the  findings  of  this 
commission  and  the  recommendations  of  the  Nebras- 
ka Governors’  Commission  on  Aging  which  met  in 
Omaha  in  August,  1960.  Several  of  the  members 
also  attended  the  White  House  Conference  on  Ag- 
ing which  was  held  in  January,  1961  in  Washing- 
ton, D.C. 

The  follo^\'ing  is  a policy  statement  of  the  White 
House  Conference  on  Aging,  pertaining  to  health 
and  medical  care.  This  policy  statement  was  adopt- 
ed by  the  conference.  It  does  not  contain  a min- 
ority report  peidaining  to  the  methods  of  financing 
of  medical  care. 

Institutional  Care  — A broad  spectiaim  of  in- 
stitutional facilities  is  essential  for  proper 
health  and  medical  care  for  all  citizens,  espe- 
cially the  aged.  These  facilities  must  be  pro- 
vided through  orderly  planning  to  prevent  du- 
plications and  deficiencies.  The  local  area 
(city,  county,  or  metropolitan)  should  be  used 
as  the  planning  base. 

Unifonn  definitions  of  tj'pes  of  facilities 
should  be  developed.  Each  facility  should  pro- 
vide, within  its  defined  limits,  the  highest  pos- 
sible quality  of  seiwice.  Institutional  care 
should  be  provided  in  a manner  which  does  not 
discourage  care  in  the  home  but  insures  that 
such  care  is  given  at  the  right  time  and  in  the 
right  place.  Institutional  care  should  encour- 
age self-reliance  and  preseiwe  personal  dig- 
nity. 

Quality  of  care  in  many  institutions  can  be 
greatly  improved.  Licensing  laws  must  be  ade- 
quate to  protect  the  public  and  must  be  rigor- 
ously enforced.  Essential  to  improvement  of 
standards  beyond  minimum  levels  is  a volun- 
taiy  accreditation  program,  such  as  the  Joint 
Commission  on  Accreditation  of  Hospitals. 

Adequate  care  cannot  be  prortded  without 
sufficient  financing,  both  for  constniction  and 
for  provision  of  seiwices.  Costs  should  be  kept 
to  the  lowest  possible  level  consonant  with  high 
quality  care,  through  planning,  efficient  man- 
agement and  economical  use  of  facilities.  No 
needed  care  should  be  denied  because  of  in- 
ability to  pay,  nor  should  the  financing  mecha- 
nism create  impediments  to  the  proper  util- 
ization of  the  various  types  of  facilities,  in- 
cluding the  home.  Eveiything  possible  should 
be  done  to  encourage  voluntaiy  prepayment 
groups  to  expand  and  broaden  their  coverage 
for  aged  individuals  and,  further,  to  extend 
such  coverage  over  the  whole  institutional  care 
spectrum,  and  for  care  in  the  home.  Local, 
state  and  federal  govemment  financing  vdll  be 
required  in  increasing  amounts  to  supplement 
individual  resources  and  voluntaiy  prepayment. 

Existing  Federal-State  matching  programs 
will  provide  effective,  economical,  dignified 
medical  care  for  our  elderly  citizens  who  need 
help.  The  implementation  of  such  programs 
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should  result  in  the  highest  quality  of  medical 
care  desired.  Compulsory  health  care  inevit- 
ably results  in  poor  quality  health  care. 

Care  at  Home  — Special  emphasis  needs  to 
be  given  to  strengthening  and  greatly  extend- 
ing sei'vices  which  will  permit  the  older  person 
to  be  cared  for  at  home. 

Physicians’  sei’vices  are  essential  to  care  at 
home  and  he  should  be  the  coordinator  of  sei’v- 
ices provided  to  the  individual.  Coordination 
of  an  organized  program  should  be  undertaken 
by  the  agency  detei’mined  by  the  community  to 
be  appropriate. 

Care  at  home  may  be  provided  through  co- 
ordinated multi-service  programs,  programs 
providing  a segment  of  such  sei’vices  or  on  an 
individual  basis. 

Decisions  regarding  administrative  policies, 
community  action,  philosophy  and  methods  of 
financing  should  be  made  locally.  Federal  and 
State  agencies  have  a special  responsibility  for 
encouraging  communities  in  developing  pro- 
grams providing  effective  care  at  home.  Ex- 
pansion of  these  services  will  require  additional 
financing.  “Seed  money”  to  launch  programs 
is  needed.  Maximum  income  should  be  de- 
veloped from  patient  fees.  Philanthropy  and  in- 
surance. Where  these  do  not  suffice,  the  tax 
dollar  must  bridge  the  gap.  Patients  who  are 
in  a position  to  pay  for  those  services  should 
do  so  to  the  extent  of  their  ability. 

Payment  levels  should  cover  the  total  cost  of 
the  service  involved  including  the  administra- 
tive expense.  Reimbursement  to  suppliers  of 
service  should  be  at  realistic  levels.  Prepay- 
ment and  public  assistance  programs  should 
make  specific  provision  for  payment  for  services 
in  the  home.  The  crucial  role  of  nursing  serv- 
ices in  chronic  illness  requires  specific  provi- 
sion of  payment  in  such  care. 

Education  and  orientation  programs  should  be 
developed  and  intensified  aimed  at  helping  the 
health  professions,  older  people  and  the  public 
generally  to  appreciate  the  advantages,  poten- 
tials and  limitations  of  services  in  the  home, 
and  the  respective  role  and  responsibility  each 
group  and  individual  has  therein. 

Additional  emphasis  should  be  given  to  re- 
search and  evaluation  in  the  organization  and 
delivery  of  patient  care  services  in  the  home 
in  order  that  such  services  may  be  systematical- 
ly modified  to  achieve  the  twin  goals  of  effec- 
tiveness and  economy. 

Health  Maintenance  — Health  maintenance 
for  the  aging  should  include  education  programs 
for  more  healthful  living  in  the  area  of  nutri- 
tion and  continued  physical  and  mental  activity. 

The  health  professions  must  assume  the  lead- 
ing role  in  this  effort,  and  through  recognized 
mass  media,  schools,  industry,  union  halls,  and 
those  public  and  private  agencies  having  to  do 
with  health  needs,  prescribe  what  is  best  for  the 
preservation  of  the  health  of  the  aging. 

Both  the  aging  group  and  the  health  profes- 
sions must  be  cognizant  of  the  importance  of 
the  value  of  periodic  health  appraisals  and  the 
prevention  and  early  detection  of  disease  and 
the  prevention  of  accidents. 

Mental  Health  — Mental  health  is  adapt- 


able to  internal  and  external  change,  recogni- 
tion of  self  limitations  and  potential  and  the 
maintenance  of  a variety  of  sources  of  satisfac- 
tion. Any  conditions  that  causes  pathological 
changes  in  these  areas  can  create  mental  ill- 
ness in  the  individual  regardless  of  age.  To 
provide  adequately  for  the  mental  health  needs 
of  older  people  consideration  must  be  given  to 
certain  positive  concepts. 

a.  The  development  of  a public  enlighten- 
ment progi’am  which  recognizes  that  public  at- 
titudes towai’d  mental  health  can  and  must  be 
changed.  This  process  of  enlightenment  should 
begin  with  the  child  in  the  family  and  continue 
throughout  life. 

b.  That  the  mentally  ill  aged  should  receive 
sei’vice  in  the  community  from  the  same  agen- 
cies and  clinics  serving  other  groups. 

c.  The  aged  should  receive  mental  hospital 
sei’vice  only  when  they  are  mentally  ill  and 
there  are  psychiatric  indications. 

d.  Mental  health  sei’vices,  in-patient  and  out- 
patient, should  be  organized  to  allow  free  move- 
ment of  patients  between  services  depending  on 
treatment  needs. 

e.  The  community  should  provide  a proper 
psychiatric  evaluation  of  any  patient  prior  to 
initiating  commitment  proceedings.  If  com- 
mitment is  indicated,  plans  should  be  started 
immediately  toward  return  of  the  patient  to  the 
community.  The  procedure  should  not  require  a 
finding  of  incompetency. 

f.  Any  plans  which  provide  health  care  or 
assistance  should  not  exclude  the  mentally-rill. 
A percentage  of  all  Federal  Hospital  Construc- 
tion funds  should  be  earmarked  by  the  States 
for  mental  health  facilities. 

Organization  of  Community  Services  — Im- 
plicit in  the  organization  of  community  health 
sei'vices  for  the  aging  are:  fact-finding,  pro- 

gram planning  and  implementation;  coordina- 
tion of  health  sei’vice;  and  proper  continuity  of 
care  for  the  chronically  ill  and  disabled. 

Planning  should  be  on  an  inter-disciplinary, 
community-wide  basis,  whereas  program  imple- 
mentation frequently  is  the  responsibility  of  a 
single  agency.  Communities  should  periodically 
appraise  the  status  of  their  health  and  medical 
care  programs,  utilizing  community  groups  with 
technical  assistance  and  consultation  services, 
most  often  available  from  Etate  Health  Depart- 
ments. 

Coordination  of  health  services  is  necessary  at 
all  levels  — local.  State  and  Federal.  At  the 
State  and  local  levels,  the  responsibility  for 
coordinating  services  should  rest  with  foi’mally 
organized,  inter-disciplinary  units.  In  the  Fed- 
eral government  the  responsibility  for  coordin- 
ating health  and  medical  sei'vices  should  rest 
with  the  Department  of  Health,  Education,  and 
Welfare. 

Continuity  of  health  care  requires  utilization 
of  the  mechanisms  by  which  the  changing  health 
needs  of  ill  persons  may  be  met.  Continuity 
of  care  implies  the  concept  of  progressive  pa- 
tient care  in  its  broadest  sense,  with  the  ob- 
jective, wherever  possible,  of  returning  the  pa- 
tient to  his  home  in  the  best  possible  health. 

A major  obstacle  to  continuity  of  care  and 
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coordination  of  services  lies  in  the  fractionation 
of  health  services  away  from  agencies  con- 
cemed  primarily  with  health  matters. 

It  is  recognized  that  research  studies  of 
unique  community  organization  structures  and 
pioneering  coordination  mechanisms  are  needed, 
and  that  the  nation  needs  to  expand  its  facili- 
ties for  training  personnel  to  woi'k  for  the 
improved  health  of  older  citizens. 

Respectfully  submitted, 

HAROLD  A.  LADWIG,  M.D., 

ChaiiTnan. 


Roster,  House  of  Delegates 

February  19,  1961 


ADAMS— 

Charles  Landgraf,  M.D.,  Hastings  (D) 

BOONE— 

Wm.  J.  Reeder.  M.D.,  Cedar  Rapids  (D) 

Robt.  Westfall,  M.D.,  Albion  (A) 

BOX  BUTTE— 

W.  L.  Howell.  M.D..  H>annis  (D)  

T.  D.  Fitzgerald,  M.D.,  Alliance  (A) 

BUFFALO- 

H.  V.  Smith,  M.D.,  Kearney  (D) 

F.  L.  Richards.  M.D.,  Kearney  (A) 

BURT— 

L.  Morrow.  M.D.,  Tekamah  (D) 

Isaiah  Lukens,  M.D.,  Tekamah  (A)  

BUTLER— 

L.  S.  Ekeler,  M.D.,  David  City  (D) 

W.  C.  Niehaus,  M.D.,  David  City  (A) 

C ASS 

R.  W.  Andersen,  M.D..  Nehawka  (D1  

R.  F.  Brendel,  M.D..  Plattsmouth  (A1  

CEDAR.  DIXON,  DAKOTA. 

THURSTON,  WAYNE— 

Leroy  Gathman.  M.D..  South  Sioux  City  (D) 

R.  E.  Bray,  M.D.,  Ponca  (A)  

Robt.  Benthack,  M.D..  Wayne  (D)  

Chas.  Muffly,  M.D.,  Pender  (A)  

Clarence  B.  Smith.  M.D.,  Hartington  (D( 

H.  J.  Billerbeck,  M.D.,  Randolph  (A)  

CHEYENNE,  KIMBALL,  DEUEL— 

Hull  Cook.  M.D.,  Sidney  (D)  

CLAY— 

H.  V.  Nuss,  M.D.,  Sutton  (D)  

COLFAX— 

H.  Dey  Meyers,  M.D.,  Schuyler  (D)  

Howard  Fend,  M.D.,  Schuyler  (A)  

CUSTER— 

Theo.  Koefoot.  Jr.,  M.D.,  Broken  Bow  (D)  . 
Ralph  Blair,  M.D.,  Broken  Bow  (A1  

A.  W.  Anderson,  M.D.,  Lexington  (D)  

B.  W.  Pyle,  M.D.,  Gothenburg  (A)  

DODGE— 

D.  B.  Wengert,  M.D.,  Fremont  (D)  

Robt.  Sorensen,  M.D.,  Fremont  (A)  

FILLMORE— 

A.  A.  Ashby,  M.D.,  Geneva  (D)  

C.  F.  Ashby,  M.D.,  Geneva  (A)  

FRANKLIN— 

L.  S.  McNeill,  M.D.,  Campbell  (D)  

W.  A.  Doering.  M.D.,  Franklin  (A)  

FOUR  COUNTY— 

Roy  S.  Cram,  M.D.,  Burwell  (D)  

GAGE— 

C.  R.  Brott,  M.D.,  Beatrice  (D)  

C.  T.  Frerichs,  M.D.,  Beatrice  (A)  

GARDEN,  KEITH,  PERKINS— 

A.  B.  Albee,  M.D..  Oshkosh  (D)  

E.  E.  Colglazier,  M.D.,  Grant  (A)  

HALI^- 

Warren  Bosley.  M.D.,  Grand  Island  (D) 

Pierce  Sloss.  M.D.,  Grand  Island  (A)  

HAMILTON— 

J.  M.  Woodard,  M.D.,  Aurora  (D)  

D.  B.  Steenburg,  M.D.,  Aurora  (A1  

H.-kELAN— 

H.  R.  Walker.  M.D.,  Alma  (D)  

K.  C.  McGrew.  M.D.,  Orleans  (A)  

HOLT  & NORTHWEST— 

HOWARD— 

J.  Y.  Racines.  M.D.,  Palmer  (D)  

R.  W.  Hanisch.  M.D..  St.  Paul  (A)  
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JEFFERSON— 

K.  J.  Kenney,  M.D..  Fairbur>'  (D) 

W.  P.  Joachim,  M.D.,  Fairbury  (A) 
JOHNSON— 

John  Schutz,  M.D.,  Tecumseh  (Di 

Ralph  E.  Paul.  M.D.,  Sterling  (A) 
LANCASTER  COUNTY— 

H.  V.  Munger,  M.D.,  Lincoln  (D» 

O.  A.  Neely,  M.D.,  Lincoln  (A  I 

M.  D.  Frazer,  M.D.,  Lincoln  (D) 

G.  E.  Place,  M.D.,  Lincoln  (A)  

R.  J.  Stein,  M.D.,  Lincoln  (D) 

D.  F.  Purvis.  M.D.,  Lincoln  (A) I 

B.  F.  Wendt,  M.D.,  Lincoln  (D)  

Paul  Goetowski,  M.D.,  Lincoln  (A) 
LINCOLN— 

B.  F.  Claussen,  M.D.,  North  Platte  (D) 
B.  D.  Taylor,  M.D.,  North  Platte  (A) 
MADISON  SIX— 

F.  C.  McClanahan,  M.D.,  Neligh  (D) 

D.  J.  Peetz.  M.D..  Neligh  (A)  

W.  E.  Wright.  M.D.,  Creighton  (D) 

R.  L.  Tollefson,  M.D.,  Wausa  (A) 

H.  S.  Tennant.  M.D.,  Stanton  (D) 

W.  D.  Hansen,  M.D.,  Wisner  (D) 
Robert  Scherer,  M.D.,  West  Point  (A) 

W.  I.  Devers,  M.D..  Pierce  (D)  

A.  E.  Maillard.  M.D.,  Osmond  (A) 
James  Dunlap,  M.D.,  Norfolk  (D) 

John  Pollack,  M.D..  Norfolk  (A1 


MERRICK— 

E.  T.  Zikmund,  M.D.,  Central  City  (D) 

K.  R.  Treptow.  M.D.,  Central  City  (A1 

NANCE— 

NEMAHA— 

John  R.  Thompson.  M.D.,  Auburn  (D) 

F.  M.  Tushla.  M.D.,  Auburn  (Ai 
NORTHWEST  NEBRASKA— 

Ben  Bishop.  M.D.,  Crawford  (D)  _ 

S.  R.  Rathbun.  M.D.,  Crawford  (A) 
NUCKOLLS— 

Donald  R.  Marples,  M.D..  Nelson  (D) 

S.  R.  Larson.  M.D.,  Superior  (A)  _ 
OMAHA-DOUGLAS— 

Harry  McFadden,  M.D.,  Omaha  (D) 

G.  C.  Schreiner.  M.D..  Omaha  (A1  _ 

G.  B.  McMurtrey,  M.D..  Omaha  (D) 

D.  W.  Burney,  M.D.,  Omaha 

E.  K.  Connors,  M.D.,  Omaha  (D)  _ 

W.  J.  Reedy,  M.D.,  Omaha  (A) 

T.  J.  Gumett,  M.D.,  Oamaha  (D) 

W.  W.  Jurgensen.  M.D.,  Omaha  CA) 
Arnold  Lempke,  M.D.,  Omaha  (D)  _ 

J.  J.  Grier,  M.D..  Omaha  (A)  

J.  R.  Schenken,  M.D.,  Omaha  (D)  _ 

R.  D.  Smith,  M.D.,  Omaha  (A) 

R.  L.  Egan,  M.D..  Omaha  (D1  

W.  E.  Kelley.  M.D.,  Omaha  (A1 

D.  L.  Bucholz,  M.D.,  Omaha  (D) 

A.  W.  Abts.  M.D..  Omaha  (A)  

J.  D.  Coe.  M.D..  Omaha  ID)  

C.  A.  McWhorter,  M.D.,  Omaha  (A) 

OTOE— 

T L.  Weekes.  M.D..  Nebraska  City  (D) 
W.  C.  Kenner,  M.D.,  Nebraska  City  (A) 


PAWNEE— 

H.  C.  Stewart,  M.D..  Pawmee  City  (D) 
A.  B.  Anderson,  M.D.,  Pawnee  City  (A) 
PHELPS— 

H.  A.  McConahay,  M.D.,  Holdrege  (D) 
Walter  Reiner,  M.D.,  Holdrege  (A) 


PLATTE— 

E.  E.  Koebbe,  M.D..  Columbus 

E.  G.  Brillhart,  M.D.,  Columbus  (A) 
POLK— 

R.  L.  Bierbower,  M.D.,  Shelby  ID) 

C.  L.  Anderson,  M.D.,  Stromsburg  lA) 

RICHARDSON— 

Louis  Brennan.  M.D..  Falls  City  ID) 

S.  D.  Cowan.  M.D.,  Falls  City  lA) 

SALINE— 

L.  W.  Forney,  M.D.,  Crete  ID)  

R.  W.  Homan,  M.D.,  Crete  I A)  

SAUNDERS— 

E.  J.  Hinrichs,  M.D.,  Wahoo  ID)  

I.  M.  French,  M.D.,  Wahoo  lA)  

SCOTTSBLUFF— 

Edwin  J.  Loeffel,  M.D.,  Mitchell  ID) 

Carl  Frank,  M.D.,  Scottsbluff  (A)  


SEWARD— 

Ray  Hill,  M.D..  Seward  ID)  

Robt.  Herpolsheimer,  M.D.,  Seward  (A) 


SOUTHWEST  NEBRASKA— 

F.  M.  Karrer,  M.D.,  McCook  ID) 
THAYER— 

L.  G.  Bunting.  M.D.,  Hebron  ID) 
R.  E.  Penry,  M.D.,  Hebron  (A)  _ 
WASHINGTON— 

R.  F.  Sievers,  M.D.,  Blair  ID) 

C.  D.  Howard,  M.D.,  Blair  lA) 


YORK— 

R.  E.  Harry.  M.D.,  York  (D)  P 

Harold  Frieson,  M.D.,  Henderson  (A)  

J.  B.  Christensen,  M.D.,  Omaha,  Speaker, 

House  of  Delegates  P 

Wm.  Nutzman,  M.D.,  Kearney,  Vice  Speaker, 

House  of  Delegates  P 


PROCEEDINGS 
Interim  Session 
HOUSE  OF  DELEGATES 
Nebraska  State  Medical  Association 
February  19,  1961 

The  Interim  Session  of  the  House  of  Delegates 
of  the  Nebraska  State  Medical  Association  was 
held  at  the  Hotel  Cornhusker,  Lincoln,  Nebraska, 
Febniary  19,  1961. 

The  meeting  was  called  to  order  at  10:00  a.m.  by 
Dr.  J.  B.  Christensen,  Speaker.  Roll  call  showed 
37  delegates  present. 

A quorum  was  declared  present,  by  Dr.  John  Mc- 
Greer,  Chairman  of  the  Credentials  Committee. 

Dr.  E.  E.  Koebbe  moved  that  the  minutes  of  the 
preceding  meeting  as  published  in  the  July,  1960, 
issue  of  the  Nebraska  State  Medical  Journal,  be 
approved.  The  motion  was  seconded,  and  carried. 

Dr.  Christensen,  Speaker,  read  his  Refei-ence 
Committee  appointments. 

The  Speaker  then  called  for  oral  reports  of  Coun- 
cil on  Professional  Ethics,  Medical  Service,  and 
Medicolegal  Advice.  As  none  of  the  Chairmen  of 
these  committees  were  present  at  this  time.  Dr. 
Christensen  stated  that  these  would  be  called  for 
later. 

New  Resolutions 

The  Speaker  called  for  New  Resolutions,  and  the 
following  resolutions  were  read: 

Dr.  D.  L.  Buchholz  introduced  the  following  reso- 
lution; 

WHEREAS  the  American  Medical  Associa- 
tion is  in  need  of  an  immediate,  continuous,  and 
positive  all-out  Public  Infoirnation  campaign 
conducted  by  an  outside  agency  specializing  in 
this  field;  and 

WHEREAS  the  House  of  Delegates  of  the 
American  Medical  Association  will  be  asked  to 
approve  a $20.00  increase  in  dues  in  June,  1961, 

THEREFORE  BE  IT  RESOLVED  that  the 
Nebraska  State  Medical  Association  does  not 
approve  this  increase  in  dues  if  the  above  in- 
dicated campaign  is  not  initiated  and  carried 
out  at  once,  and 

BE  IT  RESOLVED  FURTHER  that  a copy 
of  this  resolution  be  distributed  at  once  as  fol- 
lows: 

1.  Board  of  Trustees,  American  Medical  As- 
sociation. 

2.  For  introduction  into  the  House  of  Dele- 
gates of  the  American  Medical  Association. 

3.  Every  state  medical  society. 

4.  All  county  societies  in  the  United  States  in 
large  metropolitan  areas. 


Dr.  H.  V.  Munger  read  the  two  following  reso- 
lutions: 

WHEREAS  the  practice  of  medicine  shall 
continue  to  be  a private  entei’prise,  and 

WHEREAS  proponents  of  government  con- 
trol of  medicine  have  by  radio,  television  and 
other  means  tended  to  discredit  the  private 
practice  of  medicine  and  place  the  private  prac- 
tice of  medicine  in  an  unfavorable  position  in 
the  public  mind, 

THEREFORE,  BE  IT  RESOLVED  that  the 
Board  of  Councilors  and  the  House  of  Delegates 
of  the  Nebraska  State  Medical  Association 
urgently  favor  the  employment  of  professional 
Public  Relations  Counsel  by  the  American  Med- 
ical Association  on  a continuing  basis,  and 

BE  IT  FURTHER  RESOLVED  that  this 
resolution  be  presented  to  the  House  of  Dele- 
gates of  the  American  Medical  Association  at 
its  June,  1961  meeting. 

RESOLUTION  II 

WHEREAS,  American  medicine  faces  the 
evergi’owing  threat  of  compulsory  medical  care; 
and 

WHEREAS,  the  American  Medical  Associa- 
tion stands  as  a bulwark  of  the  free  practice 
of  medicine;  and 

WHEREAS,  the  cost  of  presenting  the  views 
of  medicine  on  the  national  level  are  increas- 
ing; and 

WHEREAS,  the  proposed  increase  in  dues  by 
the  American  Medical  Association  are  vitally 
needed  to  properly  represent  free  medicine  in 
all  its  phases  of  activity; 

THEREFORE,  BE  IT  RESOLVED,  that  the 
House  of  Delegates  of  the  Nebraska  State 
Medical  Association  go  on  record  as  approving 
the  proposed  increase  in  dues  to  the  American 
Medical  Association  as  provided  for  by  the 
House  of  Delegates  of  the  American  Medical 
Association  at  its  1960  mid-winter  meeting,  and 

BE  IT  FURTHER  RESOLVED,  that  this 
resolution  be  forwarded  to  the  House  of  Dele- 
gates of  the  American  Medical  Association  to 
be  presented  at  the  meeting  in  June,  1961. 

The  Speaker  ruled  that  the  resolutions  read  by- 
Dr.  Buchholz  and  Dr.  Munger  would  be  referred  to 
Reference  Committee  No.  7 — Miscellaneous. 

Dr.  Hany  McFadden  presented  individual  peti- 
tions to  the  State  Board  of  Health  of  the  State  of 
Nebraska,  regarding  the  Regulations  and  Stand- 
ards for  Hospitals  and  Maternity  Homes. 

The  Speaker  ruled  that  these  petitions  would  be 
refen-ed  to  Reference  Committee  No.  5 — Planning. 

Dr.  R.  L.  Egan  then  read  the  following  communi- 
cation from  Dr.  George  Johnson,  Chaimian  of  the 
Civil  Defense  and  Disaster  Committee: 

Febnaary  14,  1961 

John  R.  Schenken,  M.D. 

Omaha-Douglas  County  Medical  Society 
Chairman  of  the  Delegates 
Omaha,  Nebraska 
Dear  Dr.  Schenken: 

The  Nebraska  State  Medical  Association  Commit- 
tee on  Civil  Defense  and  Disaster,  of  which  Chair- 
man, at  this  time  requests  that  special  funds  be 
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made  available  for  secretarial  seiTices  to  assist 
us  in  forwarding  communications  in  our  state  dis- 
aster medical  planning  program.  The  Board  of 
Councilors  of  the  Nebraska  State  Medical  Associa- 
tion infoimed  me  that  a written  request  be  made 
for  this  financial  assistance,  and  that  it  be  made 
to  the  House  of  Delegates.  I would  assume,  that 
approximately  three  or  four  thousand  dollars  would 
adequately  cover  our  needs  for  this  coming  year. 

Respectfully  yours, 

GEORGE  N.  JOHNSON,  M.D. 

The  Speaker  lailed  that  this  communication  would 
be  referred  to  Reference  Committee  No.  2 — Coun- 
cil. 

Dr.  Roy  Cram  then  read  a resolution  passed  by 
the  Four  County  Medical  Society  at  a meeting  Feb- 
I'uai’y  16,  1961,  as  follows: 

1.  We  oppose  the  inclusion  of  physicians  under 
the  Social  Security  program. 

2.  We  oppose  the  proposed  legislation  requiring 
that  two  doctors  be  sciaibbed  in  on  all  sur- 
gical cases,  believing  this  to  be  impractical 
and  impossible  in  certain  niral  areas  and  un- 
der certain  situations,  and  that  the  hazard  of 
legal  liabilities  would  be  veiy  great  if  such 
legislation  were  adopted. 

3.  We  accept  the  proposal  requiring  the  path- 
ological examination  of  all  tissues  removed 
during  surgery  except  for  the  various  minor 
tissues  that  have  been  listed. 

4.  We  oppose  the  proposal  that  the  State  De- 
partment of  Health  have  the  authority  to 
control  the  matter  of  medical  records  and 
their  upkeep  in  our  hospitals.  We  believe 
that  this  control  should  be  invested  in  the 
State  Medical  Association. 

5.  We  prefer  the  proposal  that  the  government 
insure  the  aged  through  the  Blue  Cross-Blue 
Shield  Plan  rather  than  through  the  Social 
Secuidty  Program.  We  reluctantly  do  this 
realizing  that  either  proposal  is  a fonn  of  gov- 
ernment socialization,  and  we  are  merely  ac- 
cepting the  lesser  of  the  two  evils. 

The  Speaker  ruled  that  these  resolutions  from 
Four  County  Medical  Society  would  be  referred  to 
Reference  Committee  No.  5 — Planning. 

Dr.  Christensen  read  a resolution  which  had  been 
prepared  by  Mr.  M.  C.  Smith.  This  resolution  had 
been  approved  by  the  Board  of  Councilors  at  their 
February  12,  meeting.  Following  is  the  resolution: 
WHEREAS,  the  Medical  Pi’ofession  in  Ne- 
braska, both  as  individuals  and  through  the 
official  organization,  the  Nebraska  State  Medi- 
cal Association,  have  for  many  years  accepted 
and  assumed  the  great  obligation  and  respon- 
sibility of  providing  the  best  available  scientific 
medical  care  for  our  citizens,  and 

WHEREAS,  the  fulfillment  of  this  obliga- 
tion has  necessitated  a constant  upgrading  of 
standards  and  qualifications  of  medical  doc- 
tors through  the  approved  medical  schools  and 
by  continued  medical  education  by  the  county 
medical  societies,  circuit  courses,  state  medical 
meetings,  and  other  means,  with  the  result  that 
the  qualifications  and  standards  of  medical 
practice  of  the  medical  doctors  in  Nebraska 


ranks  with  the  veiy  best  of  any  of  the  states, 
and 

WHEREAS,  there  exists  certain  sub-standard 
groups  licensed  in  the  various  branches  of  the 
healing  arts  to  engage  in  limited  practices  for 
which  they  are  qualified  who  introduce  legis- 
lation in  almost  eveiy  session  of  the  legisla- 
ture to  permit  them  to  practice  a liberalized 
system  of  healing,  equalling  the  practice  of 
mediciiie  and  surgery,  without  meeting  the 
proper  qualifications  for  such  practice,  and 

WHEREAS,  such  liberalization  would  lower 
the  standards  of  medical  care  in  Nebraska,  and 
thus  be  detrimental  to  the  best  interest  of  the 
people  of  Nebraska,  and 

WHEREAS,  it  is  a well  understood  fact  that 
unqualified  individuals  cannot  immediately  be- 
come qualified  by  the  mere  passage  of  a law, 
and  not  by  meeting  certain  specified  educa- 
tional requirements  as  is  required  by  all  pro- 
fessions now. 

THEREFORE  BE  IT  RESOLVED,  that  the 
medical  profession,  through  legally  composed 
bodies,  petition  the  Nebraska  Legislature  to 
cooperate  in  maintaining  the  present  high 
standards,  and  to  resist  any  requests  for  liber- 
alization of  medical  practice  or  any  change  in 
the  present  medical  practice  act,  by  any  indi- 
viduals or  groups  until  they  have  qualified 
themselves  in  a recognized  manner  for  such 
practice,  and 

BE  IT  FURTHER  RESOLVED,  that  a copy 
of  this  resolution  be  sent  to  the  Governor  and 
Lieutenant  Governor  of  Nebraska,  and  to  each 
individual  member  of  the  1961  Session  of  the 
Nebraska  Unicameral  Legislature. 

The  Speaker  niled  that  this  resolution  would  be 
referred  to  Reference  Committee  No.  1 — Officers. 

Dr.  Christensen  then  read  Aircade  Promotion 
Suggestions  for  attendance  and  participation  in 
1961  Aircade  Meeting  for  Citizenship  Action  to  be 
held  in  Omaha  on  March  6,  1961.  Dr.  Christensen 
then  ruled  that  this  would  be  referred  to  Reference 
Committee  No.  7 — Miscellaneous. 

Dr.  R.  D.  Smith  then  read  the  following  resolu- 
tion: 

WHEREAS:  The  quality  of  physicians  and 
medical  care  in  the  United  States  is  the  best 
the  world  has  ever  knovTi; 

WHEREAS:  Every  effort  has  been  and  is 

being  made,  by  those  providing  such  care,  in 
extending  the  best  medical  care  to  all  the 
people  on  a voluntary  basis, 

WHEREAS:  There  was  eveiy  encourage- 

ment to  the  continued  progress  in  scientific 
and  social  aspects  of  medical  care  in  the  past 
eight  years  — and  now  those  favoring  socialism 
in  our  countiy  are  fast  at  work  spreading  un- 
tnith  and  false  rumors  among  the  people  in  an 
attempt  to  discredit  the  American  Physician 
and  voluntaiy  medical  care  in  general  — much 
of  this  propaganda  to  produce  the  “ugly  image” 
being  financed  from  federal  tax  revenues  by 
employees  of  the  citizens  of  the  United  States, 

THEREFORE,  BE  IT  RESOLVED:  That 

the  House  of  Delegates  of  the  Nebraska  State 
Medical  Association  in  assembly  Febiaiaiy  19, 
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1961,  do  unanimously  petition  the  American 
Medical  Association  to  immediately  summon 
and  employ  on  a continuing  basis  the  best 
consultants  in  public  relations  available  in  the 
United  States,  and  to  use  every  means  of  mass 
communication  — newspapers,  periodicals,  radio, 
T.V.  — speeches  to  all  groups  by  capable  mem- 
bei’s  of  the  medical  profession  and  others  in- 
terested in  freedom  — the  expense  of  this  ef- 
fort to  be  borne  by  asessment  of  all  members 
of  the  American  Medical  Association.  Unless 
such  action  is  immediate  and  strenuous  the  death 
knell  of  not  only  freedom  in  voluntaiy  health 
care,  but  in  all  phases  of  our  economy  may  well 
sound. 

The  Speaker  lailed  that  this  resolution  would  be 
referred  to  Reference  Committee  No.  7 — Miscel- 
laneous. 

The  Speaker  read  the  following  letter  which  had 
been  received  from  the  Omaha  OB-Gyn.  Society: 

Febmary  1.3,  1961 

House  of  Delegates 
N.S.M.A. 

1315  Sharp  Building 
Lincoln  8,  Nebraska 

Dear  Sirs: 

At  a special  meeting  of  the  Omaha  Obstetrical 
and  Gynecological  Society  on  February  10,  the  fol- 
lowing resolution  was  adopted: 

WHEREAS:  The  Omaha  Obstetrical  and 

Gynecological  Society  was  not  represented  at 
the  establishment  of  a relative  value  scale,  and 
WHEREAS:  The  only  such  scale,  presented 
to  this  organization  by  Drs.  Richard  Garling- 
house  and  Harold  Morgan  of  Lincoln,  was  stat- 
ed as  involving  “Medicare”  only  and  was  dis- 
approved by  vote  of  this  society  on  September 
16,  1959,  that 

THEREFORE:  A resolution  expressing  our 

displeasure  at  having  no  representation  what- 
ever at  the  establishment  of  a relative  value 
scale  binding  upon  us,  be  sent  to  Arthur  J. 
Offerman,  M.D.,  The  Nebraska  Medical  Service, 
The  Uniform  Fee  Schedule  Committee  of  the 
Nebraska  State  Medical  Association,  and  the 
House  of  Delegates  of  the  N.S.M.A. 

Sincerely  yours, 

WARREN  H.  PEARSE,  M.D., 

Secretary, 

Omaha  OB-Gyn.  Society. 

The  Speaker  ruled  that  this  letter  would  be  re- 
ferred to  Reference  Committee  No.  4 — Voluntary 
Prepayment. 

Fifty-Year  Practitioners 

Dr.  Christensen  read  the  list  of  50- Year  Practi- 
tioners to  be  approved  by  the  House  of  Delegates 
as  follows: 

Cass  County N.  D.  Talcott,  M.D., 

Gi-eenwood 

Five  County R,  E.  Bray,  M.D.,  Ponca 

G.  E.  Peters,  M.D.,  Randolph 
Charlton  Whittle,  M.D., 
Winnebago 

Dodge  County Grant  Reeder,  M.D., 

Fremont 


Gage  County J.  I.  McGirr,  M.D.,  Los 

Angeles,  California 
J.  T.  Waggener,  M.D., 
Adams 

Hall  County Rea  Buchanan,  M.D.,  Grand 

Island 

Lancaster  County Clarence  Emerson,  M.D., 

Lincoln 

E.  E.  Rider,  M.D.,  Orleans 
E.  R.  Ryei’son,  M.D.,  Lincoln 
T.  K.  Jones,  M.D.,  Lincoln 

D.  D.  Sanderson,  M.D., 
Lincoln 

Madison 

Six  County E.  E.  Curtis,  M.D.  Neligh 

Merrick  County R.  R.  Douglas,  M.D.,  Clarks 

J.  W.  Hutchison,  M.D., 
Central  City 

Omaha- 

Douglas  County George  Simanek,  M.D., 

Colorado  Springs,  Colo. 

Otoe  County M.  M.  MacVean,  M.D., 

Nebraska  City 

Richardson  County S.  D.  Cowan,  M.D.,  Falls 

City 

Saunders  County Joe  Pestal,  M.D.,  Rawlins, 

Wyoming 

S.W.  Nebi-aska R.  T.  Jones,  M.D.,  McCook 

B.  F.  Stewart,  M.D., 
Cambridge 

The  Speaker  i-uled  that  this  list  of  50-Year  men 
would  be  referred  to  Reference  Committee  No.  2 — ■ 
Council.  “ 

Life  Memberships 

The  Speaker  read  the  following  requests  for  Life 
Memberships: 

Buffalo  County R.  F.  Jester,  Sr.,  M.D., 

Kearney 

Cass  County O.  E.  Liston,  M.D.,  Elmwood 

Lancaster  County R.  B.  Adams,  M.D.,  Lincoln 

Lincoln  County Hai-vey  L.  Clark,  Jr.,  M.D., 

North  Platte 

Omaha- 

Douglas  County Lyman  Cook,  M.D.,  Omaha 

W.  H.  Hahn,  M.D.,  Boca 
Raton,  Florida 
Wayne  M.  Hull,  M.D., 

St.  Petersburg,  Fla. 

J.  Jay  Keegan,  M.D.,  Omaha 
A.  C.  Piuner,  M.D.,  Omaha 

The  following  requests  for  Life  Membership 
were  not  approved  by  the  Board  of  Councilors  as 
they  were  not  received  in  the  headquarters  office 
until  after  the  February  12th  meeting  of  Board  of 
Councilors: 

Lancaster  County Clayton  F.  Andrews,  M.D., 

Lincoln 

E.  R.  Ryerson,  M.D.,  Lincoln 

Omaha- 

Douglas E.  L.  MacQuiddy,  Sr.,  M.D., 

Omaha 

C.  F.  Moon,  M.D.,  Omaha 

The  following  request  for  Life  Membership  was 
approved  by  the  Board  of  Councilors  pending  the  re- 
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ceipt  of  an  official  request  from  the  county  society: 

Dodge  County Grant  Reeder,  M.D., 

Fremont 

The  Speaker  imled  that  this  list  of  requests  for 
Life  Membership  be  referred  to  Reference  Commit- 
the  No.  2 — Council. 

;\Ir.  John  Shannon  of  A.M.A.  Speaks 

Dr.  J.  D.  McCarthy  then  introduced  Mr.  John 
Shannon,  a Staff  Member  on  the  Council  of  Medi- 
cal Sei’\ice  of  the  American  Medical  Association, 
who  spoke  on  the  Mills-Kerr  legislation,  and  the 
implementation  of  this  bill  in  the  state. 

Eligibility  — Mr.  Shannon  said  the  eligibility 
would  have  to  be  determined  by  income,  although 
the  A.M.A.  has  advised  against  an  arbitraiy  income 
level.  He  stated  that  some  provision  should  be 
made  to  provide  assistance  for  persons  above  the 
set  income  in  case  more  than  the  average  medical 
cai'e  was  required.  Mr.  Shannon  stated  that  he 
thought  the  total  assets,  other  than  income,  should 
be  considered,  although  the  net  worth  should  not 
include  the  homestead  or  life  insurance. 

Scope  of  ^ledical  Service  — Mr.  Shannon  said  this 
should  not  be  only  for  high  cost  of  hospitals,  and 
so  forth,  but  should  also  provide  for  out-patient 
expenses  too. 

Payment  of  Physicians,  Hospitals,  Drugs,  And 
So  Forth  — Mr.  Shannon  said  these  payments 
should  be  administered  by  Blue  Cross-Blue  Shield 
or  some  similar  agency,  and  not  by  the  government. 
He  said  that  voluntary  health  insurance  should 
be  encouraged. 

Mr.  Shannon  also  pointed  out  that  the  state  so- 
ciety should  consider  to  what  extent  they  are  in- 
volved in  the  setting  up  of  this  administration.  He 
stated  that  this  Mills-Kerr  Bill  would  allow  each 
state  group  to  work  out  its  own  system. 

Dr.  Christensen  called  for  the  report  of  the  Coun- 
cil on  Professional  Ethics  as  Dr.  K.  S.  J.  Hohlen 
was  now  pi’esent.  Dr.  Christensen  referred  this 
oral  report  to  Reference  Committee  No.  1 ■ — Offi- 
cers. 

Dr.  Christensen  asked  if  there  was  anything 
which  the  State  Board  of  Health  would  like  to  re- 
port. Dr.  M.  D.  Frazer  stated  that  the  two  major 
problems  of  the  Health  Department  wei-e  the  lack 
of  personnel  and  the  lack  of  sufficient  funds. 

Dr.  Warren  Bosley,  Chaii-man  of  the  Maternal 
and  Child  Health  Committee,  read  the  following 
proposed  substitute  for  L.B.  326: 

Be  it  enacted  by  the  people  of  the  State  of  Ne- 
braska : 

Section  1.  Any  person,  hospital,  sanitorium, 
nursing  or  rest  home  or  other  organization  shall 
provide  information,  inteiwiews,  reports,  state- 
ments, memoranda,  or  other  data  relating  to  the 
condition  and  treatment  of  any  person  to  the  State 
Board  of  Health,  the  Nebraska  State  Medical  As- 
sociation or  any  of  its  allied  medical  societies  or 
any  in-hospital  staff  committee  of  an  accredited 
hospital  to  be  used  in  the  course  of  any  study  for 
the  purpose  of  reducing  morbidity  or  mortality 
without  incurring  any  liability  of  any  kind  or 
character  for  damages  or  other  relief  by  reason  of 
having  provided  such  information  or  material. 

Section  2.  The  State  Board  of  Health,  the  Ne- 


braska State  Medical  Association  or  any  of  its 
allied  medical  societies  or  any  in-hospital  staff 
committee  of  an  accredited  hospital  shall  use  or 
publish  said  material  only  for  the  purpose  of  ad- 
vancing medical  research  or  medical  education  in 
the  interest  of  reducing  morbidity  or  mortality  and 
in  all  cases  the  identity  of  any  person  whose  con- 
dition or  treatment  has  been  studied  shall  be  con- 
fidential and  shall  not  be  revealed  under  any  cir- 
cumstances. 

Section  3.  All  information,  inteiwiews,  reports, 
statements,  memoranda,  or  other  data  fumished 
by  reason  of  this  act  and  any  findings  or  conclu- 
sions based  thereon  made  or  published  by  the  State 
Board  of  Health,  the  Nebraska  State  Medical  Asso- 
ciation or  any  of  its  allied  medical  societies  or  by 
any  in-hospital  staff  committees  of  an  accredited 
hospital  pursuant  to  the  provisions  of  this  act  are 
declared  to  be  privileged  communications  which  may 
not  be  used  or  offered  or  received  in  evidence  in  any 
legal  proceeding  of  any  kind  or  character  and  any 
attempt  to  use  or  offer  any  such  infoiTnation,  inter- 
views, reports,  statements,  memoranda  or  other 
data,  findings  or  conclusions  or  any  part  thereof 
shall  constitute  ground  for  declaring  a mistrial  in 
any  such  proceeding. 

The  Speaker  refeiTed  this  proposed  substitute 
for  L B.  326  to  Reference  Committee  No.  5 — Plan- 
ning. 

The  following  resolution  was  read  by  Di'.  Theo. 
Koefoot,  Jr.: 

WHEREAS,  many  general  practice  residen- 
cies are  unfilled  and  many  have  inadequate 
progressive  and  integi'ated  training  programs, 
and 

V/HEREAS,  the  present  two-year  family 
practice  pilot  program  of  the  American  Medical 
Association  fails  to  adequately  prepare  the 
young  physician  to  do  general  practice  in  his 
own  community,  and 

WHEREAS,  each  segment  of  organized  medi- 
cine has  — and  still  — determines  the  minute 
details  and  overall  content  of  their  respective 
training  programs,  therefore  be  it 

RESOLVED,  that  the  Council  on  Medical 
Education  and  Hospitals  be  directed  to  foi-rnu- 
late  other  pilot  two-year  progressive  training 
programs  which  are  acceptable  to  the  .A.meri- 
can  Academy  of  General  Practice,  the  only  na- 
tional association  representing  general  prac- 
tice. 

The  Speaker  niled  that  this  resolution  would  be 
referred  to  Refeience  Committee  No.  7 — Miscel- 
laneous. 

The  Speaker  announced  the  work  of  each  Refer- 
ence Committee,  and  the  place  of  their  meetings. 

Dr.  Christensen  then  stated  that  the  meeting 
w-ould  be  adjourned  for  lunch  and  Reference  Com- 
mittee meetings,  and  that  the  general  meeting 
would  be  reconvened  at  2:00  p.m. 

The  meeting  was  again  called  to  order  by  Dr. 
Christensen  at  2:00  p.m. 

The  Speaker  announced  that  not  all  Reference 
Committees  had  returned,  but  that  he  would  call 
for  reports  of  the  committees  present. 

Report  of  Reference  Committee  No.  2 — Council, 
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was  called  for,  and  Dr.  L.  S.  McNeill,  Chairman 
of  this  Committee  submitted  the  following  report: 

We  were  asked  to  consider  the  Annual  Audit,  pp. 
3-14  of  the  brochure,  and  we  recommend  that  this 
report  be  accepted.  I so  move.  The  motion  was 
seconded,  and  carried. 

We  have  reviewed  the  report  of  the  Board  of 
Trustees,  p.  25  of  the  brochure,  and  we  recommend 
that  this  report  be  accepted.  I so  move.  The  mo- 
tion was  seconded,  and  carried. 

We  have  reviewed  the  report  of  the  Hospital  and 
Professional  Relations  Committee,  pp.  37,  38  of  the 
brochure,  and  we  recommend  that  this  report  be 
accepted.  I so  move.  Motion  was  seconded,  and 
carried. 

We  have  reviewed  the  report  of  the  Delegate  to 
the  A.M.A.,  and  as  usual,  Di-.  McCarthy  has  made 
a veiy  excellent  report.  We  recommend  that  this 
report  be  accepted.  1 so  move.  The  motion  was 
seconded,  and  carried. 

We  have  considered  the  list  of  50-Year  Practi- 
tioners, and  we  recommend  that  these  names  be 
accepted.  I so  move.  Motion  was  seconded,  and 
carried. 

We  have  reviewed  the  applications  for  Life  Mem- 
bership, and  recommended  their  acceptance  with  the 
exception  of  Grant  Reeder,  M.D.,  Fremont  (Dodge 
County).  We  recommended  that  this  Life  Member- 
ship not  be  granted  until  the  proper  letter  of  rec- 
ommendation is  received  from  the  Dodge  County 
Medical  Society.  I so  move.  The  motion  was  sec- 
onded, and  carried. 

We  were  asked  to  consider  the  request  from 
George  Johnson,  M.D.,  Chainnan  of  the  Civil  De- 
fense and  Disaster  Committee,  for  special  funds  for 
secretarial  seiwices. 

Discussion  followed.  Dr.  Teal  recommended  that 
the  House  of  Delegates  get  in  touch  with  Mr.  Bacon 
requesting  funds  for  this  committee  on  a state  level, 
as  the  Nebraska  State  Medical  Association  did  not 
have  the  funds  asked  for. 

Following  more  discussion.  Dr.  Charles  Landgraf 
made  a motion  that  the  House  of  Delegates  of  the 
Nebraska  State  Medical  Association  draft  a letter 
to  the  Civil  Defense  of  the  State  of  Nebraska  re- 
questing these  funds.  The  motion  was  seconded, 
and  carried. 

Dr.  McNeill  stated  that  this  completed  the  work 
assigned  to  Reference  Committe  No.  2,  and  moved 
that  the  report  of  this  committee  as  a whole  be 
accepted.  The  motion  was  seconded,  and  carried. 

Dr.  Christensen  called  for  the  report  of  Reference 
Committee  No.  1 — Officers,  and  Dr.  Theo.  Koe- 
foot.  Chairman  of  this  Committee  submitted  the 
following  report: 

This  committee  recommends  that  the  report  of  the 
Delegate  to  North  Central  Confei’ence  be  accepted. 
I so  move.  The  motion  was  seconded  and  carried. 

This  committee  recommends  that  the  report  of  the 
Editor  be  accepted.  I so  move.  The  motion  was 
seconded,  and  cairied. 

This  committee  has  studied  the  report  of  the 
Executive  Secretary,  and  we  recommend  that  this 
report  be  accepted;  we  also  recommend  that  the 
portion  of  this  report  on  Malpractice  Insurance  be 
refeiTed  to  the  proper  standing  committee  for  fur- 
ther study.  I so  move.  The  motion  was  seconded, 
and  carried. 


This  committee  recommends  that  the  report  of 
the  Veterans  Committee  be  accepted  with  the  ex- 
ception of  the  last  paragraph  relating  to  The  Amer- 
ican Legion,  and  we  recommend  this  be  deleted.  I 
so  move.  The  motion  was  seconded,  and  carried. 

This  committee  recommends  that  the  oral  report 
given  by  Dr.  K.  S.  J.  Hohlen,  Chairman  of  the 
Council  on  Professional  Ethics  be  accepted.  I so 
move.  The  motion  was  seconded,  and  carried. 

This  committee  recommends  that  the  resolution 
submitted  by  Mr.  M.  C.  Smith  be  accepted.  1 so 
move.  The  motion  was  seconded,  and  earned. 

This  completes  the  work  of  Reference  Committee 
No.  1,  and  I move  that  this  report  as  a whole  be 
accepted.  The  motion  was  seconded,  and  carried. 

Dr.  Christensen  called  for  the  report  of  Reference 
Committee  No.  4 — Voluntary  Prepayment.  Dr. 
E.  E.  Koebbe,  Chaiiman  of  this  Committee  made  the 
following  report: 

We  have  studied  the  report  of  the  Policy  Com- 
mittee, and  recommend  its  acceptance;  and  we  also 
recommend  the  acceptance  of  the  addendum  report 
of  this  committee  as  approved  by  the  Board  of 
Councilors.  I so  move.  TTie  motion  was  seconded, 
and  carried. 

We  have  studied  the  report  of  the  Prepayment 
Medical  Care  Committee,  and  the  change  of  the 
wording  in  this  report  — delete  “preferred  rate” 
and  substitute  “experience  rating.”  We  recommend 
the  acceptance  of  this  report  with  these  comections. 
I so  move.  The  motion  was  seconded,  and  carried. 

We  recommend  that  the  report  of  the  Uniform 
Fee  Schedule  Committee  be  approved.  The  Policy 
Committee  met  last  Sunday  and  recommended  the 
approval  of  the  Relative  Value  Study.  We  recom- 
mended the  approval  of  this  Study,  and  that  the 
approval  be  given  to  have  this  printed  at  once.  I 
so  move.  The  motion  was  seconded,  and  carried. 

Dr.  McFadden  was  granted  permission  of  the  floor 
and  made  the  following  supplementary  recommenda- 
tion: 

“According  to  the  minutes  of  the  Febmary  28, 
1960  meeting  of  the  House  of  Delegates,  a resolu- 
tion was  passed  that  a new  Uniform  Fee  Schedule 
for  Governmental  Agencies  be  developed  as  soon 
as  the  “Relative  Value  Study”  was  completed  and 
approved  by  the  House  of  Delegates  of  the  Nebras- 
ka State  Medical  Association.  I move  that  this  new 
Fee  Schedule  be  implemented  as  soon  as  possible.” 
This  motion  was  seconded,  and  carried. 

Our  Reference  Committee  No.  4,  reconrmends  that 
the  repord  of  the  Insurance  Committee  be  accepted. 
I so  move.  The  motion  was  seconded,  and  carried. 

We  recommend  that  the  report  of  the  Medical 
Education  Committee  be  accepted  with  the  exception 
of  the  paragraph  in  this  report  relating  to  the 
“Honor  System.”  We  recommend  that  this  para- 
graph be  deleted.  I so  move.  The  motion  was 
seconded,  and  carried. 

We  recommend  that  the  report  of  the  Rural  Med- 
ical Service  Committee  be  accepted.  1 so  move. 
Motion  was  seconded  and  carnied. 

We  were  asked  to  consider  the  resolution  from 
the  Omaha  Obstetrical  and  Gynecological  Society. 
Regarding  the  first  WHEREAS  of  this  resolution, 
this  Society  was  represented  by  the  Nebraska  Ob- 
stetrical & Gynecological  Society.  Regarding  the 
second  WHEREAS,  Drs.  Gariinghouse  and  Morgan 
went  to  Omaha  to  acquaint  this  society  concerrring 
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the  Relative  Value  Study,  and  nothing  was  said 
about  “Medicare.” 

Therefore,  in  view  of  these  findings,  this  com- 
mittee feels  that  this  resolution  requires  no  action. 
I so  move.  Motion  was  seconded,  and  carried. 

This  completes  the  work  assigned  to  this  Refer- 
ence Committee,  and  I move  its  acceptance  as  a 
whole.  The  motion  was  seconded,  and  carried. 

Dr.  Christensen  called  for  the  report  of  Reference 
Committee  Xo.  6 — Public  Health,  and  Di'.  H.  V. 
Nuss,  ChaiiTuan  of  this  committee  gave  the  follow- 
ing report: 

This  committee  recommends  that  the  report  of 
the  Diabetes  Committee  be  accepted.  I so  move. 
Motion  was  seconded,  and  canded. 

This  committee  recommends  that  the  report  of 
the  Rehabilitation  Committee  be  accepted.  I so 
move.  Motion  was  seconded,  and  canded. 

This  committee  recommends  that  the  report  of 
the  Industrial  Health  Committee  be  accepted.  I 
so  move.  Motion  was  seconded,  and  carried. 

This  committee  recommends  that  the  report  of 
the  Venereal  Disease  Committees  be  accepted.  I so 
move.  Motion  was  seconded,  and  carried. 

This  committee  recommends  that  the  report  of 
the  Blood  and  Blood  Products  Committee  be  ac- 
cepted. I so  move.  The  motion  was  seconded, 
and  earned. 

This  committee  has  received  the  report  of  the 
Tuberculosis  Committee.  It  is  the  recommendation 
of  this  Reference  Committee  that  this  report  be 
referred  back  to  the  Tuberculosis  Committee  with 
the  recommendation  that  laboratoiy  diagnostic 
problems  be  refen’ed  to  the  Nebi’aska  Association 
of  Pathologists  for  their  recommendations.  I so 
move.  The  motion  was  seconded,  and  canied. 

This  committee  has  also  received  the  report  of 
the  Fhiblic  Health  Committee.  It  is  the  recommen- 
dation of  this  committee  that  the  final  sentence  of 
the  second  paragraph,  as  follows,  be  deleted  from 
this  report  until  the  matter  can  be  resolved  between 
the  Nebraska  Association  of  Pathologists  and  the 
Department  of  Public  Health:  “Following  Dr. 

Rogers’  statement  that  private  laboratories  are  not 
reporting  findings  of  positive  serology  to  the  State 
Department  of  Health,  the  committee  recommend- 
ed that  all  laboratories  be  requested  to  make  such 
reports.”  We  recommend  that  this  report  be  ac- 
cepted, with  this  exception,  and  I so  move.  The 
motion  was  seconded,  and  carried. 

I I'ecommend  the  acceptance  of  the  entire  report 
of  Reference  Committee  N^o.  6.  The  motion  was 
seconded,  and  canned. 

The  Speaker  called  for  the  report  of  Reference 
Committee  X'o.  7 — Miscellaneous,  and  Dr.  Buch- 
olz,  Chaiinnan  of  this  committee  made  the  following 
report: 

This  committee  recommends  the  approval  of  the 
report  of  the  Committee  on  Civil  Defense  and  Dis- 
aster, and  I so  move.  Motion  was  seconded,  and 
canned. 

This  committee  recommends  the  approval  of  the 
report  of  the  Cancer  Committee,  and  I so  move. 
The  motion  was  seconded,  and  carried. 

This  committee  recommends  the  approval  of  the 
i-eport  of  the  Nebraska  Traffic  Foundation  by  Dr. 
Theo.  Peterson,  and  we  recommend  that  we  budget 


$25.00  for  continued  membership  in  this  agency.  I 
so  move.  The  motion  was  seconded,  and  carried. 

This  committee  recommends  the  approval  of  the 
report  of  the  Committee  on  Psychiatiy,  and  I so 
move.  Motion  was  accepted,  and  canned. 

This  committee  recommends  the  approval  of  the 
Aircade  for  Citizenship  Action  through  the  office 
of  the  Executive  Secretary,  and  I so  move.  The 
motion  was  seconded,  and  canned. 

This  committee  received  four  overlapping  resolu- 
tions concerning  an  increase  in  dues  of  the  American 
Medical  Association,  and  the  employment  of  Public 
Relations  Counsel,  which  were  studied  by  this  com- 
mittee. The  resolutoin,  as  amended,  which  em- 
bodies the  essence  of  all  these  resolutions,  is  as 
follows : 

WHEREAS  the  American  Medical  Associa- 
tion is  in  need  of  an  immediate,  continuous,  and 
positive  all-out  Public  Infonnation  campaign 
conducted  by  an  outside  agency  specializing  in 
this  field;  and 

WHEREAS  the  House  of  Delegates  of  the 
American  Medical  Association  will  be  asked  to 
approve  a $20.00  increase  in  dues  in  June,  1961; 

THEREFORE  BE  IT  RESOLVED  that  the 
Nebraska  State  Medical  Association  does  not 
approve  this  increase  in  dues  if  the  above  in- 
dicated campaign  is  not  initiated  and  carried 
out  at  once;  and 

BE  IT  FURTHER  RESOLVED  that  this  in- 
crease in  dues  shall  be  reviewed  in  three  years, 
and  cancelled  if  unnecessary  for  the  purpose 
for  which  it  was  initiated,  and 

BE  IT  RESOL^^D  FURTHER  that  a copy  of 
this  resolution  be  distributed  at  once  as  fol- 
lows : 

1.  Board  of  Trrrstees,  American  Medical  Asso- 
ciation. 

2.  For  introduction  into  the  House  of  Dele- 
gates of  the  A.M.A. 

3.  Every  state  medical  society. 

4.  All  county  societies  in  the  United  States  in 

large  metropolitan  areas. 

Following  considerable  discussion  regarding  this 
dues  increase,  the  motion  was  made  and  duly  sec- 
onded, to  accept  the  amended  resolution  as  read. 
The  motion  carried. 

This  Reference  Committee  No.  7 recommends  the 
approval  of  the  resolution  concerming  general  prac- 
tice residencies,  as  introduced  by  Dr.  Koefoot.  I 
so  move.  The  motion  was  seconded,  and  carried. 

I move  that  the  Repori;  of  Reference  Committee 
No.  7 be  accepted  as  a whole.  The  motion  was 
seconded,  and  carried. 

Dr.  Teal  was  granted  per*mission  of  the  floor,  at 
which  time  he  discussed  legislative  bills,  and  the 
hearings  that  are  coming  up  on  these  bills. 

Dr.  Christensen  called  for  the  report  of  Reference 
Committee  X'o.  5 — Planning,  and  Dr.  Mimger, 
Chair-man  of  this  committee  made  the  following  re- 
port: 

This  committee  moves  approval  of  the  report 
of  the  Committee  on  Aging  as  published  in  the  1960 
reporis.  Motion  was  seconded,  and  carried. 

In  respect  to  the  report  of  the  Public  Relations 
Committee,  we  move  approval  of  the  report  as 
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published  in  the  1960  reports,  and  recommend  that 
this  body  vote  that  the  Nebraska  State  Medical  As- 
sociation employ  a public  relations  consultant  to 
further  the  interest  of  the  private  practice  of  medi- 
cine and  the  free  enterprise  system. 

Considerable  discussion  followed  regarding  this 
recommendation.  It  was  pointed  out  that  this  would 
be  a great  expense  which  could  not  be  handled  by 
the  Association  unless  the  dues  were  raised.  It 
was  suggested  that  the  Public  Relations  Committee 
itself  could  be  more  active  on  this,  as  that  is  the 
purpose  of  this  committee.  Following  this  discus- 
sion, the  House  of  Delegates  turned  down  this  rec- 
ommendation. 

It  was  moved  and  duly  seconded  to  accept  the 
report  of  the  Public  Relations  Committee  without 
the  recommendation.  Motion  carried. 

This  Reference  Committee  moves  approval  of  the 
report  of  the  Maternal  and  Child  Health  Commit- 
tee, except  that  we  suggest  to  the  House  of  Dele- 
gates that  L.B.  326  be  changed  in  its  wording  in 
Section  1 — change  the  word  “shall”  in  line  2 to 
“may”;  and  that  the  word  “accredited”  in  line  5 
be  deleted. 

Following  discussion  regarding  this  wording.  Dr. 
Bosley  moved  that  words  be  changed  as  recommend- 
ed by  the  reference  committee.  The  motion  was 
seconded,  and  carried. 

This  committee  recommends  the  approval  of  the 
report  of  the  Advisory  Committee  to  M.C.H.,  and 
we  suggest  that  the  Matenial  and  Child  Health 
Committee  avail  itself  of  the  advice  of  this  com- 
mittee, it  being  noted  that  the  Advisory  Committee 
has  not  been  approached  for  assistance  during  1960. 
We  so  move.  Motion  was  seconded,  and  carried. 

This  committee  recommends  the  approval  of  the 
report  of  the  Planning  Committee  and  published  in 
the  1960  reports,  and  we  wish  to  call  attention  to 
the  action  of  the  Board  of  Councilors  on  February 
12,  1961  in  which  the  motion  was  made,  seconded, 
and  cariied  that  the  Planning  Committee  have  a 
meeting  before  the  Annual  Session  to  make  specific 
recommendations  to  the  House  of  Delegates  at 
that  time  in  regard  to  the  Regulation  VIII,  Section 
B,  Paragr-aph  4,  of  the  Regulations  and  Standards 
for  Hospitals  and  Maternity  Homes  of  the  State  of 
Nebraska.  I move  that  the  report  of  the  Planning 
Committee  be  accepted.  Motion  was  seconded,  and 
carried. 

This  committee  has  considered  the  resolution  of 
Four  County  Medical  Society  as  read  by  Dr.  Cram. 
We  recommend  approval  of  Item  No.  1.  Item  No. 
2 has  been  considered  in  our  approval  of  the  Plan- 
ning Committee  report.  Item  No.  3 was  also  in 
our  approval  of  the  Planning  Committee  report. 
Itein  No.  4 also  deals  with  the  Planning  Commit- 
tee studies.  Item  No.  5 is  attended  to  in  this  com- 
mittee’s recommended  action  on  L.B.  642. 

This  committee  moves  that  this  body  supporting 
L.B.  642  with  the  necessary  changes  as  suggested 
by  the  Committee  on  Aging,  and  the  Medical  Seiw- 
ice  Committee.  This  motion  was  seconded,  and  car- 
ried. 

The  motion  was  made  and  duly  seconded  to  ac- 
cept the  report  of  Reference  Committee  No.  5 as  a 
whole.  The  motion  carried. 

Dr.  Christensen  announced  that  the  Annual  Ses- 
sion of  the  Nebraska  State  Medical  Association 


would  be  held  May  1,  2,  3,  and  4,  1961  at  the  Shera- 
ton-Fontenelle  Hotel,  Omaha,  Nebraska. 

There  being  no  further  business,  the  meeting  was 
adjourned  at  4:00  p.m. 


COULD  THIS  HAPPEN  IN  NEBRASKA? 

(Continued  from  page  131) 
tern  in  that  State.  The  attempt  fizzled ; the 
bill  died  in  committee.  This  year,  the  As- 
sociation has  made  great  progress,  and  the 
bill  was  reported  out  of  committee  and 
seemed  certain  to  pass.  The  hurdle  that  may 
have  defeated  it  was  one  of  time,  since  ad- 
journment was  only  a few  days  away.  (The 
writer  has  not  learned  the  fate  of  the  bill). 

A point  of  great  interest,  however,  is  that 
the  bill  could  not  be  voted  out  of  committee 
until  it  was  rewritten.  The  rewritten  bill, 
at  the  direction  of  the  Judiciary  Committee, 
incorporated  an  amendment  expanding  the 
proposed  Commission  on  Medical  Examina- 
tions to  five  members  instead  of  three,  and 
one  of  the  five  must  be  a member  of  the 
West  Virginia  Society  of  Osteopathic  Physi- 
cians, Inc.  Furthermore,  the  amendment 
provides  that  the  chief  medical  examiner 
may  be  an  osteopathic  physician  who  is 
eligible  for  certification  by  the  American 
Osteopathic  Board  of  Pathology. 

It  is  certainly  progressive  action  by  the 
West  Virginia  State  Medical  Association  to 
arouse  statewide  interest  to  the  point  of 
setting  up  a medical  examiner’s  system,  but 
the  political  power  of  the  osteopaths  of  West 
Virginia  is  a dampening  agent  to  be  taken 
into  consideration  when  aiming  at  perfection 
of  such  a system,  or  other  progi’essive  legis- 
lation in  the  health  field. 


It's  your  professional  privilege 
to  replenish  your  ranks  . . . 

Give  to 

medical  education 
through  AMEF 


American  Medical 
Education  Foundation 

535  N.  Dearborn  St.,  Chicago  10,  III. 


April,  1961 
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NEBRASKA  STATE  MEDICAL 
ASSOCIATION  SEAL 

93rJ 

ANNUAL 
SESSION 


NEBRASKA  STATE 
MEDICAL  ASSOCIATION 


SHERATON -FONTENELLE  HOTEL 
OMAHA 

MAY  1,  2,  3,  4,  1961 


THINGS  YOU  SHOULD  KNOW 

REGISTRATION — Lobby,  Sheraton-Fontenelle  Ho| 
tel,  3 p.m.,  Monday,  May  1,  1961,  and  8:30  a,n- 
each  day  thereafter. 

BOWLING — Rose  Bowl  Lanes,  1110  No.  Saddlj 
Creek  Road,  Monday,  May  1,  1961,  2:00  p.n 
Trophies  and  Prizes;  W.  W.  Jurgensen,  M.D 
ChaiiTnan. 

GOLF  TOURNAMENT — O m a h a Countiy  Clul! 
Monday,  May  1,  1961,  12:30  p.ni.;  E.  M.  Malr 
shock,  M.D.,  Chairman. 

TRAP  SHOOT — O m a h a Countiw  Club,  Monda'l 
May  1,  1961,  3:30  p.m.;  C.  B.  Schack,  M.D- 
ChaiiTnan. 

SPORTSMAN’S  DINNER — Omaha  Countiy  Clut 
Monday,  May  1,  1961,  7:00  p.m.;  William  Kelle; 
M.D.,  Chaimian. 

GENERAL  SESSIONS— Ballroom  and  Sherato, 
North. 

PAST  PRESIDENTS  BREAKFAST— Wednesda 
8:00  a.m..  May  3,  1961,  Regal  Room. 

SOCIAL  HOUR — Honoring  the  President  and  tl 
President  of  the  Woman’s  Auxiliaiy,  May 
1961,  6:00  p.m.,  Sheraton  North  Room 

BANQUET — Ballroom,  May  3,  1961,  7:00  p.m. 
50-Year  Pins 

Entertainment  “The  Ragtime  Era’’ 

FUN  NIGHT— May  2,  1961.  This  is  a double  ba 
reled  affair. 

8:00  p.m.  Cinerama  at  the  Cooper  Theater 
10:30  p.m.  Social  Hour  and  Buffet  Supper 
the  Omaha  Athletic  Club. 

This  is  something  new  and  different  and  ; 
evening  you  won’t  want  to  miss.  Make  advan 
reseiwations  with  the  Omaha-Douglas  Coun 
Medical  Society  or  buy  your  tickets  at  t 
Registration  Desk.  Pi'ice  $7.00  per  pereon  a’ 
includes  all  costs  of  theater,  social  hour  a 
buffet  supper. 

.\LUMNI  MEETING — University  of  Nebraska  C> 
lege  of  Medicine,  May  2,  1961,  annual  meeti: 
5:00  p.m.  and  Hospitality  Hour  at  5:30,  Hu 
Room. 

ANNUAL  BUSINESS  MEETING— Nebraska  Cha' 
ter  Anierican  College  of  Surgeons,  12:30  p.i 
May  4,  1961,  Sheraton-Fontenelle  Hotel. 
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Guest  Speakers 


FRITZ  TEAL,  M.D. 
President  1960-1961 


ARTHUR  J.  OFFERMAN,  M.D. 
President  1961-1962 


Leonard  Larson,  M.D. 

Bismarck,  North  Dakota 

Graduated  from  the  Univer- 
sity of  Minnesota  Medical 
School  in  1922.  Joined  the 
Quain  and  Ramstad  Clinic  in 
Bismarck  in  1924  and  has  been 
a clinic  partner  since  1939.  Re- 
ceived Gold  Medal  in  1953  fiom 
the  American  Cancer  Society. 
Received  a Certificate  of  High- 
est Merit  from  the  American 
Society  of  Clinical  Pathologists, 
after  serving  as  that  organiza- 
tion’s president  1939  - 1940. 
Elected  chaiiTnan  of  the  Board 
of  Trustees  of  the  American 
Medical  Association.  1958,  and 
served  on  the  Board  since 
1950.  Formerly  a delegate  from 
the  United  States  to  the  World 
Medical  Association.  Former 
member  of  the  United  States 
delegates  to  the  United  Nations’ 
World  Health  Organization. 
Currently  President  - elect, 
American  Medical  Association. 


John  M.  Howard,  M.D. 

Philadelphia,  Pennsylvania 

Professor  and  Chairman,  De- 
partment of  Surgery,  Hahne- 
mann Medical  College  and  Hos- 
pital. Consultant  in  Surgery 
Wilkes  Barre  V.A.  Hospital, 
Philadelphia  V.A.  Hospital  and 
Walter  Reed  Army  Medical 
Center.  Director,  Surgical  Re- 
search Team  in  Korea,  United 
States  Army.  1951-1953.  Au- 
thor of  160  articles  and  books  ; 
latest  book  “Surgical  Diseases 
i)f  Pancreas”  published  in  1960. 
As  an  avocation  he  is  a numis- 
matist. 

“Pancreatits  — Multiple  Disease 
Requiring  Various  Forms  of 
Treatments” 

*‘T  h e Evolution  of  Casualty 
Care” 


Glen  R.  Leymaster,  M.D. 

Chicago,  Illinois 

Graduated  from  the  Harvard 
Medical  School  in  1942.  Pres- 
ently Associate  Secretary, 
Council  on  Medical  Education 
and  Hospitals,  American  Med- 
ical Association.  Former  Pro- 
fessor and  Head,  Department 
of  Preventive  Medicine  and  As- 
sistant Professor  of  Medicine. 
University  of  Utah.  College  of 
Medicine.  Adviser  in  medical 
education  to  Thailand.  1957- 
1958.  Research  interests  in 
medical  education,  epidemiology 
and  infectious  diseases.  A.B. 
degree  from  the  University  of 
Nebraska  1938. 

“National  Problems  and  Medi- 
cal Education” 


April,  1961 
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Norman  B.  Roberg,  M.D. 
Chicagro,  Illinois 

Graduated  from  the  Harvard 
Medical  School  in  1934.  Profes- 
sor of  Medicine,  University  of 
Illinois  Collegre  of  Medicine. 
Attending  Physician,  University 
of  Illinois  Research  and  Educa- 
tional Hospital  and  Presbyteri- 
an-St.  Luke’s  Hospital.  Served 
in  the  United  States  Air  Force 
from  1942-1946  as  Chief  of 
Medical  Service,  Amarillo  AAF 
Regional  Hospital. 

“The  Diagnosis  of  Angina  Pec- 
toris” 

“The  Rational  Use  of  Anti- 
coagulants” 


Clair  M.  Kos,  M.D.  | 

Iowa  City,  Iowa  ' 

Graduated  from  the  University  I j 

of  Nebraska  College  of  Medi-  ' | 

cine  1937.  Director,  Iowa  Clinic  I \ 

of  Otology.  Fonnerly  Professor  I , 

Department  of  Otolaryngology 
and  Maxillofacial  Surgery,  Col-  1 

lege  of  Medicine.  State  Univer-  B 

sity  of  Iowa,  1951-1960.  Otolo-  B 

gist.  Mercy  Hospital,  Iowa  City,  B 

1960  to  present.  Secretary  for  B 

Otolary’ngology.  1959  to  pres-  B 

ent ; Vice  Regent — ^Intemation-  m 

al  College  of  Surgeons,  1959  to  1| 

present.  Consulting  Editor  — •> 

E.E.N.T.  Digest.  Served  in  the  y| 

military  service  1941  - 1946.  lu 

Honor  Award  for  Ser\’ices  in 
Instruction  and  Research,  i 

American  Academy  of  Ophthal-  | \ 

mology  and  Otolaryngology. 

1954. 

“Current  Trends  in  the  Man- 
agement of  Hearing  Impair- 
ment” 


I 


Lewis  M.  Hurxthal,  M.D. 

West  Newton,  Massachusetts 

Graduated  from  Harvard  Med- 
ical School  in  1923.  Postgradu- 
ate training,  Oilner’s  Clinic, 
Vienna  — four  months  1923. 
Member  of  the  Staff  of  Lahey 
Clinic.  Head  of  Department  of 
Internal  Medicine  1927  to  date. 
Sei*ved  in  the  Medical  Coi*ps, 
U.S.  Amiy  1917-1919.  On  the 
staff  of  New  England  Deacon- 
ess Hospital.  New  England 
Baptist  Hospital.  Publications, 
Clinical  Endocrinologv  (with 
Natalia  Musulin,  M.D.,  1953), 
Practical  Endocrinology — 1956. 

“Evaluation  of  Adrenal  Cortical 
Function  — Clinical  and  Lab- 
oratory Measures” 

“Endocrine  Disorders  Due  to 
Genetic  Defects” 


S.  E.  Gould,  M.D. 

Eloise,  Michigan 

Received  his  M.D.  degree  from 
University  of  Michigan  School 
of  Medicine,  1924.  Wayne  State 
University  College  of  Medicine, 
Professor  of  Pathology.  Uni- 
versity of  Michigan  School  of 
Medicine,  Lecturer  in  Path- 
ology. Wayne  County  General 
Hospital,  Director  of  Pathol- 
ogy. Editor,  Bulletin  of  the 
College  of  American  Patholo- 
gists, 1957-1961.  Governor.  Col- 
lege of  American  Pathologists, 
1957-1963.  Author:  Trichinosis, 
C.  C.  Thomas.  Publisher,  1945. 
Editor  and  Co-author : Path- 

ology of  the  Heart,  C.  C.  Thom- 
as. Publishei',  2nd  edition.  1960. 

“Some  Cardiac  Lesions  of 
Surgical  Interest” 

“Malignant  Carcinoid  Syn- 
drome” 


M.  Stefanini,  M.D. 

Boston,  Massachusetts 

Received  M.D.  degree  from  the 
University  of  Rome  1939. 
DTMnH  — School  of  Tropical 
Diseases.  Calcutta — 1944.  Mas- 
ter of  Science  (Biochemistry), 
Marquette  University : 1951  - 

1954,  Physician  and  Hematolo- 
gist, New  England  Center  Hos- 
pital. Boston,  Massachusetts. 
December  1954  to  date.  Asso- 
ciate Professor  of  Medicine, 
Tufts  University  Medical 
School.  Director  of  research 
and  Hematologist,  St.  Eliza- 
beth Hospital.  Established  In- 
vestigator. American  Heart  As- 
sociation. Published  182  publi- 
cations and  two  books. 

“Recent  Advances  in  Views  and 
Mechanism  of  Hemostasis” 

“The  Platelet:  Fact  and 

Fancies” 


Paul  C.  Laybouine,  .M.D.  ! 

Kansas  City,  Kansas 

Graduated  from  the  New  , 
York  Medical  School  in  1944. 
1949  - 1959  Ajssociate  Professor 
of  Pediatrics  and  Psychiato' — 
University  of  Kansas  Medical 
Center.  July  1959  - July  1960 — 
Sabbatical  leave  to : Langley 

Porter  Neuropsychiatric  Insti-  i 
tute.  1960  Director  Division  of 
Child  Psychiatry.  Kansas  Uni- 
versity Medical  Center  — Asso- 
ciate Pi*ofessor  of  Pediatrics 
and  Psychiatry.  Director.  Child 
Guidance  Clinic  at  Children’s 
Mercy  Hospital  : Publications, 

“Television  in  the  Teaching  of 
P.sychiatry”  (co-author).  “Emo- 
tional Disturbances  of  the 
School  Age  Child.”  “Emotional 
Problems  of  the  Adolescent 
Boy.”  “Emotional  Disturbances 
and  Physical  Illness.” 

“Psychogenic  Gastro-Inlestinal 
Reactions” 

“Reluctance  to  Attend  School’* 
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Frederic  Speer,  M.D. 

Kansas  City,  Kansas 

Graduated  from  the  Univer- 
sity of  Kansas  Medical  Center 
1934.  Assistant  Clinical  Pro- 
fessor of  Pediatrics,  University 
of  Kansas  Medical  Center . Di- 
rector of  pediatric  allergy 
clinics.  University  of  Kansas 
Medical  Center  and  Children’s 
Mercy  Hospital.  Member  of  the 
American  College  of  Allergists, 
American  Academy  of  Pedi- 
atrics. Author:  “The  Manage- 
ment of  Childhood  Asthma.” 

“Infant  Feeding  Problems  and 
Allerg>” 

“Botany  and  Allergy” 


Howard  J.  Tatum,  M.U. 

Portland,  Oregon 

Graduated  from  the  Univer- 
sity of  Wisconsin  School  of 
Medicine  1943.  Ph.D.  in  Phar- 
macology 1941.  Professor.  De- 
partment of  Obstetrics  and 
Gynecology.  University  of  Ox’e- 
gon  Medical  School.  Member, 
Phi  Lamba  Epsilon  (Honorary 
Chemical  Society).  Member, 
Colombian  Society  of  Obstetrics 
and  Gynecology  (South  Amer- 
ica). Member,  The  Chilian  So- 
ciety Obstetrics  and  Gynecology 
(South  America).  Member.  The 
Gynecology  Society  of  Uruguay 
(South  America).  Serve<l  in  the 
Armed  Forces,  Medical  Re- 
search Laboratory  - Edge^vood 
Arsenal,  Maryland,  1944  - 1946. 
Avocations,  Amateur  Radio. 

“Toxemia  of  Pregnancy” 

(panel) 

“Gynecologic  Hemorrhage” 
(panel) 


John  F.  Holt,  M.D. 

Ann  Arbor,  Michigan 

Received  M.D.  degree  from  the 
University  of  Pittsburgh  School 
of  Medicine,  1938.  Professor  of 
Radiology.  University  Hospital, 
The  University  of  Michigan. 
President.  Association  of  Uni- 
versity Radiologists,  1956-1957. 
Chairman,  Executive  Council  of 
American  Roentgen  Ray  So- 
ciety, 1959-1960.  President.  So- 
ciety for  Pediatric  Radiology. 
1960-1961.  Publications.  “Ra- 
diology for  Medical  Students” 
with  Hodges  and  Lampe.  Co- 
editor “Year  Book  of  Radi- 
ology.” 

“Pulmonary  Inflammatory 
Disease  in  Infants  and 
Young  Children” 

“The  Use  of  Contrast  Media 
in  Pediatric  Radiology” 


Carl  Huber,  M.D. 

Indianapolis.  Indiana 

Graduated  from  the  Univer- 
sity of  Michigan  School  of 
Medicine  1928.  Currently  Pro- 
fessor and  Chairman,  Depart- 
ment of  Obstetrics  and  Gyne- 
cology, Indiana  University 
School  of  Medicine.  Past  Presi- 
dent American  College  of  Ob- 
stetricians and  Gynecologists. 
Director  American  Board  of 
Obstetrics  and  Gynecology. 

“To.xemia  of  Pregnancy” 

(panel) 

“Gynecologic  Hemorrhage” 
(panel) 


Russell  R.  deAlvarez,  ^I.D. 

Seattle,  Washington 

Graduated  from  the  Univer- 
sity of  Michigan  School  of 
Medicine  in  1935.  Professor  of 
Obstetrics  and  Gynecology,  Uni- 
versity of  Washington  Medical 
School  and  Hospital.  Editor-in- 
Chief,  Quarterly  Review  of 
Surgery,  Obstetrics  and  Gyne- 
colog>\  Member.  Editorial  Com- 
mittee. American  Journal  of 
Obstetrics  and  Gynecology. 
Associate  Examiner,  American 
Board  of  Obstetrics  and  Gyn- 
ecology, 1950  - 1952  - 1955  - 1957. 
Former  President,  Society  for 
Gynecologic  Investigations.  For- 
mer Assistant  Secretary,  Ameri- 
can College  of  Obstetricians  and 
Gynecologists.  Member,  S u b- 
Committee  on  Chemotherapy  for 
Gynecologic  Cancer  of  National 
Cancer  Institute.  Ovarian  Mal- 
ignancy Section.  Author  of  nu- 
merous articles. 

“Toxemia  of  Pregnancy” 

(panel) 

“Gynecologic  Hemorrhage” 
(panel) 


E.  Lamar  Buckner 

Ogden,  Utah 

Past  President  of  the  United 
States  Jr.  Chamber  of  Com- 
merce. While  serving  as  Na- 
tional President  of  the  Jaycees 
he  did  extensive  traveling  both 
in  United  States  and  abroad, 
covering  over  200,000  miles  dur- 
ing that  year.  Selected  as  a 
Distinguished  Award  Recipient 
for  the  State  of  Utah  in  1952. 
Vice  President  of  Buckner  In- 
surance Counselors  and  active 
in  Civic  Affairs.  Member  of 
the  Board  of  Governors  of  the 
American  National  Red  Cross. 

Panel  Participant:  “The  Chal- 

lenge of  the  Future  for 
Medicine” 

“Physicians  Role  in  Political 
Action” 
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Carruth  Wagner,  31. D. 

Washington,  D.C. 

Received  M.D  degree  from  the 
University  of  Nebraska  College 
of  Medicine.  Current  Chief,  Di- 
vision of  Health  Mobili^tion 
Office  of  the  Surgeon  General. 
Consultant  in  orthopedics,  out- 
patient clinics.  United  States 
Public  Health  Service.  Wash- 
ington. D.C.  Member,  Board  of 
Governors,  American  College  of 
Surgeons.  Ser\*ed  in  the  Unit- 
ed States  Coast  Guard  194o- 
1946.  Particular  interest  in 
surger>*  of  the  hand,  many 
publications  on  general  ortho- 
pedics, trauma,  and  hand  sur- 

geiT- 

“Fractures  and  Dislocations 
About  the  Wrist” 

“Fractures  of  the  Ankle” 


E.  Thomas  Boles,  Jr.,  M.D. 

Columbus.  Olao 

Graduated  from  the  Harvard 
Medical  School  1945.  Assistant 
Professor  of  Surgery'.  Ohio 
State  University  College  of 
Medicine.  Surgical  Staff.  Chil- 
dren’s Hospital.  Columbus, 
Ohio.  Served  with  the  United 
States  Anny,  1946-1948.  Ap- 
proximately 25  publications  on 
a variety  of  surgical  topics  in- 
cluding portal  hypertension, 
■neonatal  intestinal  obstruction, 
appendicitis,  pancreatitis,  po- 
tassium deficiency,  and  anti- 
coagulants. Enjoys  skiing,  sail- 
ing, and  golf. 

“Appendicitis : A Diagnostic 
Dilemma  in  the  Young 
Child” 

“Extrahepatic  Portal  Hyper- 
tension in  Infancy  and 
Childhood” 


John  P.  Lindsay,  31. D. 

Nashville.  Tennessee 

Received  M.D.  degree  from 
Vanderbilt  School  of  Medicine 
1940.  Currently  on  the  Execu- 
tive Committee  of  the  Ameri- 
can Academy  of  Gene^'al  Prac- 
tice. Board  of  Directors.  Chair- 
man of  the  Commission  on  Ed- 
ucation, American  Academy  of 
General  Practice.  Chief  of 
Service,  Baptist  Hospital.  Nash- 
ville. Past  President,  Tennes- 
see Academy  of  General  Prac- 
tice. Special  Consultant  to  Sur- 
geon General.  United  States 
Public  Health  Service.  Cancer 
Control.  Member  National  Ad- 
visoo'  Committee  on  Cancer 
and  American  Cancer  Society 
Professional  Education  Com- 
mittee. Special  interests  are 
medical  education  and  cancer 
control. 

“Medical  Education  in  Rela- 
tion to  General  Practice” 


Louis  A.  Orsini 

New  York,  New  York 

Presently  Vice  Chairman, 
Health  Insurance  Council.  In- 
surance Society  of  New  York — 
Lecturer.  Presently  Assistant 
Director  of  Information  and  Re- 
search. Health  Insurance  Asso- 
ciation of  America.  1943-1946 
U.S.  Air  Force,  1946-1948,  Roy- 
al Liverpool  Insurance  Group — 
Underwriter. 

“A  Three  Point  Program — 
Unity.  Cooperation. 
Responsibility” 


Alson  E.  Braley,  3I.D. 

Iowa  City.  Iowa 

Professor  and  Head.  Depart- 
ment of  Ophthalmology',  State 
University’  of  Iowa  Medical 
School.  Graduated  from  the 
State  University  of  Iowa  Med- 
ical School  1931.  Former  posi- 
tions held.  Assistant  Professor 
of  Ophthalmology.  Wayne  Uni- 
versity. Assistant  Professor  of 
Ophthalmology’,  Columbia  Uni- 
versity. Professor  and  Head 
Ophthalmology  of  New  Yoi’u 
University.  Served  with  U.S. 
Navy'  1943-1946.  Member  Amer- 
ican Ophthalmological  Society. 
American  Board  of  Ophthal- 
mology. American  Association 
for  Advancement  of  Science. 
American  Academy  of  Ophthal- 
mology and  Otolaiyngology. 


Ozro  T.  Woods,  3I.D. 

Dallas,  Texas 

Graduated  from  the  Univer- 
sity of  Nebraska  College  of 
Medicine  1924.  Former  Asso- 
ciate Clinical  Professor  of  Sur- 
gery, Southwestern  Medical 
School  of  the  University  of 
Texas,  now  retired.  Served  in 
the  Armed  Forces  for  three 
years  in  World  War  I and  two 
years  with  the  Department  of 
Defense  duiing  World  War  II. 
Publications  “Mental  Health  — 
Civil  Defense.”  Avocations  are 
farming  and  trailer  traveling. 

Panel  Participant:  “The 

Challenge  of  the  Future 
for  Medicine” 
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Leonard  Woodcock 

Detroit,  Michigan 

Elected  Vice  President  of  the 
U.A.W.  in  1955  after  several 
terms  as  Regional  Director  of 
the  U.A.W.  Now  a Director 
of  the  union’s  General  Motors 
Department  and  the  National 
Aircraft  Department.  Elected 
in  1959  to  a four-year  term  on 
Wayne  State  University’s  Board 
of  Governors,  currently  chair- 
man. Member  of  the  Board  of 
Directors  Metropolitan  Detroit 
Y.M.C.A.  : Executive  and  Plan- 
ing Committees  Greater  Detroit 
Area  Hospital  Council.  Ameri- 
can Public  Health  Association, 
also  serving  on  the  Governor’s 
Study  Commission  on  Prepaid 
Hospital  Care  Plans. 

Panel  Participant : “The 

Challenge  of  the  Future 
for  Medicine” 


Edward  R.  Annis,  M.D. 

Miami,  Florida 

Received  M.D.  degree  from  the 
Marquette  University  College 
of  Medicine  1938.  Director  of 
Department  of  Surgery,  Mercy 
Hospital,  Miami.  Attending 
Surgeon — North  Shore  Hospital, 
Miami.  Extensive  civic  affilia- 
tions. Member  Dade  County 
Metropolitan  Government  Hos- 
pital Advisory  Board.  Chair- 
man. Florida  Citizen’s  Medical 
Committee  on  Health  appointed 
by  the  Governor  of  Florida. 
1958-1959.  Member,  Family 
Service  Board  of  Directors. 
Member,  Senior  Citizens  Board 
of  Welfare  Planning  Council. 
Brotherhood  Award,  National 
Conference  of  Christians  and 
Jews.  Director,  Boulevard  Na- 
tional Bank,  Miami.  Fellow, 
Southeastern  Surgical  Society. 
Fellow,  International  Academy 
of  Proctology. 

Panel  Participant:  “The 

Challenge  of  the  Future 
for  Medicine” 


Annual  Banquet  Entertainment 

“THE  RAGTIME  ERA” 


For  Max  Morath  of  Denver,  Colorado,  a lifelong 
fascination  with  ragtime  and  turn-of-the-century 
popular  music  has  developed  in  recent  years  into  a 
full-time  career.  Morath  dates  his  first  affection 
for  ragtime  piano  to  his  early  childhood  from  listen- 
ing to  his  mother,  fonnerly  a silent  movie  pianist, 
playing  such  early  favorites  as  Maple  Leaf  Rag  and 
Dill  Pickles. 

After  graduating  from  college  with  a degree  in 
English,  Morath  earned  his  living  for  several  "years 
in  the  radio  and  TV  business,  working  variously  as 
an  announcer,  actor  and  director,  and  when  the 
management  would  let  him,  a pianist.  Ragtime 
and  early  popular  music  intruded  more  and  more 
however,  and  several  years  ago  he  found  himself 
earning  his  living  in  this  field.  Nothing  could  have 
pleased  him  more. 

For  five  seasons,  1954-59,  he  played  rag  and  sang 
the  old  songs  with  his  widely-known  melodrama  at 
Cripple  Creek,  Colorado,  where  he  was  engaged  as 
pianist  and  musical  director.  In  1957  Barbaiy 
Coast  Records  of  California  released  a piano  LP  of 
his  aiTangements  entitled  “Music  for  Moochers, 
Golddiggers  and  Cattle  Rustlers.”  (No  kidding). 


For  the  past  year  or  so,  after  long  engage- 
ments in  several  Colorado  night  clubs,  Morath  has 
concentrated  his  performances  in  convention,  ban- 
quet and  private  party  engagements  in  the  western 
states.  Dressed  in  a 1908  suit  and  seated  at  a 
1905  piano,  he  rags  the  piano  and  sings  “the  good 
old  songs,”  discoursing  occasionally  on  both  with 
humor  and  satire.  This  year  he  has  added  to  his 
act  authentic  materials  from  America’s  nickelodeons 
(1905-1914),  re-creating  the  lost  art  of  the  forgotten 
illustrated  songs  from  gaslight  days. 

Morath  is  author  and  performer  of  the  TV  series 
“The  Ragtime  Era”  — twelve  half-hour  programs 
w'hich  trace  the  history  of  America’s  popular  music, 
ragtime  and  musical  comedy  during  the  years  fx’om 
the  Gay  Nineties  to  the  First  War.  These  shows 
are  cuirently  being  presented  by  the  National  Edu- 
cational TV  Network  on  fifty  educational  and  com- 
mercial stations  over  the  nation. 
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President 


Arthur  J.  Offemian,  M D. Omaha 

Vice  President 

John  P.  Gilligan,  M.D Nebraska  City 

Secretary-Treasurer 

John  T.  McGreer,  Jr.,  M.D. Lincoln 

Executive  Secretary 

M.  C.  Smith Lincoln 

Board  of  Councilors 

District  TeiTn  Expires 

1.  Harold  Neu,  M.D.,  Omaha  1964 

2.  R.  E.  Garlinghouse,  M.D.,  Lincoln 1964 

3.  W.  W.  Waddell,  M.D.,  Beatrice 1964 

4.  George  Salter,  M.D.,  Norfolk 1964 

5.  R.  C.  Reeder,  M.D.,  Fremont 1961 

6.  B.  N.  Greenberg,  M.D.,  York 1961 

7.  H.  V.  Nuss,  M.D.,  Sutton 1961 

8.  W.  E.  Johnson,  M.D.,  Valentine 1961 

9.  R.  S.  Wycoff,  M.D.,  Lexington 1962 

10.  0.  A.  Kostal,  M.D.,  Hastings 1962 

11.  Edward  Stevenson,  M.D., 

North  Platte  (interim)  1961 

12.  R.  J.  Morgan,  M.D.,  Alliance 1962 

Chairman  of  Board  of  Councilors 
Harold  Neu,  M.D. Omaha 

Speaker,  House  of  Delegates 
J.  B.  Christensen,  M D.,  Omaha 1962 

Vice  Speaker,  House  of  Delegates 
Wm.  Nutzman,  M.D.,  Kearney 1962 

Delegates  A.M.A. 

J.  D.  McCarthy,  M.D.,  Omaha 1962 

Earl  F.  Leininger,  M.D.,  McCook 1961 

ALTERNATE  DEI,EGATES  A.M.A. 

Harold  S.  Morgan,  M.D.,  Lincoln 1962 

W.  C.  Kenner,  M.D.,  Nebraska  City 1961 

Board  of  Trustees 

C.  N.  Sorensen,  M.D.,  Chm.,  Scottsbluff 1963 

J.  M.  Woodward,  M.D.,  Lincoln 1962 

M.  E.  Grier,  M.D.,  Omaha 1961 

A.  A.  Ashby,  M.D.,  Geneva 1964 


John  T.  McGreer,  Jr.,  M.D.,  Lincoln 


Nebraska  State  Medical  Association 
93rd  Annua!  Session 


MONDAY,  MAY  1,  1961 
Sportsmans’  Day  and  Banquet 

TUESDAY  MORNING,  MAY  2,  1961 

8:30  Exhibits  Open 

8:30  Film  (medical  testimony) 

9:00  Film  (Expert  witness) 

General  Session  — Ballroom 
— E.  E.  Koebbe,  M.D.,  Columbus,  Presiding 

9 :30  Opening  Session 

— Fritz  Teal,  M.D.,  President,  Lincoln 

9:35  Invocation 

— Reverend  Robert  T.  Weston,  First  Unitari- 
an Church,  Omaha 

9:40  Presidential  Address 

— Fritz  Teal,  M.D.,  Lincoln 

9:50  Installation  of  Incoming  President 
— Arthur  J.  Offennan,  M.D.,  Omaha 

10:00  Guest  Introductions 

— Howaixi  Yost,  D.D.S.,  Grand  Island,  Presi- 
dent, Nebraska  State  Dental  Association 

— Norvin  C.  Jones,  R.P.,  Omaha,  President, 
Nebraska  Pharmaceutical  Association 

— Ralph  Svoboda,  Omaha,  President-Elect, 
Nebraska  Bar  Association 

10:10  Necrology 

— Geo.  B.  Salter,  M.D.,  Norfolk 

10:20  VIEW  THE  EXHIBITS 

— B.  N.  Greenberg,  M.D.,  York,  Presiding 

10:50  “YOU  Are  There” 

— Leonard  B.  Larson,  M.D.,  Bismai'ck,  North 
Dakota,  President-elect,  American  Medical 
Association,  Keynote  Speaker 

11:30  “The  Evolution  of  Casualty  Care” 

— John  M.  Howard,  M.D.,  Professor  and 
Chaii-man,  Department  of  Surgery,  Hahne- 
mann Medical  College  and  Hospital,  Phila- 
delphia 
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12:30 


2:00 


2:20 


2:40 


3:30 


3:50 


4:10 


4:30 


TUESDAY  AFTERNOON,  MAY  2,  1961 
Noon  Luncheon  — Ballroom 

D.  B.  Steenburg,  M.D.,  Aurora,  Presiding- 

“National  Problems  and  Medical  Education” 

— Glen  R.  Leymaster,  M.D.,  Associate  Secre- 
taiy,  American  Medical  Association  Coun- 
cil on  Medical  Education  and  Hospitals 

VIEW  THE  EXHIBITS 

SECTION  A 
Ballroom 

Medical  Section 

O.  A.  Kostal,  M.D.,  Hastings,  Moderator 

“The  Diagnosis  of  Angina  Pectoris” 

— Norman  B.  Roberg,  M.D. , Professor  of 
Medicine,  University  of  Illinois  College  of 
Medicine,  Chicago 

“Evaluation  of  Adrenal  Cortical  Function — 
Clinical  and  Laboratory  Measures” 

— Lewis  M.  Hurxthal,  M.D.,  Head  of  Depart- 
ment of  Internal  Medicine,  Lahey  Clinic, 
Boston 

“Recent  Advances  in  Views  and  Mechanism 
of  Hemostasis” 

— M.  Stefanini,  M.D.,  Associate  Professor  of 
Medicine,  Tufts  Medical  School,  Boston 

Surgery  Section 

Max  Raines,  M.D.,  North  Platte,  Moderator 

“Corneal  Transplantation” 

— J.  Hewitt  Judd,  M.D.,  Omaha 

“Current  Trends  in  the  Management  of  Hear- 
ing Impairment” 

— Clair  M.  Kos,  M.D.,  Iowa  Clinic  of 
Otology,  Iowa  City 

“Some  Cardiac  Lesions  of  Surgical  Interest” 

— S.  E.  Gould,  M.D.,  Professor  of  Pathology, 
Wayne  State  University  College  of  Medi- 
cine, Eloise,  Michigan 

VIEW  THE  EXHIBITS 

FUN  NIGHT 


TUESDAY  AFTERNOON,  MAY  2,  1961 
Noon  Luncheon  — Ballroom 

12:30  D.  D.  Steenburg,  M.D.,  Aurora,  Presiding 

“National  Problems  and  Medical  Education” 

— Glen  R.  Leymaster,  M.D.,  Associate  Secre- 
tary, American  Medical  Association  Coun- 
cil on  Medical  Education  and  Hospitals 

VIEW  THE  EXHIBITS 


SECTION  B 
Sheraton  North 

Pediatric  Section 

John  T.  McGreer,  M.D.,  Lincoln,  Moderator 

2:00  “Psychogenic  Gasti’o-Intestinal  Reactions” 

— ^Paul  C.  Layboume,  M.D.,  Director,  Divi- 
sion of  Child  Psychiati-y,  University  of 
Kansas  Medical  Center,  Kansas  City,  Kan- 
sas 

2:20  “Infant  Feeding  Problems  and  Allei’gy” 

— Frederic  Speer,  M.D.,  Director  of  Pediatric 
Allergy  Clinics,  University  of  Kansas  Med- 
ical Center,  Kansas  City,  Kansas 

2:40  “Pulmonary  Inflammatory  Disease  in  Infants 
and  Young  Children” 

— John  F.  Holt,  M.D.,  Professor  of  Radi- 
ology, University  Hospital  The  University 
of  Michigan,  Ann  Arbor 

3:00  VIEW  THE  EXHIBITS 

Obstetrics  and  Gynecology  Section 

R.  E.  Garlinghouse,  M.D.,  Lincoln,  Moderator 

“Toxemia  of  Pregnancy” 

3:30  — Russell  R.  de  Alvarez,  M.D.,  Professor  of 
Obstetrics  and  Gynecology,  University  of 
Washington  Medical  School  and  Hospital, 
Seattle 

3:50  — Howard  J.  Tatum,  M.D.,  Professor,  De- 
partment of  Obstetrics  and  Gynecology, 
University  of  Oregon  Medical  School, 
Portland 

4:10  —Carl  P.  Huber,  M.D.,  Professor  and  Chair- 
man, Department  of  Obstetrics  and  Gyne- 
cology, Indiana  University  School  of  Medi- 
cine, Indianapolis 

4:30  VIEW  THE  EXHIBITS 

FUN  NIGHT 
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WEDNESDAY  MORNING,  MAY  3,  1961 
General  Sessions 

SECTION  A 
Ballroom 

8:00  Film 

3:30  Film 

Exhibits  Open 

A.  J.  Offei-man,  M.D.,  Presiding 

9:00  Panel  Discussion 

“Federal  Medical  Care  for  the  Aged” 

Fritz  Teal,  M.D.,  Lincoln,  Modei’ator 

9:05  — Paul  J.  Maxwell,  M.D.,  Lincoln 

9:15  — Harold  Neu,  M.D.,  Omaha 

9:25  Mr.  Frank  Woods,  Director,  Division  of  Pub- 
lic Welfare,  Lincoln 

9:35  — Mr.  Stuart  Mount,  Executive  Director,  Ne- 
braska Hospital  Association 

10:00  “Physician’s  Role  in  Political  Action” 

— E.  Lamar  Buckner,  Past-President,  United 
States  Junior  Chamber  of  Commerce,  Og- 
den, Utah 

10:30  VIEW  THE  EXHIBITS 
Surgery  Section 

Sam  Swenson,  M.D.,  Omaha,  Moderator 

11:00  “Pancreatitis  — Multiple  Disease  Requiring 
Various  FoiTns  of  Treatments” 

— John  M.  Howai-d,  M.D , Professor  and 
Chainnan,  Department  of  Surgeiy,  Hahne- 
mann Medical  College  and  Hospital,  Phila- 
delphia 

11:20  “The  Use  of  Contrast  Media  in  Pediatidc 
Radiology” 

— John  F.  Holt,  M.D.,  Professor  of  Radi- 
ology, University  Hospital,  The  Univer- 
sity of  Michigan,  Ann  Arbor 

11:40  “Fractures  and  Dislocations  About  the 
Wrist” 

— Carimth  Wagner,  M.D.,  Chief,  Division  o: 
Health  Mobilization,  Office  of  the  Sur- 
geon General,  Washington,  D.C. 

VIEW  THE  EXHIBITS 

12:30  Noon  Luncheon 

Clarence  R.  Brott,  M.D.,  Beatrice,  Presiding 
(Under  the  Auspices  of  the  Nebraska  Chap- 
ter A A.G.P.) 

“Medical  Education  in  Relation  to  General 
Practice” 

— John  P.  Lindsay,  M.D  , Member,  Board  of 
Directoi-s,  American  Academy  of  General 
Piactice,  Nashville 


WEDNESDAY  AFTERNOON,  MAY  3,  1961 
General  Sessions 


SECTION  A 
Ballroom 


Obstetrics  and  Gynecology  Section 
Roy  Holly,  M.D.,  Omaha,  Moderator 

“Gynecologic  Hemorrhage” 

2:00  — Carl  P.  Huber,  M.D.,  Professor  and  Chair- 
man, Department  of  Obstetrics  and  Gyne- 
cologj’,  Indiana  University  School  of  Medi- 
cine, Indianapolis 

2:20  — Howard  J.  Tatum,  M.D.,  Professor,  De- 
partment of  Obstetrics  and  GjTiecologjq 
University  of  Oregon  Medical  School,  Port- 
land 

2:40  — Russell  R.  de  Alvai’ez,  M.D.,  Professor  of 
Obstetrics  and  Gjmecology,  University  of 
Washington  Medical  School  and  Hospital, 
Seattle 


3:00  VIEW  THE  EXHIBITS 


Medicine  Section 

W.  W.  Waddell,  M.D.,  Beatrice,  Moderator 


3:30  “Endocrine  Disorders  Due  to  Genetic  De- 
fects” 

— Lewis  M.  Hui-xthal,  M.D.,  Head  of  Depart- 
ment of  Intemal  Medicine,  Lahey  Clinic, 
Boston 


3:50  "Malignant  Carcinoid  Syndrome” 

— S.  E.  Gould,  M.D.,  Professor  of  Pathlogy, 
Wayne  State  Univei-sity  College  of  Medi- 
cine, Eloise,  Michigan 


4:10  “Diagnosis  and  Early  Treatment  of  Acute 
Glaucoma” 

— Alson  E.  Braley,  M.D.,  Professor  and  Head, 
Department  of  Ophthalmology,  State  Uni- 
versity of  Iowa  Medical  School,  Iowa  City 


7:00  ANNUAL  BANQUET  — BALLROOM 
“The  Ragtime  Era” 
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WEDNESDAY  MORNING,  MAY  3,  1961 
General  Sessions 


WEDNESDAY  AFTERNOON,  MAY  3,  1961 
General  Sessions 


SECTION  B 
Sheraton  North 


Medicine  Section 

Otto  Wurl,  M.D.,  Omaha,  Moderator 


11:00  “The  Rational  Use  of  Anticoagulants” 

— Norman  B.  Roberg,  M.D.,  Professor  of 
Medicine,  University  of  Illinois  College  of 
of  Medicine,  Chicago 


11:20  The  Platelet:  “Fact  and  Fancies” 

— M.  Stefanini,  M.D.,  Associate  Pi-ofessor  of 
Medicine,  Tufts  Medical  School,  Boston 


11:40  “Treatment  of  Herpes  Simplex  of  the 
Cornea” 

— Alson  A.  Braley,  M.D.,  Professor  and 
Head,  Department  of  Ophthalmology, 
State  University  of  Iowa  Medical  School, 
Iowa  City 


12:30  Noon  Luncheon 

Clarence  R.  Brott,  M.D.,  Beatrice,  Presiding 
(Under  the  Auspices  of  the  Nebraska  Chap- 
ter A.A.G.P.) 

“Medical  Education  in  Relation  to  General 
Practice” 

— John  P.  Lindsay,  jM.D.,  Member,  Board  of 
Directors,  American  Academy  of  General 
Pi'actice,  Nashville 


SECTION  B 
Sheraton  North 

Pediatrics  Section 

Robeil  Morgan,  M.D.,  Alliance,  Moderator 

2:00  “Appendicitis:  A Diagnostic  Dilemma  in  the 
Young  Child” 

— Thomas  Boles,  M.D.,  Assistant  Professor 
of  Surgery,  Ohio  State  University  College 
of  Medicine,  Columbus 


2:20  “Reluctance  to  Attend  School” 

— Paul  C.  Laybourne,  M.D.,  Director,  Divi- 
sion of  Child  Psychiatry,  University  of 
Kansas  Medical  Center,  Kansas  City,  Kan- 
sas 


2:40  “Botany  and  Allergy” 

— Fredeidc  Speer,  M.D.,  Director  of  Pediatric 
Allergy  Clinics,  University  of  Kansas 
Medical  Center,  Kansas  City,  Kansas 


3:00  VIEW  THE  EXHIBITS 


Surgery  Section 

R.  C.  Anderson,  M.D.,  Columbus,  Moderator 

3:30  “Fi-actures  of  the  Ankle” 

— Carruth  Wagner,  M.D.,  Chief,  Division  of 
Health  Mobilization,  Office  of  the  Sur- 
geon Genei'al,  Washington,  D.C. 


3:50  “Extrahepatic  Portal  Hypertension  in  In- 
fancy and  Childhood” 

— Thomas  Boles,  M.D.,  Assistant  Professor 
of  Surgery,  Ohio  State  University  College 
of  Medicine,  Columbus 


4:10  “Experiences  With  Hemorrhagic  Blood  Dis- 
eases Complicating  Ui’ologic  Surgery” 

■ — Leroy  W.  Lee,  M.D.,  Omaha 


4:30  VIEW  THE  EXHIBITS 

7:00  ANNUAL  BANQUET  — BALLROOM 
“THE  RAGTIME  ERA” 
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8:00 

8:30 

9:00 

9:15 

9:30 

10:00 

10:30 

10:30 

10:35 

11:00 

11:25 

11:50 

12:15 


PROGRAM 


THURSDAY  MORNING,  MAY  4,  1961 


General  Session  — Ballroom 
R.  C.  Reeder,  M.D.,  Fremont,  Presiding 

Film 


Film 

Exhibits  Open 


“The  Indications  for  Prostatectomy” 
— L.  V.  Gilbert,  M.D.,  Lincoln 


“Why  a Maternal  Mortality  Study  for  Ne- 
braska With  a Review  of  Maternal  Deaths 
for  the  Past  Five  Years” 

— William  L.  Rumbolz,  M.D.,  Omaha,  and 
Eugene  C.  Fisher 


“A  Three-Point  Program  — Unity,  Cooper- 
ation, Responsibility” 

— Louis  A.  Orsini,  Assistant  Director  Infor- 
mation and  Research,  Health  Insurance 
Association  of  America,  New  York 


VIEW  THE  EXHIBITS 

“Supported  by  Grant  from  The  Merck  Shai-p 
& Dohme  Postgraduate  Program” 

SYMPOSIUM:  “THE  CHALLENGE  OF 

THE  FUTURE  FOR  MEDICINE” 

M.  M.  Musselman,  M.D.,  Omaha,  Moderator 


MRS.  FRANK  H. 
TANNER 

Lincoln,  Nebraska 

President,  1961-1962 


Introduction  of  Symposium 

— Ozro  T.  Woods,  M.D.,  Former  Associate 
Clinical  Professor  of  Surgery,  Southwest- 
ern Medical  School  of  the  Univei-sity  of 
Texas  (Ret.),  Dallas 


— Mr.  Leonard  Woodcock,  Vice  President, 
International  Union,  UAW  and  Chainnan, 
Board  of  Govemors,  Wayne  State  Univer- 
sity, Detroit 

— Edward  R.  Annis,  M.D.,  Director  of  De- 
partment of  Surgery,  Mercy  Hospital, 
Miami 


Mr.  E.  Lamar  Buckner,  Past  President  Unit- 
ed States  Junior  Chamber  of  Commerce, 
Ogden,  Utah 

Discussion  Penod 

Adjournment  of  Meeting 


MRS.  W.  W.  WADDELL 

Beatrice,  Nebraska 

President,  1960-1961 


MRS.  WILLIAM 
MACKERSIE 

Detroit,  Michigran 

Honored  Guest  Speaker 
Woman’s  Auxiliary 

President 

Woman’s  Auxiliary 
to  the 

American  iMedical 
Association 
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CONVENTION  COMMITTEES 


General  Chainnan — 

Mrs.  S.  J.  Carnazzo,  Omaha,  Nebraska 

Arrangements  Chairmen — 

Mrs.  Wayne  Waddell,  Beatrice,  Nebraska 
Mrs.  R.  Brown,  Beatrice,  Nebraska 

Pi-ogram  Co-Chairmen — 

Mrs.  K.  Kenneth  Muehlig,  Omaha,  Nebraska 
Mrs.  Arnold  Lempka,  Omaba,  Nebraska 

Hospitality — 

Mrs.  C.  M.  Hartmann,  Omaha,  Nebraska 

Registration  and  Tickets — 

Mrs.  James  J.  O’Neill,  Omaha,  Nebraska 

Reservations — 

Mrs.  Raymond  G.  McDonald,  Omaha,  Nebraska 

Publicity  and  Transportation — 

Mrs.  Frank  Mnuk,  Omaha,  Nebraska 

Bowling — 

Mrs.  John  Brazer,  Omaha,  Nebraska 
Tour— 

Mrs.  F.  Lowell  Dunn,  Omaha,  Nebraska 

A cordial  invitation  is  extended  to  all  doctors’ 
wives  of  Nebraska  whether  or  not  you  are  an  Aux- 
iliaiy  member. 


AUXILIARY  PLEDGE 

I pledge  my  loyalty  to  the  Woman’s  Auxiliary  to 
the  American  Medical  Association.  I will  support 
its  activities,  protect  its  reputation,  and  ever  sus- 
tain its  high  ideals. 


WHO  IS  EXPECTED  TO  ATTEND 
Officers 

ChaiiTnen  of  Committees 
Presidents  of  County  Auxiliaries 
District  Councilors 

New  officers  and  chairmen,  either  on  the  state 
or  local  levels,  will  benefit  from  attending  the  ses- 
sions. 


THIRTY-SIXTH  ANNUAL  MEETING 
OF  THE 

WOMAN’S  AUXILIARY  TO  THE 
NEBRASKA  STATE  MEDICAL  ASSOCIATION 

A registration  desk  will  be  open  in  the  Sheraton- 
Fontenelle  Hotel,  Main  Lobby,  beginning  Monday 
afternoon  at  3:00  p.m.  through  Wednesday  noon. 

PROGRAM 

MONDAY,  MAY  1,  1961 

12:00  Dutch  Treat  Luncheon  — Rose  Bowl,  1110 
Saddle  Creek  Road 

1:00  Afternoon  Bowling 

3:00  Registration — Main  Lobby,  Sheraton-Fonten- 
elle  Hotel 

6:00  Stagette  Dinner  — Omaha  Club,  20th  and 
Douglas 

Presentation  of  Bowling  Awards 

Entertainment  — Movie  on  “Russia”  by  Mel 
Hansen 

TUESDAY,  MAY  2,  1961 

8:45  Registration — Main  Lobby,  Sheraton-Fonten- 
elle  Hotel 

9:00  Pre-Convention  Executive  Board  Meeting, 
Sheraton  North  Room 

Mrs.  Wayne  Waddell,  Presiding 
Reports  of  Officers  and  State  Chairmen 

12:30  Luncheon — Sheraton  South  Room 

Annual  Business  Meeting 
Mrs.  Wayne  Waddell,  Presiding 

Reports  of  County  Presidents 
Election  and  Installation  of  Officers 


WEDNESDAY,  MAY  3,  1961 

8:30  No  Host  Breakfast  — Sheraton-Fontenelle 
Hotel,  Hunt  Room 

Officers,  Chairmen  and  County  Presidents 

Conference  with  Mrs.  William  Mackersie, 
President  of  the  Woman’s  Auxiliary  to 
the  American  Medical  Association 

Fashion  Show — Models  from  the  Woman’s 
Auxiliary  to  the  Omaha-Douglas  County 
Medical  Society 

7:00  Annual  Banquet  — Ballroom,  Sheraton-Fon- 
tenelle Hotel 


THURSDAY,  MAY  4,  1961 

8:30  Post  Convention  Executive  Board  Meeting 
No  Host  Breakfast  in  the  Sheraton  North 
Room 

Mrs.  Frank  Tanner,  Presiding 
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Medicine  in  the  News 

From  the  Lincoln  Star — 

Nebraska  Lions  Clubs  have  pledged  $2,000 
in  support  of  a low-vision  clinic  at  the  Uni- 
versity of  Nebraska  College  of  Medicine’s 
eye  department. 

This  backing  from  the  Lions’  Sight  Con- 
servation Foundation,  Inc.,  will  enable  the 
college  to  carry  out  a one-year  pilot  study  to 
determine  the  worthiness  of  the  project  as 
a permanent  inclusion  in  the  eye  depart- 
ment. 

The  new  clinic  proposed  to  help  partially 
sighted  people  achieve  maximum  utilization 
of  what  vision  they  have  to  increase  chances 
of  emplojTnent. 

The  funds  have  been  used  to  purchase 
equipment  for  testing  sight  and  providing 
low-vision  aid. 

The  Omaha  clinic  is  one  of  15  optical  aid 
clinics  now  in  operation  in  the  country. 

From  the  Omaha  True  Voice — 

The  Creighton  University  School  of  Medi- 
cine has  received  three  research  grants  total- 
ing $35,167  from  the  Department  of  Health, 
Education  and  Welfare,  U.S.  Public  Health 
Service. 

An  award  for  $27,713  has  been  presented 
to  Dr.  William  Niemer  for  continued  brain 
research.  Doctors  J.  Ra\unond  Johnson  and 
Edward  Grinnell  have  received  a renewal  of 
$5,750  for  heart  studies  and  Doctors  Frank 
Ferraro  and  James  Severens  have  been 
awarded  $4,704  for  a new  research  project, 
“Distribution  and  Identification  of  the  En- 
terococci.’’ 

From  the  Omaha  World-Herald — 

Two  members  of  the  staff  of  the  Univer- 
sity of  Nebraska  College  of  Medicine  have 
received  training  program  grants  from  the 
National  Institutes  of  Health. 

Dr.  John  S.  Latta  will  administer  a $26,- 
048  training  progi’am  in  anatomical  sci- 
ences. Dr.  A.  R.  McIntyre  will  administer 
a $37,500  training  progi’am  in  physiologj’. 

Human  Interest  Tales 

Dr.  Maurice  Frazer,  Lincoln,  has  been  re- 
elected chairman  of  the  State  Board  of 
Health. 


Dr.  kl.  L.  Owen,  Sargent,  is  recovering 
from  a heart  attack  which  he  suffered  in 
February. 

The  Four  County  Medical  Society  held  its 
February  meeting  at  the  home  of  Dr.  Paul 
Martin  of  Ord. 

Dr.  Walter  IM.  Gysin,  Norfolk,  was  a 
guest  speaker  at  a mental  health  clinic  in 
Neligh  in  February. 

Dr.  Wm.  Nutzman,  Kearney,  was  a guest 
speaker  at  a recent  meeting  of  the  Kearnej’ 
Chapter  A.S.,  P.E.O. 

Dr.  0.  S.  Townsend,  a former  York  physi- 
cian, passed  away  at  his  home  in  Englewood, 
Colorado,  in  February. 

Dr.  Avis  Bray,  Beaver  City,  is  planning  to 
leave  this  community  in  July  to  join  a clinic 
in  Concordia,  Kansas. 

Dr.  and  Mrs.  D.  L.  Fletcher,  Orchard, 
celebrated  their  Golden  Wedding  Anniver- 
sary on  February  23rd. 

Dr.  John  A.  Campbell,  recently  of  the  Bel- 
gian Congo,  has  become  associated  with  Dr. 
Kenneth  Treptow  of  Central  City. 

Dr.  H.  H.  Brinkman,  Omaha,  presented 
a talk  and  showed  a film  at  the  February 
meeting  of  the  Omaha  Medical  Assistants. 

Dr.  John  M.  McKain,  Omaha,  attended 
the  meeting  of  the  Society  of  University 
Surgeons  in  Kansas  City,  Missouri,  in  Feb- 
ruary. 

Dr.  Ivan  French,  Wahoo,  attended  the 
meeting  of  the  Nebraska-White  House  Con- 
ference on  Children  and  Youth  in  Lincoln, 
in  February. 

Dr.  Robert  Rosenlof,  Kearney,  was  a 
guest  speaker  at  the  regular  meeting  of  the 
Business  and  Professional  Women  in  that 
city  in  February. 

The  annual  Benefit  Bridge  party  spon- 
sored by  the  Platte  County  Medical  Auxili- 
ary, produced  $120  which  was  given  to  the 
Columbus  Opportunity  Center  building  fund. 

Drs.  John  T.  Keown  and  Charles  Muffly, 
Pender,  attended  a postgraduate  program  in 
obstetrics  and  gynecology  at  the  University 
of  Nebraska  College  of  Medicine  in  Janu- 
aiT- 

Doctor  and  Mrs.  C.  J.  Miller  of  Ord  re- 
cently returned  from  a stay  of  several  weeks 
in  Hawaii.  They  went  by  jet  plane  and  re- 
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turned  by  boat.  While  there  they  toured 
three  islands. 

Drs.  William  L.  Rumbolz,  Leland  J.  Ol- 
son, and  Barney  Rees,  Omaha,  attended  a 
meeting  of  the  American  College  of  Sur- 
geons in  Mexico  City  and  another  in  Aca- 
pulco, in  January. 

Dr.  Cecil  Wittson,  Omaha,  discussed  “Psy- 
chiatric Progress  in  Nebraska  During  the 
Past  Ten  Years”  at  the  annual  .joint  meeting 
of  the  Lancaster  County  Bar  and  Medical  So- 
ciety held  in  Lincoln  in  February. 

Dr.  R.  P.  Carroll,  Laurel,  recently  com- 
pleted 40  years  of  medical  practice  in  this 
community.  During  this  time  he  has  deliv- 
ered over  3,000  babies.  He  is  the  oldest 
businessman  in  Laurel  as  he  has  seen  every 
business  change  hands  since  the  time  he  ar- 
rived in  Laurel. 


Announcements 

Thompson  Memorial  Lecture,  St.  Joseph,  Missouri — 

The  Thompson,  Brumm  & Knepper  Clinic 
announce  the  twelfth  annual  Dr.  F.  G. 
Thompson  Memorial  Lecture  to  be  held  on 
Thursday  evening.  May  18,  1961,  at  8:15  in 
the  Clinic  Building,  902  Edmund  Street,  St. 
Joseph,  Missouri.  The  speaker  will  be  Dr. 
0.  T.  Clagett,  Professor  of  Surgery,  Mayo 
Foundation  Graduate  School,  University  of 
Minnesota.  The  title  of  the  lecture  will  be 
“Treatment  of  Carcinoma  of  the  Breast:  A 
Controversial  Sub.ject.” 

Grants  by  American  Cancer  Society 
Include  Nebraska — 

The  American  Cancer  Society  recently  an- 
nounced the  award  of  149  research  grants 
totaling  $2,884,351.  These  were  the  first  of 
many  grants  to  be  made  in  1961  by  the  So- 
ciety. Two  of  these  were  made  in  Nebraska 
by  the  National  Society.  These  grants  to- 
taled $41,381. 

Dr.  Hilton  Salhanick,  Associate  Professor 
in  the  Department  of  Obstetrics  and  Gyne- 
cology and  Assistant  Professor  in  the  De- 
partment of  Biochemistry  of  the  University 
of  Nebraska  College  of  Medicine,  has  re- 
ceived a grant  of  $29,381. 

Dr.  Salhanick  and  his  staff  are  making  a 
study  of  the  secretions  of  key  hormones  in 
both  heavy  and  unhealthy  persons.  In  one 
aspect  of  the  diverse  program,  he  has  been 


surveying  the  excretion  pattern  of  hormones 
from  the  pituitary  gland  located  in  the  head 
which  acts  on  the  hormones  in  the  ovary 
which  stimulates  the  hormones  in  the  uterus. 

One  of  his  goals  is  to  determine  the  corre- 
lation of  the  hormone  secretion  and  cancer. 

Dr.  James  Warren,  who  has  received  ad- 
vance training  on  a grant  from  the  Ameri- 
can Cancer  Society,  is  aiding  in  the  study  of 
abnormal  hormones  from  the  ovary.  He  has 
discovered  a new  hormone  synthesized  by 
certain  ovaries  in  hirsute  women. 

Dr.  John  Swanson  (Medical  student  of 
the  University  of  Omaha)  is  concentrating 
on  the  biochemical  mechanisms  of  action  of 
the  excretion  patterns  in  normal  and  ab- 
normal hormones  and  the  chemical  structure 
modifications. 

The  University  of  Nebraska  received  the 
other  grant,  an  Institutional  Research  Grant 
amounting  to  a total  of  $12,000.  This  is  a 
very  unique  type  of  allocation.  The  purpose 
of  this  award  is  to  encourage  new  minds  and 
new  ideas  to  enter  cancer  research. 

If  a student-undergraduate,  graduate,  or 
a physician  wants  to  try  out  a new  research 
idea,  develop  an  idea,  or  engage  in  research 
on  a part-time  basis,  he  may  apply  to  his 
local  Institutional  Research  Grant  Commit- 
tee, a local  committee  of  scientists  from  va- 
rious arms  of  the  University. 

At  present,  research  on  both  a basic  and 
a clinical  level  is  in  progress  in  such  fields 
as  endocrinology,  hematology,  radiology,  leu- 
kemia, and  it  is  hoped  that  this  American 
Cancer  Society  award  will  seiwe  to  stimulate, 
and  accelerate  these  efforts. 

The  American  Cancer  Society  pointed  out 
that  of  the  149  grants  made,  only  21  were 
new  grants.  “We  have  reached  the  point,” 
The  Society  said,  “where  the  greatest  pro- 
portion of  our  funds  are  needed  just  to  con- 
tinue with  the  promising  projects  we  have 
committed  ourselves  to  support. 

Medical  Continuation  Courses  To  Be  Presented 
At  the  Center  for  Continuation  Stud}', 
l^niversity  of  Minnesota — 

April  17-19,  1961  — Internal  Medicine  for 

Internists 

April  20-22,  1961 — Otolaryngology  for  Gen- 
eral Physicians 

May  1-3,  1961 — -Oprthalmology  for  Special- 
ists 
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May  8-10,  1961  — Gynecology  for  General 
Physicians 

May  11-13,  1961 — Surgery  for  Surgeons 
May  15-19,  1961  — Proctolog>’  for  General 
Physicians 

June  1-3,  1961  — Office  Psychotherapy  for 
General  Physicians 

1960-1961  (All  Year) — Cancer  Detection  for 
General  Physicians 

For  further  information  concerning  the 
above  courses,  write  to  the  Director,  Depart- 
ment of  Continuation  Medical  Education, 
1342  Mayo  Memorial,  University  of  Minne- 
sota, Minneapolis  14,  Minnesota. 

Health  Information  for  Travel  Abroad — 

The  Department  of  H.E.W.  has  recently 
issued  two  new  folders  entitled  “Health  In- 
formation for  Travel  in  Mexico,  Central  and 
South  America,  and  the  Carribbean”  and 
“Health  Information  for  Travel  in  Asia  in- 
cluding Japan,  Indonesia,  and  the  Philip- 
pines and  in  Australia  and  New  Zealand. 

These  and  other  folders  can  be  purchased 
from  the  Superintendent  of  Documents,  Gov- 
ernment Printing  Office,  Washington  25, 
D.C.,  at  5c  per  copy.  Reduced  prices  for  100 
or  more. 

A.C.O.G.  Will  Initiate  Postgraduate  Courses 
With  Tenth  Anniversary  fleeting — 

A program  of  postgraduate  courses  will  be 
offered  this  year  for  the  first  time  by  The 
American  College  of  Obstetricians  and  Gyne- 
cologists in  conjunction  with  its  Tenth  An- 
nual Clinical  Meeting  at  Americana  Hotel, 
Bal  Harbour,  Florida,  April  20-28,  1961. 

Four  courses  will  be  held  from  April  21 
to  23.  They  will  include  genetics,  statistics, 
radiation  pyhsics,  parenteral  nutrition,  and 
steroid  metabolism. 

Second  Hahnemann  Symposium  on  Hypertension: 
Recent  Developments — 

A symposium  on  hypertension  will  be  pre- 
sented May  4 to  7,  1961,  by  the  Hahnemann 
iMedical  College  and  Hospital,  Philadelphia, 
Pennsylvania.  The  presentations  will  be 
made  in  the  following  major  areas: 

I.  Natural  History  of  Hypertension. 
II.  Etiological  Mechanisms  in  Hyper- 
tension. 

HI.  Atherosclerosis  and  Hypertension. 

IV.  Phannacologj’  of  Hypertension. 


V.  Catecholamine  Metabolism. 

VI.  Drugs  Which  Affect  Catechol  Me- 
tabolism. 

VII.  Therapeutic  Considerations. 

News  and  Views 

Junior  and  Senior  .Medical  Students  Again 
Min  Foreign  Fellowships — 

The  Association  of  American  Medical  Col- 
leges has  announced  that  thirty  junior  and 
senior  medical  students  from  across  the  na- 
tion have  been  named  as  Manners  of  foreign 
felloM^ships  made  possible  by  a $180,000  grant 
from  Smith  Kline  & French  Laboratories, 
administered  by  the  Association  of  Ameri- 
can Medical  Colleges.  The  Manners,  chosen 
by  a Selection  Committee  of  the  Association, 
must  spend  10  to  12  M^eeks  at  their  overseas 
locations.  These  Mali  be  in  such  places  as 
Pakistan,  Korea,  Japan,  Burma,  Haiti,  NeM’ 
Hebrides,  India,  Thailand,  Cambodia,  Ghana, 
Republic  of  Congo,  Tanganyika,  and  other 
African  communities.  They  Mali  Mmrk  in 
mission  hospitals  and  outpost  medical  facili- 
ties M’hile  studying  and  combating  diseases 
not  commonly  seen  in  the  United  States. 

Last  year,  29  qualified  students  Mmrked  in 
19  foreign  countries.  These  students  and 
their  medical  sponsors  m"  ere  enthusiastic 
about  the  benefits  to  the  students,  their  spon- 
sors, and  to  international  understanding  be- 
tM^een  nations.  The  program  will  be  con- 
tinued through  1962. 

Lilly  Bringing  Out  a New  Drug  Helpful  in 
Treating  Cancer — 

Eli  Lilly  and  Company  has  announced  that 
Velban  (vinblastine  sulfate),  a new"  and 
different  drug,  derived  from  a garden  shrub, 
periMdnkle,  has  shoMm  definite  and  some- 
M'hat  remarkable  activity  in  amelioration 
and  control  of  Hodgkin’s  disease  and  chorio- 
carcinoma. Its  activity  in  other  types  of 
malignant  neoplasm  is  still  under  study. 
This  drug  may  be  obtained  on  special  order 
through  detail  men  but  Mali  be  in  sufficient 
supply  to  meet  the  demands  for  it  at  an  early 
date,  and  Mali  be  on  the  market. 

April  Cancer  Crusade  To  Be  Guided  by 
-Mayor  Rosenblatt — 

Mr.  John  Rosenblatt,  Mayor  of  the  City 
of  Omaha,  has  been  named  chairman  of  the 
1961  Cancer  Crusade,  it  was  announced  re- 
cently by  Dr.  Harry  H.  McCarthy,  Presi- 
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dent  of  the  American  Cancer  Society,  Ne- 
braska Division.  The  educational  and  fund- 
raising Crusade  will  begin  April  1 and  run 
the  month  of  April. 

In  announcing  Mayor  Rosenblatt’s  ap- 
pointment, Dr.  McCarthy  appealed  for  a rec- 
ord turnout  of  volunteers  to  help  in  the 
many  jobs  that  need  to  be  done  in  the  state 
during  April  Crusade. 

Colleges,  Schools,  and  Hospitals  Benefit  by 
l^nique  Method  of  Making  Donations — 

Colleges,  schools  and  hospitals  throughout 
the  nation  received  more  than  $110,000  dur- 
ing 1960  as  a result  of  the  “matching  gifts’’ 
programs  of  the  Smith  Kline  & French 
Foundation,  it  was  announced  recently. 

Under  the  programs,  the  Foundation 
equals  donations  of  from  $10  to  $2,000  by 
employees  of  Smith  Kline  & French  Labora- 
tories to  either  educational  or  hospital  in- 
stitutions of  their  choice. 

Last  year,  159  schools  and  colleges  were 
the  beneficiaries  of  $41,932  from  233 
S.K.&F.  employees  and  27  hospitals  received 
$13,869  from  50  employees  of  the  Philadel- 
phia pharmaceutical  firm.  In  both  cases,  the 
Foundation  established  by  S.K.&F.  in  1952 
as  a separate  and  independent  trust  for  the 
administration  and  distribution  of  the  com- 
pany’s philanthropic  contributions,  matched 
the  amounts  donated. 

The  Matching  Gifts  for  Education  Pro- 
gram was  established  in  1956  as  the  Corpor- 
ate Alumnus  Program  to  match  gifts  of 
S.K.&F.  employees  to  their  college  alma  ma- 
ters. One  of  the  first  of  its  type  in  the  na- 
tion, it  was  broadened  in  1957  to  include 
any  accredited  independent  secondary  school 
or  college,  in  addition  to  alma  maters.  In 
January,  1959,  the  name  was  changed  and 
the  annual  gift  maximum  raised  from  $1,000 
to  $2,000. 

The  Matching  Gifts  for  Hospitals  Pro- 
gram, believed  to  be  the  first  of  its  kind, 
was  established  by  the  Foundation  in  1959. 

News  From  Nebraska  Heart 
Association 

The  1961  Annual  Meeting  and  Scientific 
Sessions  of  the  Nebraska  Heart  Association 
will  be  held  in  Omaha,  October  13-14  at  the 
Sheraton-Fontenelle  Hotel.  The  12th  an- 
nual Scientific  Sessions  are  scheduled  all 


day  Friday,  October  13th,  and  until  noon  on 
Saturday,  October  14th. 

The  Annual  Meeting  and  Scientific  Ses- 
sions of  the  American  Heart  Association 
will  be  held  in  Bal  Harbour,  Miami  Beach, 
Fla.,  October  20-24  at  the  Americana  Hotel. 
Abstracts  of  papers  to  be  presented  at  the 
Sessions  must  be  submitted  by  May  15th. 
Papers  intended  for  presentation  must  be 
based  on  original  investigations  in,  or  relat- 
ed to,  the  cardiovascular  field.  Official 
forms  for  submitting  abstracts  may  be  ob- 
tained from  Richard  E.  Hurley,  M.D.,  Med- 
ical Asociate,  American  Heart  Association, 
44  East  23rd  Street,  New  York  10,  N.Y. 

Dr.  E.  Cowles  Andrus,  Professor  of  Medi- 
cine at  Johns  Hopkins  University  School  of 
Medicine,  Baltimore,  and  former  president 
of  the  American  Heart  Association,  has  as- 
sumed editorship  of  the  Association’s  pub- 
lication, Modern  Concepts  of  Cardiovascular 
Disease. 

Issued  on  a monthly  basis,  with  each  issue 
devoted  to  some  single  aspect  of  cardiovas- 
cular medicine,  the  publication  is  made  avail- 
able to  internists  and  other  physicians  and 
to  members  of  hospital  house  staffs  by  the 
Nebraska  Heart  Association.  ^ 

Research  grant-in-aid  application  forms 
have  been  mailed  by  the  Nebraska  Heart  As- 
sociation. Anyone  wishing  to  re-apply  or 
submit  a new  application  for  support  of  a 
research  project  must  do  so  by  April  15th, 
Forms  are  available  from  the  Nebraska 
Heart  Association,  4202  Harney  Street, 
Omaha. 


The  Woman's  Auxiliary 

Report  of  the  Mid-Winter  Executive  Board 
Meeting,  Hotel  Cornhusker,  Lincoln,  Nebraska, 
February  19,  1961 — 

Doctor  E.  L.  MacQuiddy,  Sr.,  Medical  Con- 
sultant to  the  Nebraska-Iowa  Cooperative 
Milk  Association  requested  that  the  Medical 
Auxiliary  inform  members  about  the  need 
of  a Grade  A milk  law  that  would  be  present- 
ed before  the  State  Legislature  early  in  Janu- 
ary. Dr.  Paul  Read,  Chairman  of  our  Med- 
ical Advisory  Committee,  recommended  that 
we  cooperate  in  this  manner  and  appear  be- 
fore the  legislative  hearing.  Mrs.  Purvis, 
State  Legislative  Chairman,  sent  informa- 
tion regarding  the  proposed  bill  to  county 
auxiliaries  and  members-at-large  and  she 
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and  your  president  appeared  at  the  hearing. 
Dr.  MacQuiddy  wrote  a letter  of  apprecia- 
tion for  our  efforts. 

Mrs.  William  Mackersie,  our  National 
President,  sent  a letter  explaining  the  grave 
situation  of  the  Kerr-Mills  bill,  and  urged 
that  all  Auxiliary  members  write  their  Con- 
gressmen, urging  the  passage  of  this  bill,  as 
concerned  individuals,  not  as  Doctors’ 
wives.  Mrs.  Purvis,  legislative  chairman, 
sent  letters  to  auxiliaries  and  members-at- 
large  regarding  this. 

We  were  very  happy  to  hear  that  Mrs. 
Frank  Tanner,  our  President-Elect,  was  able 
to  attend  one  day  of  the  Rural  Health  Con- 
ference in  Chicago.  Our  national  board 
recommended  that  a Rural  Health  Commit- 
tee be  added  to  our  program.  Dr.  Ashby  of 
Geneva  is  State  Chairman  of  the  Nebraska 
State  Medical  Rural  Service  Committee  and 
we  had  hoped  Dr.  Teal  would  introduce  him 
at  our  meeting  so  that  we  would  hear  a re- 
port about  the  State  Medical  Association’s 
program.  However,  time  did  not  allow  for 
this,  but  Dr.  Teal  advised  that  the  Auxiliary 
could  promote  a Rural  Health  program  with 
the  approval  of  the  Nebraska  State  Medical 
Association.  After  discussion,  a recommen- 
dation was  passed  to  add  this  to  our  Com- 
munity Service  Committee. 

There  was  a second  reading  of  the  revised 
constitution  and  by-laws  by  Mrs.  Wood- 
ward in  the  absence  of  Mrs.  Brillhart.  These 
were  printed  in  the  recent  Newsletter. 
Please  keep  for  your  file.  A motion  was 
passed  to  accept  them  and  they  will  be  pre- 
sented at  the  Annual  Spring  Business  Meet- 
ing. 

A new  pamphlet  “Facts  and  Figures’’  on 
the  Woman’s  Auxiliary,  was  passed  out  and 
discussed.  A motion  was  passed  to  order 
enough  for  county  auxiliary  members,  mem- 
bers-at-large  and  prospective  members  for 
next  year  and  that  county  presidents  review 
these  facts  with  members. 

After  your  President  presented  the  need 
for  program  information  from  the  county 
auxiliaries  for  a report  to  the  Bulletin  due 
January  1st,  a motion  was  passed  that  the 
respective  county  auxiliary  presidents  send 
their  program.s  for  the  current  year  to  the 
State  President  by  December  1st. 

The  Annual  Spring  Meeting  will  be  held 
at  the  Sheraton-Fontenelle  Hotel  in  Omaha, 
May  1st  through  4th  and  everyone  is  urged 


to  attend.  The  Omaha  Program  Committee, 
under  Mrs.  Carnazzo,  is  working  hard  to 
make  this  an  outstanding  convention.  Our 
National  President,  Mrs.  William  Mackersie, 
will  be  the  speaker  at  the  Wednesday  lunch- 
eon. You  will  be  receiving  more  informa- 
tion about  the  convention  in  the  near  future. 


Dawson  County — 

Dawson  County  Medical  Auxiliary  mem- 
bers were  delighted  to  have  as  their  guests 
at  the  February  luncheon.  State  President 
Mrs.  Wayne  Waddell  and  President-Elect 
Mrs.  Frank  Tanner. 

We  were  very  proud  of  our  fine  state 
leaders  and  learned  a great  deal  from  their 
talks  about  Auxiliary  achievements  of  the 
past  year  and  current  program  emphases. 

There  was  100  per  cent  attendance  at  the 
meeting,  conducted  by  President  Mrs.  V. 
D.  Norall.  Mrs.  Ray  Wycoff  was  in  charge 
of  decorations  and  arrangements. 


Know  Your 
Blue  Shield  Plan 


Excellent  Response  to  New  Service  Series 
Agreements — 

The  new  Service  Series  Agreements  intro- 
duced by  Nebraska  Blue  Shield  on  January 
1,  this  year,  have  had  an  excellent  reception 
by  both  physicians  and  members.  Nearly  90 
per  cent  of  Nebraska  Doctors  of  Medicine 
have  already  signed  Participating  Physi- 
cians Agreements  approving  them.  The  ac- 
ceptance of  these  new  Agreements  by  the 
public  has  been  by  far  the  best  that  Ne- 
braska Blue  Shield  has  ever  experienced. 

The  House  of  Delegates  of  the  Nebraska 
State  Medical  Association,  on  February  19, 
unanimously  approved  the  final  draft  of  the 
Agreements,  together  with  the  income  clas- 
sifications for  Service  Benefits. 

It  is  the  studied  opinion  of  representatives 
of  the  profession,  who  have  worked  closely 
with  the  problems  of  prepaid  medical  care 
for  many  years,  that  the  only  answer  to  Gov- 
ernment Medicine  is  a successful  service  type 
program.  A voluntary,  prepaid  program, 
that  is  acceptable  to  both  physicians  and  the 
public.  A program  whereby  the  member 
receives  service  and  the  doctor  of  his  choice 
receives  adequate  payment  for  seiwices  ren- 
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dered.  Blue  Shield  with  Participating 
Physicians  and  Service  Agreements  is  the 
profession’s  answer  to  this  public  need. 

The  new  Service  Agreements  do  not  re- 
quire an  endorsement  or  assignment  from 
the  member  for  the  doctor  to  receive  pay- 
ment for  services  rendered,  if  the  doctor  is 
a Participating  Physician.  By  the  same  tok- 
en payment  will  have  to  be  made  to  the  mem- 
ber, if  the  doctor  is  not  participating. 

There  are  many  services  covered  in  the 
new  Agreements  that  were  not  covered  be- 
fore. There  are  increased  allowances  for 
many  other  services.  The  entire  Schedule 
is  based  on  the  relative  value  study  made  by 
the  Uniform  Fee  Schedule  Committee  of  the 
Nebraska  State  Medical  Association  in  co- 
operation with  the  Board  of  Directors  of 
Nebraska  Blue  Shield.  It  is  in  the  interest 
of  both  the  doctor  and  his  patient  for  the 
doctor  and  his  associates  to  become  familiar 
with  the  new  Participating  Physician’s 
Manual  that  has  been  mailed  to  all  physi- 
cians in  Nebraska. 

A quote  that  bears  repeating  is  one  from 
the  “Report  on  Medical  Society  Sponsored 
Blue  Shield  Plans,”  submitted  to  the  House 
of  Delegates  of  the  A.M.A.,  by  the  Chairman 
of  the  Council  on  Medical  Service,  at  the 
Clinical  Meeting  held  in  Washington,  D.C., 
November  28,  1960.  “Blue  Shield  will  go  as 
far  as  doctors  want  it  to  go.  It  will  be  as 
important  and  successful  as  doctors  want  it 
to  be.  It  cannot  proceed  to  a brighter  to- 
morrow without  the  profession’s  guidance, 
control  and  leadership.  Without  such  sup- 
port tomorrow  will  be  dark  for  doctors  and 
Blue  Shield  alike.” 


Books 

Every  general  practitioner,  orthopedic  surgeon, 
general  surgeon,  radiologist,  medical  student,  physi- 
cal therapist,  and  athletic  trainer  will  be  happy  to 
learn  that  a new  edition  of  the  “Bible’  ’for  the 
treatment  of  fractures  and  dislocations,  sprains  and 
strains,  is  now  available.  Reference  is  made,  of 
course  to  the  seventh  edition  of  “Key  and  Con- 
well’s  Management  of  Fractures,  Dislocations,  and 
Sprains,”  published  3 Febmary  1961  by  the  C.  V. 
Mosby  Company  of  St.  Louis.  Members  of  the  legal 
profession  will  undoubtedly  introduce  into  the  court 
records  many  of  the  opinions  expressed  in  this  au- 
thoritative reference. 

In  this  revision  Fred  C.  Reynolds,  M.D.,  who  was 
associated  with  J.  Albert  Key,  M.D.,  and  who  is 
now  Dr.  Key’s  successor  as  Professor  of  Ortho- 
pedic Surgery  at  the  Washington  University  School 
of  Medicine  in  St.  Louis,  has  participated  as  co- 


author with  H.  Earle  Conwell,  M.D  , Associate  Pro- 
fessor of  Orthopedic  Surgery  at  the  University  of 
Alabama  School  of  Medicine.  The  present  edition 
has  been  thoroughly  revised.  Methods  of  treatment 
which  have  become  obsolete  have  been  eliminated. 
More  detailed  discussions  of  deceleration  injuries 
and  spinal  disc  involvement  have  been  included.  A 
discussion  of  treatment  with  the  medullary  nail  has 
been  presented,  and  indications  for  its  use,  based  on 
■thorough  investigation,  have  been  included.  Also, 
the  use  of  the  hip  prosthesis  has  been  discussed  in 
detail. 

Since  the  general  practitioner  is  frequently  called 
upon  to  carry  out  the  early  management  of  facial 
injuries,  the  chapter  on  Fracture  of  the  Jaw  and 
Related  Bones  of  the  Face  by  James  Barrett  Brown, 
M.D.,  Professor  of  Clinical  Surgery,  Washington 
University  School  of  Medicine,  has  again  been  in- 
cluded. In  addition,  a discussion  on  anaesthesia  in 
patients  with  extremity  injuries  has  been  prepared 
by  Robert  B.  Dodd,  M.D.,  Professor  of  Anaesthesi- 
ology, Washington  University  School  of  Medicine. 
The  chapter  on  Injuries  of  the  Hand  has  been  re- 
vised by  Arthur  H.  Stein,  Jr.,  M D.,  Assistant  Pi"o- 
fessor  of  Orthopedic  Surgeiy,  Washington  Univer- 
sity School  of  Medicine. 

This  book  follows  a basic  concept  of  conservatism, 
and  only  sound  methods  of  ti-eatment  are  recom- 
mended. In  addition  to  the  nearly  1000  pages  of 
text,  diagrams,  and  X-ray  pictures  devoted  to  the 
diagnosis  and  treatment  of  specific  injuries,  there 
are  six  chapters  (182  pages)  covering  the  follow- 
ing basic  principles  and  general  aspects: 

a.  General  Considerations  including  first  aid,  di- 
agnosis, X-ray  examination,  plaster-of-paris 
cast  technique 

b.  Repairs  of  Fractures 

c.  Principles  of  Fracture  Treatment  including 
emergency  treatment,  anaesthesia,  physical 
therapy 

d.  Complications  of  Fractures 

e.  Pathologic  Fractures 

f.  Open  Fractures  and  War  Wounds 

“KEY  AND  CONWELL’S  MANAGEMENT 
OF  FRACTURES,  DISLOCATIONS,  AND 
SPRAINS,”  written  by  H.  Earle  Conwell,  M.D., 
and  Fred  C.  Reynolds,  M.D.,  and  published  by 
The  C.  V.  Mosby  Company,  St.  Louis,  Mis- 
souri, on  3 February  1961.  1153  pages  with 
1227  illustrations.  $27.00. 


The  second  book  received  this  past  month  from 
The  C.  V.  Mosby  Company  of  St.  Louis  was  the  sec- 
ond edition  of  “A  Synopsis  of  Contemporary  Psy- 
ciatry”  by  George  A.  Ulett,  M.D.,  Professor  of  Psy- 
chiatry at  the  Washington  University  School  of 
Medicine,  St.  Louis,  Missouri,  and  Medical  Director 
of  the  Malcolm  Bliss  Mental  Health  Center  in  St. 
Louis,  and  D.  Wells  Goodrich,  M.D.,  Chief  of  the 
Biosocial  Growth  Center  of  the  National  Institute 
of  Mental  Health,  Bethesda,  Maryland. 

This  handbook  was  written  to  fill  the  need  for  a 
brief,  introductory  text  of  psychiatry  as  a quick 
reference  for  psychiatric  residents,  medical  and 
psychological  interns,  medical  students,  nurses,  and 
others  whose  wmrk  in  the  psychiatric  clinic  and  hos- 
pital may  be  for  a bi’ief  period  of  time.  The  psy- 
chiatric house  officer  who  will  spend  years  of  train- 
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ing  in  his  field  is  frequently  called  upon  during  the 
first  weeks  of  his  residency  to  diagnose  and  to 
treat.  This  handbook  is  designed  to  seiwe  as  a 
ready  reference  during  this  initial  period  of  specialty 
training  until  the  doctor  has  had  time  to  become 
acquainted  with  more  extensive  treatises.  With 
these  workers  in  mind,  the  book  has  been  made 
small  enough  to  fit  in  the  side  pocket  of  the  clinic 
coat.  It  has  been  written  also  for  the  general  prac- 
titioner who  is  having  his  attention  increasingly 
dii’ected  to  the  psychological  problems  of  his  pa- 
tients — the  physician  who  must  many  times  pro- 
vide early  care  for  those  of  his  patients  who  de- 
velop mental  illness. 

The  material  in  this  book  is  organized  into  three 
general  areas:  (a)  histoiy  taking  and  diagnostic 

procedures;  (b)  clinical  syndromes;  and  (c)  thera- 
peutic measures.  It  is  good  that  advances  in  psy- 
chiatric treatment  made  necessaiy  considerable  re- 
vision of  the  section  on  therapy.  The  recent  dis- 
coveries in  psychophaiTnacology  have  produced  new 
opportunities  and  new  therapeutic  problems,  which 
the  authors  have  attempted  to  clarify  by  the  tabular 
information  on  the  psychotropic  dnigs.  There  is  a 
short  but  infoiTiiative  chapter  on  the  inteiyretation 
of  the  electroencephalogram,  and  another  infoiTna- 
tive  chapter  on  the  various  tests  used  by  the  psy- 
chologist in  his  diagnostic  testing. 

“A  SYNOPSIS  OF  CONTEMPORARY  PSY- 
CHIATRY,” written  by  George  A.  Ulett,  M.D., 
and  D.  Wells  Goodrich,  M.D.,  and  published  10 
December  1960  by  The  C.  V.  Mosby  Company  of 
St.  Louis,  Missouri.  309  pages.  $6.50. 


Another  publication  in  Febmaiy,  1961  was  “Cur- 
rent Therapy — 1961.”  This  book,  edited  by  Howard 
F.  Conn,  M.D.,  has  been  rewritten  and  revised 
yearly.  It  is  the  work  of  313  individual  con- 
tributors, each  of  whom  is  not  only  actively  intei'- 
ested  in  the  specific  diseases  discussed,  but  also  a 
recognized  authority  in  the  area  discussed.  Ob- 
solete procedures  are  rarely  mentioned,  and  meth- 
ods or  agents  not  yet  fully  tested  are  so  desig- 
nated. 

The  therapeutic  scene  is  constantly  changing,  and 
in  recent  years  it  has  changed  more  rapidly  than 
ever  before.  Publications  relating  to  therapy  have 
increased  so  tremendously  in  number  that  no  one 
physician  can  possibly  review  them  in  the  time  he 
has  available  for  reading.  Only  through  an  au- 
thoritative and  timely  publication  diverse  in  scope 
but  specific  in  recommendations  can  the  physician 
hope  to  keep  abreast  of  the  many  changes  taking 
place.  For  the  past  12  years  “Cun-ent  Therapy” 
has  had  as  its  aim  bringing  this  kind  of  infonna- 
tion  to  the  busy  physician;  this,  the  thirteenth  an- 
nual edition,  continues  that  aim. 

Areas  covered  include  the  following: 

a.  The  Infectious  Diseases 

b.  Diseases  of  the  Respiratoiy  System,  the  Car- 
diovascular System,  and  the  Digestive  System 

c.  Diseases  of  the  Blood  and  Spleen 

d.  Metabolic  Disorders 

e.  Diseases  of  the  Endocrine  System 

f.  Diseases  of  the  Urogenital  Tract 

g.  The  Venereal  Diseases 

h.  The  Allergic  Diseases 


i.  Diseases  of  the  Skin 

j.  Diseases  of  the  Neiwous  System 

k.  Diseases  of  the  Locomotor  System 

l.  Problems  and  Diseases  in  the  Fields  of  Ob- 
stetrics and  Gynecology 

m.  Physical  and  Chemical  Injuries 

(NOTE:  VITAL  CORRECTIONS  should  be  made 
in  the  initial  printing  of  this  book.  Those  doctors 
who  already  own  this  volume  will  do  well  to  make 
sure  that  the  mistakes  in  dosages  found  on  pages 
193  (Dameshek’s  article  on  Hodgkin’s  Disease)  and 
198,  200,  201  (Doan’s  article  on  The  Chronic  Leu- 
kemias) are  corrected.  These  serious  dosage  errors 
have  occurred  after  a record  of  8 consecutive  years 
of  publication  without  significant  error). 

“CURRENT  THERAPY  — 1961,”  edited  by 

Howard  F.  Conn,  M.D.,  and  published  by  the 

W.  B.  Saunders  Company  of  Philadelphia  in 

Febniary,  1961.  806  pages.  $12.00. 

The  Ciba  Foundation  has  given  us  another  fine 
symposium  — this  one  entitled  “Haemopoiesis  — 
Cell  Production  and  Its  Regulation.”  I have  asked 
Jon  T.  Williams,  M.D.,  to  review  this  book  for  us, 
and  his  report  follows: 

“This  book  presents  the  results  of  numerous  re- 
searchers around  the  world  regaixling  the  produc- 
tion of  blood  cells  and  the  various  factors  regulating 
it.  There  are  twenty-seven  participants  in  this 
symposium,  and  a large  number  of  other  workers 
in  this  field  are  quoted.  A list  of  the  subject  mat- 
ter is  as  follows: 

a.  The  lymphomyeloid  complex 

b.  Radioisotopes  in  the  study  of  blood  cell  for- 
mation with  special  reference  to  lymphocy- 
topoiesis 

c.  'The  use  of  tritiated  thymidine  in  the  study 
of  haemopoietic  cell  proliferation 

d.  Differentiation,  proliferation  and  maturation 
of  haemopoietic  cells  studied  in  tissue  culture 

e.  Cell  transfusion  and  its  significance  in  rela- 
tion to  blood  cell  foimation 

f.  Models  for  lymphocjd;e  and  plasmocyte  foima- 
tion 

g.  Quantitative  investigations  on  the  lymphomy- 
eloid system  in  thymectomized  rats 

h.  On  the  destination  of  thymus  lymphocytes 

i.  Production  and  distribution  of  granulocytes 
and  the  control  of  granulocyte  release 

j.  Radiation  effects  on  neutrophil  balance 

k.  The  mobilization  of  vitamin  B>=  in  response 
to  acute  blood  loss 

l.  Studies  on  the  kinetics  of  erythropoiesis;  a 
model  of  the  eiythron 

m.  Humoral  influences  on  blood  cell  foimation 
and  release 

n.  Factors  in  the  control  of  haemopoiesis 

o.  Sources  and  properties  of  human  urinaiy  ery- 
thropoietin 

p.  Transfusion — induced  polycythaemia  as  a mod- 
el for  studying  factors  influencing  erythro- 
poiesis 

“The  individual  papers  presented  indicate  careful 
work,  and  the  group  discussions  following  each 
chapter  are  most  illuminating.  References  are  ex- 
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tensive.  This  book  is  recommended  for  research 
workers  in  cytological  hematology,  clinical  hema- 
tologists, and  internists.” 

“HAEMOPOIESIS  — CELL  PRODUCTION 
AND  ITS  REGULATION,”  a Ciba  Foundation 
Symposium,  edited  by  G.  E.  W.  Wolstenholme, 
-M.B.,  M.A  , O.B.E.,  B.Ch.,  and  Celia  M.  O’Con- 
nor, B.Sc.  Published  in  Januaiy  1961  by  Little, 
Brown  and  Company  of  Boston,  Massachusetts. 
Approx.  .$8.00. 

NEW  AND  NONOFFICIAL 
DRUGS,  1961 

A new  edition  is  on  the  market,  of  New  and  Non- 
official Drugs.  This  is  a book  containing  849  pages 
of  most  useful  information  for  the  practitioner  of 
medicine. 

New  and  Nonofficial  Drugs  for  1961  contains 
monographs  on  all  drugs  evaluated  and  accepted 
by  the  Council  on  Drugs  of  the  American  Medical 
Association.  The  diaigs  described  have  not  been 
included  in  the  Pharmacopeia  of  the  Ignited  States. 
The  National  Formulary,  or  in  New  and  Nonofficial 
Drugs  for  a prior  cumulative  period  of  20  years. 

Drags  ai-e  listed  under  nonproprietaiy  (generic) 
names,  but  trade  names  and  the  names  of  manufac- 
turers are  given  for  the  convenience  of  those  wish- 
ing to  specify  preparations  of  specific  manufac- 
turers. 

Fifty-four  monographs  have  been  added  in  1961. 
Six  have  been  omitted  because  the  drags  have  been 


included  in  N.N.D.,  U.S.P.,  or  N.F.  Six  have  been 
omitted  because  the  preparations  are  no  longer 
commercially  available. 

New  and  Nonofficial  Drugs  is  published  by 
J.  P.  Lippincott  Company,  Philadephia.  It  is 
priced  at  $4.00. 


NOTICE  TO  ALL  CONTRIBUTORS 


The  deadline  for  items  to  appear  in  the  fol- 
lowing issue  of  the  JOURNAL  is  the  10th  of  the 
month.  The  JOURNAL  goes  to  press  on  the  12th. 


ORGANIZATIONS.  NATIONAL 


American  Academy  of  General  Practice 
Mr.  Mac  F.  Cahal 
Volker  at  Brookside 
Kansas  City  12,  Missouri 

American  Academy  of  Pediatrics 
E.  H.  Christopherson,  Secy. 

1801  Hinman  Ave. 

Evanston,  Illinois 

American  College  of  Obstetricians  & Gynecologists 
Mr.  D.  F.  Richardson,  Secy. 

79  West  Monroe 
Chicago  3,  Illinois 

American  College  of  Physicians 
Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Secy. 
4200  Pine  St. 

Philadelphia  4,  Pennsylvania 

American  College  of  Radiology 
Mr.  W.  C.  Stronach 
20  North  Wacker  Drive 
Chicago  6,  Illinois 

American  College  of  Surgeons 
Michael  L.  Mason,  Secy. 

40  East  Erie  Street 
Chicago  11,  Illinois 

American  Diabetea  Association 
E.  Paul  Sheridan,  Secy. 

1 East  45th  Street 
New  York  17,  New  York 


American  Heart  Association 
Mr.  Rome  A.  Betts,  Secy. 

44  East  23rd  Street 
New  York  10,  New  York 

American  Hospital  Association 
Mr.  M.  J.  Norby,  Secy. 

840  Lake  Shore  Drive 
Chicago  11,  Illinois 

American  Society  of  Anesthesiology 
J.  E.  Remlinger,  Secy. 

802  Ashland  Ave. 

Wilmette,  Illinois 

American  Society  of  Internal  Medicine 
Mr.  R.  L.  Richards,  Secy. 

350  Post  Street 

San  Francisco,  California 

The  American  Society  of  Clinical  Pathologists 
Mr.  Claude  E.  Wells,  Executive  Secy. 

445  North  Lake  Shore  Drive 
Chicago  11,  Illinois 

American  Medical  Association 

F.  J.  L.  Blasingame,  Executive  Vice  Pres. 
535  Noiih  Dearborn  Street 
Chicago  10,  Illinois 

Arthritis  and  Rheumatism  Foundation 
Floyd  B.  Odium,  Chairman 
10  Columbus  Circle,  New  York  19,  N.Y. 
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ORGANIZATIONS,  STATE 


Alcoholics  Anonymous 
1345  N Street,  Lincoln 
American  Red  Cross 

W.  J.  Frenzel,  State  Representative 
2631  Garfield,  Lincoln 
Cerebral  Palsy  Association  of  Nebraska 
Mrs.  Ben  H.  Cosdery 
201  South  Elmwood  Road,  Omaha 
Creighton  University  School  of  Medicine 
Richard  Egan,  Dean 
302  North  14th 
Omaha,  Nebraska 
Multiple  Sclerosis  Society 
207  Midway  Building 
Lincoln,  Nebraska 
Muscular  Dystrophy  Society 

Mrs.  Maiwin  Traeger,  President 
Fairbury,  Nebraska 

National  Foundation,  Inc. 

Clinton  Belknap 
1044  Stuart  Building 
Lincoln,  Nebraska 

Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 
Lloyd  E.  Skinner,  President 
Box  2,  Elmwood  Station,  Omaha  6,  Nebraska 

Nebraska  Association  of  Pathologists 
Donald  Max  Fitch,  Secy.-Treas. 

University  of  Nebraska  Hospital 
Omaha,  Nebraska 

Nebraska  Blue  Cross-Blue  Shield 
Joseph  Burger,  Executive  Director 
518  Kilpatrick  Building 
Omaha,  Nebraska 

Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

402  Lincoln  Liberty  Life  Building 
Lincoln,  Nebraska 

Nebraska  Chapter 

American  College  of  Physicians 

E.  M.  Walsh,  M.D.,  Govenior  of  Nebr.  Chap. 
5002  Dodge 
Omaha,  Nebraska 

Nebraska  Chapter 
American  College  of  Surgeons 
Dwight  Cheri-y,  M.D.,  Secy. 

921  Stuart  Building 
Lincoln,  Nebraska 

Nebraska  Chapters 
National  Cystic  Fibrosis  Foundation 
Douglas  County  Chapter 
Miss  Marlene  Lorch,  Secretary 
University  of  Nebraska  Hospital 
Omaha,  Nebraska 
Lancaster  County  Chapter 
Mrs.  Alvin  Morris,  Secretary 
3400  North  69th  Street,  Lincoln 

.Nebraska  Division 
American  Cancer  Society 
Braxton  Tewart,  Executive  Director 
4201  Dodge 
Omaha,  Nebraska 

Nebraska  Eye,  Ear,  Nose  & Throat  Society 
G.  T.  Alliband,  M.D.,  Secy. 

1020  Medical  Arts  Building 
Omaha,  Nebraska 


Nebraska  Heart  Association 
Carl  Maiocer,  Executive  Director 
4202  Harney 
Omaha,  Nebraska 

Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
512  South  13th  Street 
Lincoln,  Nebraska 

Nebraska  Pharmaceutical  Association 
Miss  Cora  Mae  Briggs,  Executive  Secy. 

414  Federal  Seccrities  Iluilding 
Lincoln,  Nebraska 

Nebraska  Psychiatric  Institute 
602  South  44th  Avenue,  Omaha 
Nebraska  Public  Health  Association 

E.  A.  Rogers,  M.D.,  M.P.H.,  President 
State  Capitol  Building 

Lincoln  9,  Nebraska 

Nebraska  Radiological  Society 
Ronald  E.  Waggener,  M.D.,  Secy.-Treas. 
University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 

Nebraska  Society  for  Crippled  Children 
S.  Orson  Perkins,  Director 
402  South  17th 
Omaha,  Nebraska 

Nebraska  Society  of  Internal  Medicine 
Harold  N.  Neu,  M.D.,  President 
324  City  National  Bank  Building 
Omaha,  Nebraska 

Nebraska  State  Dental  Association 

F.  A.  Pierson,  D.D.S.,  Secy. 

1112  Federal  Securities  Building 
Lincoln,  Nebraska 

Nebraska  State  Department  of  Health 
E.  A.  Rogers,  M.D.,  Director 
State  Capitol  Building 
Lincoln,  Nebraska 

Nebraska  State  Medical  Association 
M.  C.  Smith,  Executive  Secy. 

1315  Sharp  Building 
Lincoln  8,  Nebraska 

Nebraska  State  Nurses  Association 
Mrs.  Zelda  Nelson,  Executive  Director 
510  Securities  Building 
Omaha,  Nebraska 

Nebraska  State  Obstetrics  & Gynecology  Society 
Morris  Grier,  M.D.,  Secy. 

828  Medical  Arts  Building 
Omaha,  Nebraska 

Nebraska  Tuberculosis  Association 
Delmer  Serafy,  Eexecutive  Secy. 

406  W.O.W.  Building,  Omaha,  Nebraska 
Omaha,  Nebraska 

Omaha  Mid-West  Clinical  Society 
1031  Medical  Arts  Building 
Omaha,  Nebraska 

POISON  CONTROL  CENTER 
Childrens  Memorial  Hospital 
502  South  44th  Street,  Omaha 

University  of  Nebraska  College  of  Medicine 
J.  P.  Tollman.  M.D.,  Dean 
42nd  and  Dewey 
Omaha,  Nebraska 
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EDITORIALS 


The  Nebraska  State 


Medical  Journal 

GOVERNMENT  BY  FIAT 

Government  by  command,  without  refer- 
ence to  our  constituted  lawmaking  body, 
crops  up  all  too  often.  Many  times  the  fiat 
gets  past  the  unsuspecting  citizen  without 
being  recognized  and  usually  never  reaches 
the  Supreme  Court  for  decision  as  to  its 
constitutionality.  Many  examples  of  vari- 
ous kinds  or  shades  could  be  listed.  Among 
these  are  the  “regulations”  set  up  under  so- 
called  permissive  legislation.  Such  regu- 
lations do  not  always  reflect  the  seeming 
intent  of  Congress  as  reflected  in  the  law 
itself. 

It  is  very  doubtful,  for  example,  whether 
the  great  mass  of  regulations  compiled  in 
the  Veterans  Bureau  regarding  veterans 
hospitals  could  be  justified  by  the  wording 
of  the  original  law.  Withholding,  in  rela- 
tion to  income  tax  and  Social  Security,  is  an- 
other example.  Here,  the  employer  is  com- 
manded to  accomplish  the  withholding  on  his 
own  time  and  at  his  own  expense,  and  di- 
rected to  pay  the  monies  to  the  Government 
at  specified  times.  This  makes  him  an  em- 
ployee of  the  Government  without  pay, 
which  is  said  to  be  unlawful.  Unsuccessful 
attempts  have  been  made  to  bring  this  is- 
sue before  the  Supreme  Court  of  the  United 
States. 

Not  many  years  ago,  a nationally  ac- 
claimed ceremony  was  set  up  to  be  held  at 
ten  o’clock  one  morning.  At  that  time  the 
U.S.  Public  Health  Service  proclaimed  the 
Salk  vaccine  to  be  safe  and  efficacious.  It 
was  to  be  assumed  from  that  moment  on, 
that  the  Service  had  checked  every  process 
used  by  each  and  every  licensed  manufactur- 
er, and  that  the  physician  could  proceed  to 
give  Salk  vaccine  without  hesitation.  With- 
in a few  weeks,  several  children  given  the 
vaccine  produced  by  the  Cutter  Laboratories 
immediately  came  down  with  paralytic 
polio.  So  far  as  the  writer  is  aware,  the 
Public  Health  Seiwice  never  repudiated  its 
fiat  nor  gave  adequate  excuses  for  its  fail- 
ure. Cutter  Laboratories  took  the  rap  and 
are  still  paying  for  it.  More  than  $1  million 
have  been  paid  by  them,  and  suits  filed  total 
more  than  $11.7  million,  according  to 
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A.M.A.  News.  The  damages  awarded  by 
the  courts  have  not  been  based  on  “negli- 
gence” but  on  “breach  of  implied  warran- 
ty.” Whose  warranty,  we  ask?  Cutter’s  or 
that  of  the  P.H.S.? 

As  nearly  as  one  can  detei-mine  by  rather 
extensive  research,  the  Public  Health  Seiw- 
ice  has  issued  a ‘fiat”  relating  to  fluorida- 
tion of  public  water  supplies.  The  figure  of 
“1  ppm”  seems  to  have  been  established, 
without  adequate  scientific  background,  as 
safe  and  effective  for  drinkers  of  fluoridat- 
ed water,  young  or  old,  sick  or  healthy. 
There  is  certainly  a question  of  its  safety  as 
well  as  of  its  effectiveness,  but  the  answer 
to  any  objection  is  that  the  P.H.S.  says  it 
is  so. 

President  Kennedy’s  “Peace  Corps”  may 
be  another  example.  Congress  has  had  no 
hand  in  creating  such  a corps ; it  is  an  action 
by  the  President’s  command.  Who  will  have 
complete  control  of  this  Corps?  Whoever 
is  in  the  White  House.  It  could  become  a 
two-edged  sword,  although  it  seems,  at  the 
moment,  to  be  all  for  the  good. 

It  might  be  well,  indeed,  for  the  future 
of  America  if  government  by  fiat  or  com- 
mand could  be  sharply  limited  and  the 
making  of  law  be  returned  to  its  rightful 
place,  the  Congress. 

M.D.  - D.O.  COALITION 

The  California  Medical  Association  has 
been  exchanging  views  with  the  California 
Osteopathic  Association  with  the  objective 
of  joint  approval  of  a contract  that  would, 
in  effect,  abolish  osteopathy  in  that  state. 
The  proposed  agreement  calls  for  osteopaths 
to  give  up  their  name,  their  traditions,  and 
their  school  in  return  for  a means  of  join- 
ing organized  medicine.  The  prospects  of 
effecting  this  proposal  seem  good,  at  pres- 
ent. 

On  the  national  level,  however,  the  waters 
are  more  troubled.  The  A.O.A.  has  bitter- 
ly opposed  the  projected  merger  in  Cali- 
fornia. Last  fall  the  A.O.A.  is  said  to  have 
cancelled  the  charter  of  the  California  Osteo- 
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pathic  Association  and  to  have  given  it,  in- 
stead, to  another  group  of  osteopaths,  the 
Osteopathic  Physicians  and  Surgeons  of 
California.  Talks  between  the  A.M.A.  and 
the  A.O.A.  at  the  top  level  have  been  “fruit- 
ful” but,  to  date,  no  great  progress  has  been 
announced  toward  fusion  of  the  two  groups 
of  practitioners. 

It  is  impossible  to  change  the  present 
levels  of  different  groups  of  medical  practi- 
tioners by  law  or  by  contract.  The  future 
of  medical  practice,  however,  can  be  altered 
by  present  contracts.  Assuming  that  the 
educational  backgi’ound  and  practical  appli- 
cation of  medical  education  differs  in  the 
two  gi-oups,  osteopaths  and  doctors  of  medi- 
cine, it  might  augur  well  for  the  future  if, 
by  contract  or  mutual  consent,  they  can  be 
so  joined  that  a leveling  process  takes  place. 
To  be  successful  the  leveling  process  must 
be  in  an  upward  direction.  The  low  spots  in 
either  gi’oup  must  be  brought  up  to  a com- 
mon standard  of  perfection.  It  seems  cer- 
tain that  such  a process  will  take  place.  It 
is  the  “how”  and  “when”  that  remain  un- 
certain. 


LINCOLN  AIR  BASE  HOSPITAL 

We  see  by  the  newspaper  that  $838,000 
has  been  approved  by  the  House  of  Repre- 
sentatives for  a 15-bed  dispensary  at  the 
Lincoln  Air  Force  Base. 

On  several  previous  occasions  editorials 
have  appeared  in  these  pages  opposing  build- 
ing a hospital  at  the  L.A.F.B.,  the  cost  of 
which  was  estimated  to  be  somewhere  be- 
tween $3  and  $5  million.  These  were  proj- 
ects which  appeared  to  be  beyond  the  needs 
of  the  Base  and  much  more  elaborate  than 
required,  in  our  opinion. 

The  present  plan  is  an  entirely  different 
matter.  The  building  now  being  used  as  a 
hospital  or  dispensary  is  old.  It  is  essen- 
tially falling  apai't.  It  is  inadequate  in  ar- 
rangement and  in  amount  of  space;  it  is  a 
makeshift.  The  medical  staff  is  definitely 
working  under  a handicap. 

It  appears  that  a new  and  adequate  build- 
ing for  the  medical  work  of  the  Base  is  ab- 
solutely essential,  and  that  the  appropria- 
tion mentioned  in  the  newspaper  is  a rea- 
sonable expenditure  for  this  pui*pose.  We 
hope  this  plan  materializes  with  minimum 
delay. 


MORE  GOVERNMENT  IN  MEDICAL 
RESEARCH 

In  the  February  issue  of  the  Journal 
(Too  Much  Slag;  Too  Little  Gold)  atten- 
tion was  directed  to  S3570,  a bill  introduced 
in  the  Senate,  devised  to  control  medical  and 
biological  research  by  regulating  the  use  of 
experimental  animals.  Proposed  legislation 
such  as  this  has  aroused  the  Association  of 
American  Medical  Colleges  to  activity  to 
neutralize  such  unwarranted  governmental 
intrusion.  In  News  Letter  from  A.A.M.C. 
for  April,  1961,  occurs  a “resume  of  activ- 
ities representing  a positive  and  constnic- 
tive  approach”  to  the  problem. 

A committee  on  laboratory  animal  care 
was  set  up  by  the  Executive  Council  of  the 
A.A.M.C.  in  March,  1960.  The  chairman  is 
Thomas  B.  Clarkson,  D.V.M..  Director  of  the 
Vivarium,  Bowman  Gray  School  of  Medi- 
cine. The  two  other  members  are  Bennett 
J.  Cohen,  D.V.M.,  Ph.D..  Director  of  the 
Vivarium,  University  of  California  Medical 
Center,  Los  Angeles,  and  William  A.  Dolo- 
way,  D.V.M.,  Administrator,  Medical  Re- 
search Laboratory,  University  of  Illinois. 

This  committee,  working  closely  with  re- 
lated organizations  ^v’^ll  sponsor  symposia  on 
the  organization  and  operation  of  facilities 
for  laboratoiy  animal  care,  at  future  meet- 
ings of  the  A.A.M.C.,  and  is  preparing  a 
syllabus  to  be  used  as  a guide  in  establish- 
ing units  for  animal  care. 

An  animal  care  panel  has  been  working 
along  these  lines  and  is  developing  a “fa- 
cilities certification  progi'am,”  which  has 
been  promoting  development  and  improve- 
ment of  facilities  for  animal  care.  Two 
training  programs  now  exist  for  postdoc- 
toral training  of  veterinarians  in  laboratory 
animal  medicine.  These  are  two-year  post- 
graduate courses.  One  is  at  Bowman  Gray 
School  of  Medicine  and  the  other  at  the  Uni- 
versity of  California  at  Los  Angeles. 

It  appears  that  unregimented  private 
enterprise  has  moved  steadily  toward  proper 
policing  of  its  owm  premises  so  far  as  the 
use  of  animals  in  experimental  medicine  is 
concerned.  Can  any  one  discern  a need  for 
intrusion  of  federal  government  into  the  pic- 
ture? Only  one  reason  seems  obvious  — an- 
other hoped-for  control  by  govemment  over 
doctors  and  the  profession  of  medicine. 
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“THEY  FOUND  IT  HARD  BUT 
LOTS  OF  FUN” 

An  editorial  in  the  West  Virginia  M.  J., 
April  1960,  entitled  “Gerontology"  in 
Rhyme,”  states  “For  the  past  two  decades 
the  increase  in  the  segment  of  our  popula- 
tion beyond  the  so-called  retirement  age  of 
sixty-five  has  stimulated  gerontological  re- 
search . . . and  now  the  rhymester  has  invad- 
ed the  geriatric  field.  . Following  this, 
the  editor  quotes  “a  ^riatric  jingle”  from 
the  New  England  Medical  Journal,  and  adds 
a stanza  of  his  own  as  “Note.” 

We  think  neither  of  the  jingle- writers  ex- 
tended their  research  far  enough  into  an- 
cient history  and  take  the  liberty  of  adding 
our  own  “Note  Number  2”  (with  apologies 
for  the  meter). 

DE  SENECTUTE  — A GERIATRIC 
JINGLE 

William  Roger  Greeley 
Boston 

Deft  of  finger,  full  of  fire, 

Old  Socrates  at  seventy-one 

Set  out  to  leam  the  Lute  and  Lyre 

And  found  it  hard  but  lots  of  fun. 

Armed  with  pep  and  self-reliance 
Tom  Edison  at  seventy-six 
Began  to  build  a weird  appliance 
To  telegraph  across  the  Styx. 

Great  Grandma  Moses,  young  at  heart. 

Got  tired  of  chores  at  seventy-eight. 

She  found  some  paint  and  tumed  to  art. 

And  now  her  pictures  hang  in  state. 

Round  of  paunch  and  keen  of  wit 
At  eighty  Franklin  chaffed  the  boys 
And  guided  them  (and  William  Pitt) 

With  perspicacity  and  poise. 

Spry  of  foot,  of  eye  tenacious. 

King  Gustaf  played  a game  so  mighty 
He  snatched  top  laurels  from  teen-agers 
Nor  layed  his  racket  down  till  ninety. 

Fresh,  untiring,  clear  of  mind. 

Did  Theophrastus,  ninety  young. 

Begin  his  great  book  on  mankind. 

For  which  his  praises  still  are  sung. 

Feeble  in  frame  and  frail  of  leg 
Old  Titian  painted  all  the  harder. 

It  took  the  Asiatic  plague 
At  ninety-nine  to  quench  his  ardor. 

Putting  younger  men  to  shame 
Old  Monaldeso  took  his  pen 
At  one  fifteen  and  rode  to  fame 
By  writing  memoirs  there  and  then. 

You  are  old  and  I am  old: 

These  older  men  were  younger. 

A hunger  made  them  young  and  bold: 

Let’s  cultivate  a hunger. 


For  the  fault,  dear  Brutus,  lies 
Not  in  weight  of  years,  NO  Brutus! 

But  in  our  subtle  alibis 
Because  our  stars  don’t  suit  us. 

Find  a pot  of  paint,  dear  boy, 

A racket  or  a chisel: 

Your  dotage,  seasoned  then  with  joy. 

Can  scarce  be  termed  a fizzle. 

Note: 

And  don’t  forget  revengeful  Cato, 

Whom  Carthage  wished  beneath  the  sod; 

He  was  another  late  tomato 

Who  mastered  Greek  at  eighty  odd.  — Ed. 

Note  No.  2: 

Speaking  of  “deft  of  finger 
And  full  of  fire,’’ 

Here  are  some  more  that  found  it 
“Hard  but  full  of  fun.” 

The  list  is  long,  but  few  I need 

To  make  my  point  and  then  recede. 

No  offense  to  i-unners-up  intended, 

Though  “honorable  mention”  might 
be  appended. 

Adam  lived  130  years 
And  then  “begat.” 

Jared  lived  162  years 
And  then  “begat.” 

Methuseleh  lived  187  years 
And  then  “begat.” 

Noah  lived  500  years 

And  then  “begat.”  — (Ed.) 


PROGRESS  OF  INFECTIOUS 
HEPATITIS 

We  have  called  attention  a number  of 
times,  during  1960,  to  the  steady  increase  in 
the  number  of  reported  cases  of  infectious 
hepatitis  in  Nebraska.  Most  of  the  earlier 
reports  came  from  the  Omaha  - Douglas 
County  area.  Later,  the  distribution  extend- 
ed into  the  area  north  of  the  Platte  River 
and,  more  recently,  south  of  the  Platte.  Our 
State  Department  of  Health  has  declared 
that,  up  to  a recent  date,  we  cannot  consider 
this  as  an  “epidemic.” 

Throughout  the  whole  nation,  with  but 
few  exceptions,  the  rate  of  increase  in  num- 
ber of  repoi"ted  cases  of  infectious  hepatitis 
is  soaring.  It  is  predicted  for  1962,  at  best, 
a leveling-off,  but  some  authorities  believe 
it  will  continue  to  rise.  Predictions  for  1961 
indicate  we  will  have  60,000  or  more  cases, 
while  the  highest  previous  peak  was  50,000 
cases  in  1954. 

The  State  hardest  hit  to  date,  percentage- 
wise, is  Vermont  with  1480  per  cent  rise  in 
(Continued  on  page  260) 
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Comments  From 
Y our  President 


Current  deficit  spending  by  the  Federal 
Government  may  be  a boon  to  the  states  so 
far  as  legislation  to  implement  the  Kerr- 
Mills  Bill  is  concerned.  It  becomes  more 
evident  that  our  best  defense  against  the 
King  Bill  is  the  rapidity  with  which  states 
develop  their  own  programs  foi'  the  needy 
aged.  If  Congress  postpones  action  on  the 
King  proposal  under  Social  Security  until 
1962,  many  states  may  have  effectively  in- 
stituted their  own  plan  under  the  Kerr-Mills 
authority. 

In  Nebraska,  the  Legislative  Committee 
on  Labor  & Welfare  will  conduct  its  first 
hearing  on  LB-642  on  April  12,  1961.  Part 
of  our  job  must  be  to  speak  for  this  Bill  and 
to  convince  members  of  the  I.,egislature  that 
LB-642  is  right  for  Nebraska.  The  N.S.M.A. 
Committee  on  Ageing  is  taking  the  brunt  of 
work  and  will  be  represented  at  the  hearing. 
This  alone  is  important  but  not  enough. 
Each  member  of  the  N.S.M.A.  is  urged  to 
contact  their  Senator  and  get  his  approval 
of  this  important  legislation.  In  addition, 
if  you  have  an  acquaintance  with  any  mem- 
bers of  the  Legislative  Committee  you  are 
earnestly  requested  to  contact  them.  The 
Committee  on  Labor  and  Welfare  is  com- 
posed of  the  following  members: 

Jack  Romans,  Chm. 

Kenneth  L.  Bowen 


H.  L.  Gerhart 
Wm.  H.  Hasebroock 
George  A.  Knight 
John  P.  Munnely 
Arnold  Ruhnke 
Wm.  Skarda,  Jr. 

Ernest  H.  Staubitz 

Address:  Capitol  Building,  c/o  Senate, 

Lincoln,  Nebraska. 

In  addition,  make  some  attempt  to  talk  to 
lay  groups,  such  as  Rotary,  Lions  Club, 
American  Legions,  P.T.A.,  and  especially 
church  groups.  The  Committees  on  Age- 
ing and  on  Public  Relations  are  doing  a fine 
job,  but  they  need  all  the  help  they  can  get. 

If  enough  states  have  programs  providing 
medical  care  to  the  aged  in  operation  before 
the  U.S.  Congress  brings  the  King  Bill  on 
to  the  floor  of  the  Senate  or  House  of  Rep- 
resentatives, the  King  Bill  may  even  be 
killed  in  committee. 

Please  do  all  you  can  to  help  with  this 
important  legislation,  LB-642. 

Respectfully, 

FRITZ  TEAL,  M.D., 
President. 
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ARTICLES 


PSYCHOLOGICAL 

Reactions  to  Head  Injuries 


Inasmuch  as  trauma  due  to  automobile  acci- 
dents has  grown  alarmingly  until  it  equals  that 
of  industrial  accidents,  the  physician  needs  to 
learn  more  and  more  about  this  field.  Trauma  to 
the  head  is  of  major  importance  because  of  two 
categories  of  results,  namely,  (1)  reactions  result- 
ing from  actual  damage  to  the  brain,  and  (2)  psy- 
chological reactions  not  demonstrably  associated 
with  actual  damage  to  the  brain.  It  is  important 
to  recognize  these  two  categories  because  reha- 
bilitation may  be  complete  if  the  reaction  lies  in 
the  psychological  field  alone,  while  the  reverse 
may  be  true  if  organic  damage  has  taken  place. 
Doctor  Modlin  discusses  this  problem  from  all 
important  aspects,  in  a clear  and  concise  manner 
that  leaves  the  reader  with  much  practical  infor- 
mation. 

—EDITOR 

TO  increase  our  understanding  of 
psychological  reactions  to  head 
injury,  we  may  consider  a sim- 
ple practical  classification  including  (1) 
those  reactions  which  are  a consequence  of 
damage  to  brain  tissue,  and  (2)  those  psy- 
chological reactions  not  demonstrably  asso- 
ciated with  any  significant  or  permanent 
brain  damage.  Combinations  of  (1)  and 
(2)  are  possible;  brain  damage  with  neuro- 
sis or  psychosis. 

At  present,  it  seems  clinically  expedient 
to  differentiate  intellectual,  emotional,  and 
behavioral  alterations  resulting  from  or- 
ganic impairment  of  brain  anatomy  and 
physiology  on  the  one  hand,  from  purely 
psychological  phenomena  such  as  the  func- 
tional neuroses  and  psychoses  on  the  other. 
A specific  phrase,  brain  syndrome,  acute  or 
chronic,  refers  to  the  former.  The  brain 
syndrome  is  comprised  of  symptoms  indicat- 
ing altered  functioning  of  the  frontal  lobes 
particularly,  with  perhaps  in\olvement  of 
temporal  lobes  and  subcortical  structures  as 
well.  Depending  primarily  upon  whether  or 
not  the  patient  recovers  from  the  syndrome, 
it  is  acute  or  chronic. 

Differential  diagnosis  of  the  brain  syn- 
drome poses  problems  in  defining  etiology 
agents.  It  is  a nonspecific  syndrome  which 
can  be  precipitated  by  a variety  of  stresses : 
head  injury,  bromide  intoxication,  lead  pois- 
oning, chronic  alcoholism,  infections,  brain 
tumor,  arteriosclerosis.  In  the  case  of  a 
head  injury  suffered  in  an  accident,  these 
other  possible  contributing  factors  must  be 
ruled  out  since  not  infrequently  a minor 
blow  on  the  head  may  call  medical  and  legal 


HERBERT  C.  MODLIN,  M.D. 

Senior  Psychiatrist,  Menninger  Foundation 
Topeka,  Kansas 

attention  to  hitherto  ignored  or  unrecognized 
but  pre-existing  processes.  The  commonest 
symptoms  of  the  brain  syndrome  are  the  fol- 
lowing : 

1.  Intellectual  Impairment 

a.  Memory.  Usually  a specific  type  of 
memory  defect  is  a consequence  of 
brain  damage  — loss  of  capacity  to 
recall  recent  events.  The  patient 
may  be  able  to  relate  accurately  in 
great  detail  many  events  from  his 
previous  life  but  not  be  able  to  recall 
what  he  had  for  breakfast  this  morn- 
ing or  who  visited  him  yesterday. 

b.  Orientation.  The  classical  triad  — 
time,  place,  and  person  — are  still 
valuable  clinical  measuring  criteria. 
The  person  with  a well-functioning 
brain  should  ordinarily  be  able  to 
approximate  the  time  in  terms  of  the 
calendar  and  the  clock;  where  he 
now  is;  and  who  the  people  in  this 
place  are.  A person  suffering  con- 
siderable brain  damage  will  be  im- 
paired in  one,  two,  but  not  necessar- 
ily all  three  of  these  spheres  of  ori- 
entation. He  will  be  uncertain  of 
the  day  of  the  week  or  even  the 
month  or  the  year,  and  may  mistake 
the  hospital  for  a hotel.  He  is  usual- 
ly inept  in  remembering  names  or 
even  faces,  often  not  recognizing 
that  the  nurse  today  is  the  same  who 
took  care  of  him  yesterday. 

c.  Concentration.  There  is  usually  a 
considerable  impaiiTnent  of  capacity 
to  concentrate,  most  clearly  evident 
through  testing  the  patient’s  ability 
to  learn  new  knowledge  or  new  tasks. 
Usually  he  can  cling  to  previously 
learned  patterns  and  reactions,  but 
his  capacity  to  progress  in  this 
area  declines  sharply. 

♦Read  before  Omaha  Mid-West  Clinical  Society,  October 
31,  1960. 
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d.  Thinking  capacity.  A specific 
thought  disorder  resulting  from 
brain  damage  is  loss  of  capacity  for 
abstract  thinking  with  a relative  as- 
cendency of  detailed  literal  or  con- 
crete thinking. 

The  state  of  intellectual  impairment  of 
brain-damaged  persons  is  best  documented 
by  a battery  of  psychological  tests.  The 
standard  battery  consists  of  an  intelligence 
quotient  test  such  as  the  Wechsler-Bellevue, 
projective  tests  such  as  the  Rorschach  and 
the  Thematic  Apperception,  and  such  spe- 
cific tests  for  impainnent  of  abstract  think- 
ing as  the  BRL  Sorting  and  the  Bender- 
Gestalt  Tests.  In  assessing  mild  degrees  of 
brain  damage,  psychological  testing  is  a 
more  sensitive  instrument  than  the  electro- 
encephalogram or  the  routine  physical  neu- 
rological examination. 

2.  Emotional  Changes 

a.  Lability.  The  affective  disturbance 
that  commonly  characterizes  brain 
damage  is  loss  of  emotional  control. 
The  patient  will  seem  to  be  main- 
taining “normal”  emotional  respons- 
es to  his  environment,  then  will  un- 
expectedly display  eruptions  of  ir- 
ritability or  even  rage  and  as  sud- 
denly shift  to  states  of  euphoria. 
Such  inability  to  maintain  a normal, 
emotional  balance  is  definitive  of 
this  syndrome. 

b.  Depression.  A minor  but  signifi- 
cant percentage  of  brain-injured  pa- 
tients vdll  become  mildly  depressed 
and  apathetic.  The  differential  di- 
agnosis between  apathy  and  depres- 
sion is  complicated  since  frequently 
they  coincide.  Superficially  the  pa- 
tient may  appear  simply  uninterest- 
ed, mentally  dull,  or  lazy.  Closer 
scrutiny,  however,  will  usually  re- 
veal that  a mildly  pessimistic,  hope- 
less, depressive  undertone  colors 
most  of  his  attitudes  and  feelings. 

3.  Behavioral  Changes 

Alterations  in  overt  behavior  are  fre- 
quently the  first  signs  of  the  brain  syn- 
drome to  be  observed  by  the  patient’s 
intimates  and  associates.  Bluntly 
speaking,  the  brain-damaged  person 
may  be  said  to  lose  those  attributes 
which  most  obviously  differentiate  the 
civilized  man  from  the  savage.  The 


patient  may  first  become  careless  in 
his  table  manners,  spill  and  drop  food 
untidily,  pei’haps  eat  with  his  fingers, 
and  eat  gi-eedily  and  over-much. 

Also  he  may  demonstrate  a lack  of 
common  courtesy  and  tact  toward  oth- 
ers. His  dress  becomes  slovenly;  his 
general  social  deportment  deteriorates. 
He  may  become  loud  and  boisterous 
and  readily  offensive;  his  language 
may  become  crude  and  coarsened  by 
frequently  interpolated  four-  letter 
words.  Not  uncommonly  to  the  dis- 
may of  his  spouse,  he  is  prone  to  ex- 
cessiveness in  sexual  demands  and 
new  interest  in  aberrant  sexual  prac- 
tices. Promiscuity  is  not  rare;  exhi- 
bitionism also  may  be  a sequel.  He 
may  start  to  drink  immoderately;  and 
often  under  the  influence  of  alcohol, 
manifestations  of  the  brain  syndrome 
become  florid  indeed. 

The  brain  syndrome  results  from 
fairly  extensive  damage,  particularlj’-  to 
the  frontal  lobes.  Small  focal  lesions 
in  motor  areas  may  produce  disabling 
consequences,  but  not  in  the  anterior 
frontal  lobes.  At  the  same  time,  the 
extensive  lesion  need  not  be  life-threat- 
ening and  frequently  does  not  precipi- 
tate physical  neurological  signs  or 
sjTnptoms. 

The  course  and  prognosis  of  the 
brain  syndrome  is  variable.  Since  man 
is  not  a machine,  there  is  not  a one- 
to-one  relationship  between  anatomical 
damage  to  the  brain  and  damage  to  the 
personality.  IMild  damage  may  produce 
a severe  disorder;  severe  damage  may 
produce  a mild  disorder.  The  prog- 
nosis depends  foremost  upon  the  sta- 
bility and  maturity  of  the  patient’s 
personality  prior  to  head  injury.  It 
depends  as  well  upon  the  degree  and  ex- 
tent of  brain  damage,  and  upon  proper 
rehabilitative  handling.  It  depends  ap- 
preciably upon  supportive  or  adverse 
factors  in  the  patient’s  environment 
(attitudes,  insight  and  behavior  of  key 
figures  in  his  family  and  at  his  job). 

Regarding  therapy,  immediate  insti- 
tution of  psychologically-sound  rehabil- 
itative measures  is  exceedingly  impor- 
tant. When  these  patients  become  in- 
volved in  litigation  and  maximal  thera- 
py is  postponed  until  18  months  to  two 
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years  after  the  accident,  such  delay  is 
nearly  certain  defeat  to  chances  for 
their  recovery  of  health.  Although 
there  may  be  some  degree  of  irreversi- 
ble brain  damage,  prompt  rehabilita- 
tion and  retraining  offer  substantial 
hope  for  clinical  improvement. 

Psychic  reactions  to  head  injury  are 
those  in  which  no  extensive  or  perma- 
nent brain  damage  complicates  the  pic- 
ture. Among  these  are  reactions  not 
peculiar  to  head  injury,  those  we  recog- 
nize as  consequent  to  any  physical  in- 
jury; for  example,  the  so-called  trau- 
matic neurosis,  resulting  not  from  bod- 
ily injury  but  from  the  psychic  effects 
activated  through  the  circumstances  of 
an  accident.  Physical  injury  does  not 
produce  neurosis,  but  both  physical  and 
psychic  trauma  can  result  from  the 
same  accident.  The  precipitating  fac- 
tor of  the  adverse  psychological  conse- 
quences seems  to  be  surprise;  that  is, 
the  unexpectedness  of  an  accident  pre- 
vents the  victim’s  preparing  psycholog- 
ically to  meet  it  or  to  take  action 
against  it.  Thus,  in  a manner  which 
can  be  psychologically  shattering,  he 
becomes  temporarily  overwhelmed  with 
fear. 

Consider  further  the  special  psycho- 
logical implications  of  head  injury. 
This  is  significance  incomparably 
greater  than  applies  to  injury,  mild  or 
severe,  to  other  body  areas.  In  the 
first  place,  the  head  contains  the  brain, 
the  seat  of  consciousness.  We  instinc- 
tively fear  loss  of  consciousness;  loss 
of  contact  with  and  knowledge  of  our 
surroundings. 

Secondly,  we  have  a vague  and  most- 
ly unreasoning  fear  of  madness  or  in- 
sanity; and  it  is  generally  believed 
that  the  mind  is  situated  in  the  head; 
ergo  violence  to  the  head  endangers 
sanity.  The  half-truth  fallacy  of  this 
is  not  popularly  understood.  To  con- 
ceptualize the  mind  as  a matter  of  to- 
tal personality  functioning  inextricable 
from  total  organism! c functioning  re- 
quires a certain  psychological  sophisti- 
cation. 

Thirdly,  the  head  contains  our  vital 
sense  organs  for  seeing  and  hearing, 
our  primary  avenues  of  contact  with 
the  world  around  us.  Our  eyes,  par- 


ticularly, are  invested  with  gi'eat  psy- 
chological significance,  and  for  many 
people  a threat  to  the  eyes  is  second  in 
magnitude  only  to  a threat  to  life  it- 
self. 

We  see  patients  suffering  organic 
and  psychic  damage  concurrently : 
brain  syndrome  with  neurosis  or  psy- 
chosis or  personality  disorder.  These 
two  orders  of  symptoms,  different  in 
nature  and  degree,  are  complexly  in- 
terknit and  sometimes  not  easily  un- 
ravelled; but  when  we  can,  it  is  im- 
portant that  we  separate  them  for  the 
sake  of  treatment.  It  is  not  in  a rare 
instance,  therefore,  that  our  diagnostic 
label  reads,  “chronic  brain  syndrome 
with  depression  (or  with  paranoid  psy- 
chosis or  with  anxiety  neurosis) 

The  consequences  of  head  injury  ex- 
tend beyond  the  actual  injury  of  tis- 
sues caused  by  the  hurtful  impact  to 
the  head  itself ; that  is,  certain  symp- 
toms resulting  from  brain  damage  may 
secondarily  produce  explicable  psychic 
or  psychological  reactions  in  addition 
to  the  organic  reaction.  One  of  these 
which  I have  already  mentioned  is  loss 
of  consciousness.  Loss  of  conscious- 
ness is  experienced  in  the  dynamic 
realm  of  the  psyche  as  an  assault  on  or 
insult  to  the  ego.  Most  of  us  cherish  a 
naive  belief  or  optimistic  conviction 
that  “It  won’t  happen  to  me.’’  We  are 
constantly  and  graphically  reminded  of 
the  mounting  automobile  accident  rate, 
but  we  continue  driving.  W'e  may  make 
a mental  note  to  be  alert  and  cautious ; 
but  we  seem  also  to  hold  a private,  al- 
beit magical,  thought  that  we  personal- 
ly are  immune.  Then  when  a fortui- 
tous collision  belies  our  immunity,  we 
are  painfully  taken  aback,  especially  if 
the  event  hurts  the  head;  and  for  ex- 
ample, a mild  concussion  produces  tem- 
porary unconsciousness.  Upon  regain- 
ing consciousness,  one  may  well  be 
shaken  and  apprehensive  and  become 
subject  to  anxiety  and  worry  over  his 
post-traumatic  condition  and  its  pos- 
sible future  consequences ; upon  his  be- 
ing equipped  with  the  tools  and  tech- 
niques for  assessing,  coping  with,  and 
adapting  to  the  environment;  in  short, 
on  his  being  safe,  secure,  and  in  con- 
trol. 

Dizziness,  d e f e c t s of  memory, 
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headache,  poor  concentration,  mild  im- 
pairment of  thinking  and  judging  are 
less  dramatic  alterations  of  conscious- 
ness but  are  possibly  even  more  condu- 
cive to  anxiety  and  other  neurotic  re- 
actions by  the  afflicted  patient  in  that 
these  symptoms  are  more  chronic  than 
loss  of  consciousness,  and  thus  are  re- 
currently experienced.  Repetition  of 
such  unfamiliar,  disturbing  experiences 
gives  the  patient  a disconcerting  sense 
of  weakness  and  an  awareness  that  he 
is  not  so  competent  or  self-sufficient 
as  he  once  was.  It  goes  without  saying 
that  patients  subject  to  post- traumatic 
epileptic  seizures  might  react  similarly. 

The  management  of  most  of  these  pa- 
tients, whether  organically  damaged, 
psychically  damaged,  or  both,  falls  to 
the  family  doctor.  If  present  trends 
continue,  we  may  expect  increasing 
numbers  of  such  patients  in  our  prac- 
tice. Statistics  compiled  by  the  Trav- 
elers Insurance  Company  for  1959,  re- 
veal that  2,800,000  automobile  accident 
victims  were  treated  by  physicians. 
Those  injured  in  industrial  accidents 
probably  equals  this  figure. 

Two  simple  principles  of  manage- 
ment are  applicable  to  a majority  of 
these  psychologically  disabled  persons. 
The  first  is  reassurance  and  support. 
If  inner  controls  and  capacities  are 
temporarily  weakened,  they  should  be 
replaced  with  outer  supports;  and  the 
family  doctor  can  be  an  important  fig- 
ure in  a supportive  environment. 
Through  attention  to  physical  needs, 
explanation  of  psychiatric  symptoms, 
reassurance  about  prognosis,  and 
listening  to  the  patient’s  problems  and 
miseries,  much  can  be  accomplished. 
This  prescription,  support  and  reassur- 
ance must  be  repeated  at  frequent  in- 
ten  als.  One  “dose”  lasts  only  a few 
days  or  a week.  Such  patients  should 
be  seen  weekly  for  half  an  hour.  The 
value  of  this  therapy  is  usually  proved 
by  the  patient’s  eagerness  to  keep  com- 
ing and  his  report  that  he  feels  better 
after  each  visit. 

The  second  procedure  is  aid  to  those 


in  close  contact  with  the  patient  — his 
spouse,  parents,  children,  and  even  em- 
ployer if  indicated.  These  people  bear 
the  brunt  of  the  patient’s  irritability, 
lassitude,  forgetfulness,  insomnia,  and 
demandingness.  If  they  can  be  brought 
to  see  that  the  patient  is  sick,  that  his 
personality  change  is  not  just  perverse- 
ness or  meanness  or  indifference,  then 
they  may  be  able  to  tolerate  the  change 
and  even  supplement  your  supportive 
efforts. 

Since  many  patients  with  head  injuries 
become  involved  in  litigation,  usually 
personal  injury  suits,  and  since  verdicts 
in  such  civil  suits  are  largely  deter- 
mined by  medical  testimony,  the  physi- 
cian becomes  secondarily  involved  on 
the  side  of  both  the  plaintiff  and  the 
defendant.  The  differentiation  of  or- 
ganic and  psychic  sj-mptoms,  although 
somewhat  artificial,  may  be  helpful  to 
both  lawyers  and  doctors  in  consider- 
ing disability,  prognosis,  and  rehabili- 
tation. The  plaintiff’s  attorney  may 
find  relevance  in  the  fact  of  two  diag- 
noses, two  types  of  disability.  It  may 
be  of  interest  to  the  defendant’s  attor- 
ney that  not  all  symptoms  following 
head  injury  are  necessarily  organic  and 
permanently  disabling,  but  that  some 
are  functional  and  reversible.  Assur- 
edly, the  patient,  the  patient’s  family, 
and  the  doctor  should  be  deeply  inter- 
ested in  learning  which  s^Tnptoms  are 
amenable  to  sound  psychological  han- 
dling and  rehabilitation,  and  which  may 
be  irreversible. 

It  should  be  emphasized  again  that 
each  of  us  has  the  normal  need  to  be  a 
well-functioning  organism  in  good  con- 
tact with  reality  around  us,  able  to  per- 
ceive, think,  judge,  and  act  selectively; 
to  feel  capable  of  protecting  ourselves 
from  the  threatening  elements  in  the 
environment,  to  manipulate  it  to  satisfy 
our  needs,  and  thus  to  feel  secure  with- 
in our  environment.  One’s  awareness 
that  he  has  been  partially  crippled  in 
these  capacities  can  be  sufficiently  dis- 
turbing to  promote  a variety  of  psy- 
chiatric disabilities. 


The  number  of  full  orphans  (both  parents  deceased)  in  this 
countiy  decreased  by  93  per  cent  from  1920  to  1958  — laigely  be- 
cause fewer  parents  of  young  children  now  die  of  infectious  diseases. 
(Health  Infonriation  Foundation). 
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ROENTGEN  ASPECTS  of 


The  Pylorus* 

This  article  deals,  first,  with  a review  ot  the 
anatomy  and  physiology  of  the  pylorus.  The 
authors  then  enumerate,  briefly  describe,  and 
clearly  illustrate  the  various  pathologic  lesions 
that  may  be  seen  and  identified  by  radiologic 
means.  The  clinical  significance  of  X-ray  find- 
ings relating  to  the  pylorus  is  indicated  in  their 
discussion  of  each  entity. 

—EDITOR 

Introduction 

The  pylorus  or  pyloric  ring  is 
that  segment  of  the  alimentary 
tract  which  joins  the  gastric 
antrum  above  with  the  duodenal  bulb  below. 
Its  structure  is  ultimately  simple.  Its  nor- 
mal physiologic  activity  is  easily  observed 
if  not  completely  understood.  The  roent- 
genologist, by  studying  its  anatomic  features 
and  briefly  considering  its  physiologic  activ- 
ity, must  attempt  to  recognize  variations 
from  the  normal  and  interpret  these  in  terms 
of  disease  involving  the  pylorus  and  sur- 
rounding organs. 

Anatomy 

The  pylorus  is  a tubular  structure  (fig.  1) 
some  five  millimeters  in  length  and  not 
more  than  six  millimeters  in  diameter  when 
relaxed.  The  mucosa  closely  resembles  that 
of  the  gastric  antrum  being,  however,  thin- 
ner and  more  adherent.  The  rugal  folds  of 
the  gastric  antrum  are  gathered  to  enter  the 
narrow  pyloric  ring  and  are  greatly  dimin- 
ished in  size.  Here  the  circular  layer  of 
muscularis  thickens  to  form  the  pyloric 
sphincter  and  continues  on  to  become  the 
thinner  circular  layer  of  the  muscularis  of 
the  duodenum. 

The  pylorus  is  the  primary  site  for  only  a 
few  disease  entities,  and  these  are  relatively 
rare  when  compared  with  the  incidence  of 
disease  in  other  areas  of  the  gastrointestinal 
tract.  Because  of  its  key  position  between 
the  gastric  antrum  and  duodenal  bulb,  the 
pylorus  is  frequently  involved  in  the  mul- 
tiple disturbances  of  its  nearest  neighbors. 
Roentgen  observations  have  recorded  all  pos- 
sible deformities  which  may  occur  within  a 
simpie  tube.  These  deformities  include 
shortening,  lengthening,  narrowing,  widen- 
ing, angulation  and  alteration  of  the  nor- 
mally smooth  mucosal  surface.  In  addition. 
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the  symmetrical  location  of  the  pylorus  with 
reference  to  the  gastric  antrum  and  duo- 
denal bulb  must  also  be  evaluated.  The 
roentgenologist,  in  short,  recognizes  distort- 
ed anatomy  and  then  attempts  to  classify 
and  interpret  these  deformities  in  terms  of 
gross  and  microscopic  pathology. 

Physiology 

From  fluoroscopic  observations  of  the  py- 
lorus, it  seems  that  the  normal  physiology 
(Quigley  ’42)  of  this  region  is  best  explained 
by  assuming  that  the  sphincter  operates  un- 
der the  control  of  the  myenteric  plexus. 
With  the  approach  of  a vigorous  peristaltic 
wave  from  the  gastric  antrum,  the  sphincter 
is  likely  to  relax  and  pennit  the  pylorus  to 
be  opened  by  elevated  intragastric  pressure; 
and  the  pressure  gradient  between  the  gas- 
tric antrum  and  duodenal  bulb  causes  gastric 
contents  to  flow  into  the  duodenum.  As  the 
peristaltic  contraction  andves  at  the  pylorus, 
the  thickened  circular  muscle  layer  continues 
the  peristaltic  wave,  and  the  contracted 
sphincter  effectively  closes  the  pylorus.  It 
appears  that  the  peristaltic  wave  is  suspend- 
ed temporarily,  and  the  duodenal  bulb  re- 
mains filled  briefly.  The  onset  of  duodenal 
peristalsis  I'epresents  either  progression  of 
the  suspended  gastric  wave,  or  a new  wave 
of  duodenal  origin  spreading  over  the  bulb 
and  partially  or  completely  emptying  it  into 
the  second  duodenal  segment.  During  con- 
ti’action  of  the  duodenal  bulb,  the  tone  of 
the  pyloric  sphincter  usually  remains  fixed 
and  the  closed  pylorus  prevents  regurgita- 
tion of  duodenal  contents  into  the  gastric  an- 
trum. Extrinsic  innervation  (vagal  and 
splanchnic)  tends  to  set  the  pace  or  govem 
the  rate  at  which  this  organized  activity  re- 
peats itself. 

The  fluoroscopist  recognizes  two  disturb- 
ances in  motor  activity,  increased  sphincter 
tone  or  pylorospasm,  and  diminished  sphinc- 
ter tone  or  insufficiency.  Either  condition 
may  seriously  affect  the  normal  one-way 

•Read  before  Omaha  Mid-West  Clinical  Society,  November 
3,  1960. 
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valve  action  of  the  pylorus.  Disturbed  mo- 
tor activity  at  the  pylorus  appears  to  be  re- 
sponsible for  some  of  the  symptoms  related 
to  upper  gastrointestinal  pathologic  changes, 
and  its  observation  may  be  helpful  in  correct 
interpretation  of  roentgen  signs  in  this 
area. 

Roentgen  Deformities 

Hypertrophic  Pyloric  Stenosis  — Congen- 
ital and  adult  types  are  recognized  (Bockus 
’43).  The  classic  congenital  hypertrophic 
pyloric  stenosis  has  its  onset  in  the  first 
few  weeks  of  life  and  the  clinical  picture  of 
projectile  vomiting,  palpable  epigastric  tu- 
mor, and  visible  gastric  peristalsis  is  well 
known.  The  roentgen  signs  of  an  elongated, 
narrowed  or  completely  obstructed  pyloric 
canal  are  readily  demonstrated  (fig.  2). 
Frequently,  the  hypertrophy  of  antral  mus- 
culaUire  produces  indentations  in  the  base  of 
duodenal  bulb  and  the  gastric  antrum  or 
both,  and  these  negative  shadows  contribute 
to  the  interpretation.  In  the  presence  of 
these  classic  roentgen  signs,  the  clinical  di- 
agnosis is  established  beyond  question.  In 
such  cases  medical  management  is  rarely 
successful  (Hayes  and  Goldenberg  ’57)  and 
surgical  treatment  is  indicated. 

The  adult  type  of  hypertrophic  pyloric 
stenosis  is  less  common  but  equally  impor- 
tant. Two  varieties  (Lumsden  and  Tnie- 
love  ’58)  are  usually  recognized  on  the  basis 
of  clinical  symptoms.  The  first,  most  often 
seen  in  the  young  or  middle  aged  adult,  pre- 
sents a long  history  of  epigastric  distress 
with  recurrent  bouts  of  vomiting,  some- 
times extending  back  into  infancy.  It  is 
thought  that  at  least  some  of  these  cases 
represent  milder  forms  of  the  congenital 
type,  surviving  to  adult  life.  The  second 
variety  of  adult  hypertrophic  pyloric  sten- 
osis characteristically  appears  in  the  middle 
and  older  age  groups,  and  has  a short  his- 
tory of  epigastric  distress,  vomiting,  weight 
loss  and  cachexia.  Clinically,  these  latter 
cases  are  usually  thought  to  represent  antral 
carcinoma  with  pyloric  obstruction. 

Roentgen  signs  in  the  two  adult  varieties 
are  similar  (deLorimier  and  Neida  ’56)  and 
not  unlike  the  roentgen  signs  in  the  congen- 
ital type.  Unfortunately,  the  canal-defoiTn- 
ities  in  the  adult  type  of  hypertrophic  py- 
loric stenosis  also  simulate  the  defoi-mities 
seen  in  antral  carcinoma.  Many  of  these 
cases  have  been  incorrectly  interpreted  by 
the  radiologist  as  antral  carcinoma.  During 


the  pathogenesis  of  this  disease,  the  sphinc- 
ter and  muscularis  of  the  pyloric  canal  un- 
dergo hypertrophy  and  the  pylorus  elon- 
gates, largely  at  the  expense  of  the  gastric 
antrum.  The  more  redundant  gastric  mu- 
cosa is  incorporated  into  the  elongated  canal 
and  produces  irregularities  in  contour  (fig. 
3),  which  are  often  incorrectly  considered  to 
be  malignant  submucosal  infiltration.  Iden- 
tification of  the  ring-like  groove  between  the 
hypertrophied  bundles  of  pyloric  and  antral 
musculature  (Twinning  sign)  should  be 
helpful,  when  present,  in  alerting  the  roent- 
genologist to  consider  the  benign  diagnosis. 

When  hypertrophic  pyloric  stenosis  and 
antral  ulcer  coexist,  the  roentgen  picture  of 
antral  carcinoma  becomes  most  complete. 
The  gastroscopist  cannot  adequately  explore 
the  elongated  canal  and  is  able  to  contribute 
little  toward  the  correct  diagnosis  (Bockus 
’43).  Virtually  all  of  the  cases  with  a rela- 
tively short  histoiy  come  to  operation,  and 
the  surgeon,  palpating  the  hypertrophied 
pyloric  and  antral  musculature,  believes  he 
is  dealing  with  an  infiltrating  carcinoma 
and  usually  elects  to  do  a subtotal  gastric 
resection.  Fortunately  subtotal  resection  of- 
fers complete  relief  of  sjmiptoms  and  has 
been  recommended  by  some  (Greenfield  ’51, 
and  Bockus  ‘43),  as  the  procedure  of  choice. 

Pylorotomy  or  pyloroplasty  offer  good 
symptomatic  relief,  but  in  actual  practice 
are  seldom  seen.  The  simpler  surgical  pro- 
cedures might  be  used  more  frequently  if 
adult  hypertrophic  pyloric  stenosis  were  in- 
cluded in  the  differential  diagnosis  of  con- 
stricting antral  lesions.  Careful  evaluation 
of  antral  and  pyloric  canal  mucosa,  and  a 
search  for  the  prepyloric  cleft  (Twinning 
sign)  should  assist  in  the  radiologic  study. 
Full-thickness  biopsy  and  frozen  section 
can  be  used  to  confirm  the  diagnosis  at  op- 
eration. The  radiologist,  surgeon,  and  path- 
ologist must  be  alerted  to  the  possibility  of 
adult  hypertrophic  stenosis  if  the  disease  is 
to  be  recognized  prior  to  subtotal  resection. 

Peptic  Ulcer  of  the  Pyloric  Ring  — Ulcer 
occurring  within  the  pyloric  ring  is  relative- 
ly uncommon.  It  is  usually  simple  to  dem- 
onstrate by  roentgen  techniques  and  is  rarely 
of  malignant  nature  (Boylston  ’49).  The 
symptom  complex  is  ulcer-like,  often  lacking 
in  periodicity  and  food  relief.  Vomiting  is 
frequent.  Only  in  long  standing  or  recur- 
rent cases  is  the  roentgen  demonstration  of 
the  ulcer  niche  difficult.  If  the  nonnal  ana- 
tomical relationships  of  the  antrum,  pylorus 
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and  duodenal  bulb  are  fairly  well  preserved, 
the  accurate  localization  of  the  ulcer  niche 
to  the  pylorus  is  usually  possible.  When 
scarring  and  deformity  are  marked,  the 
roentgen  landmarks  are  sometimes  destroyed 
and  the  ulcer  site  cannot  be  accurately  locat- 
ed. Cases  in  which  accurate  localization 
cannot  be  made  are  important,  since  the  in- 
cidence of  malignancy  rises  sharply  when 
the  ulcer  is  located  proximal  to  the  pyloric 
ring. 

The  ulcer  niche  usually  appears  on  the 
lesser  curvature  aspect  of  the  pylorus  and 
is  penetrating  in  type.  Edema,  fibrosis,  and 
spasm  in  the  mucosa  and  muscularis  often 
combine  to  produce  angulation  (fig.  4)  and 
elongation  of  the  pylorus.  Spasm  may  be  so 
intense  (fig.  9)  that  the  roentgen  examiner 
is  defeated  in  his  initial  attempt  to  visualize 
or  localize  the  ulcer  crater  and  a second  ex- 
amination, after  a period  of  treatment,  may 
be  necessary.  In  some  cases,  near  complete 
retention  is  present,  while  in  other  cases, 
gastric  emptying  may  progress  noi*mally. 
Healing  of  the  ulcer  niche  is  often  attended 
with  peraianent  deformity  of  the  pylorus. 

Prolapsed  Gastric  Mucosa  — Redundant 
mucosa  of  the  gastric  antrum  may  intermit- 
tently prolapse  through  the  pyloric  ring. 
Paul  F.  J.  New  (’51)  found  an  incidence  of 
2.9  per  cent  in  a series  of  1700  consecutive 
gastrointestinal  examinations.  The  asso- 
ciated gastrointestinal  symptoms  are  vari- 
able in  degree  of  severity  and  not  well  cor- 
related with  the  degree  of  prolapse.  The 
common  symptoms  are  cramping  epigastric 
pain,  heartburn,  and  upper  abdominal  dis- 
tention. Less  common  symptoms  include 
nausea,  vomiting,  hematemesis,  and  melena. 
Rarely  one  sees  evidence  of  partial  obstruc- 
tion and  delayed  gastric  emptying.  In 
some  cases  the  prolapse  seems  to  be  an  inci- 
dental finding  not  related  to  gastrointestinal 
symptomatology. 

The  roentgen  signs  of  an  umbrella  or 
mushroom  shaped  defect  in  the  base  of  duo- 
denal bulb  (fig.  5)  are  intermittently  pres- 
ent. Heavy  mucosal  folds  and  spasm  are 
usually  constant  observations  within  the  gas- 
tric antrum.  Mild  to  severe  hypertrophic 
gastritis  was  described  by  Manning  and 
Gunter  (’501  in  all  of  their  cases  examined 
histologically  at  autopsy.  The  pylorus  may 
appear  elongated  and  narrowed.  Elongation 
appears  to  be  the  result  of  a high  incidence 
of  thickened  antral  musculature  and  antral 
spasms.  Narrowing  of  the  pylorus  is  more 


apparent  than  real.  When  the  pyloric  ring 
contains  folds  of  prolapsed  mucosa,  the  con- 
trast substance  is  pressed  into  slender  crev- 
ices between  the  folds  by  sphincter  tone,  and 
radiographically  the  canal  may  appear  nar- 
rowed. Actually  the  pyloric  ring  must  be 
widened  to  accommodate  the  redundant 
edematous  gastric  mucosa  which  is  everted 
in  passing  through  the  pylorus. 

Rational  therapy  should  be  directed  at  the 
fundamental  pathologic  changes.  Spasmo- 
lytic drugs  and  sedation  tend  to  allay  symp- 
toms while  the  prolapsed  mucosa  remains 
unaltered.  Recurrent  bleeding  or  demon- 
strable obstruction  suggest  a surgical  ap- 
proach. Prolapsing  gastric  mucosa  is  fre- 
quently associated  with  peptic  ulcer  in  either 
a gastric  or  duodenal  location.  Successful 
management  of  the  ulcer  can  be  expected  to 
produce  complete  symptomatic  relief. 

Prolapsed  Pedunculated  Gastric  Polyp  — 
The  incidence  of  gastric  polyp  is  very  low 
except  in  the  older  age  groups,  where  it  is 
most  often  seen  in  association  with  primary 
anemia.  The  incidence  of  gastric  polyp 
with  a pedicle  of  sufficient  length  to  permit 
prolapse  through  the  pylorus  is  not  known 
but  must  be  exceedingly  rare.  Sufficient 
cases  are  lacking  to  permit  an  analysis  of 
symptoms.  Bleeding  apparently  is  common. 

The  roentgen  signs  include  a negative  de- 
fect in  the  duodenal  bulb  (fig.  6)  with  a 
negative  shadow  extending  through  the  py- 
lorus. The  latter  may  be  difficult  to  dem- 
onstrate. Fluoroscopically,  the  polyp  can 
often  be  manipulated  back  into  the  antrum 
and  its  pedicle  demonstrated  there  by  air 
contrast.  The  treatment  of  prolapsed  polyp 
is  not  different  from  that  of  gastric  polyps 
generally,  and,  because  of  the  presumed  as- 
sociation with  malignancy,  a surgical  ap- 
proach is  recommended  (deLorimier,  et  al., 
’56). 

Deformities  of  Extrinsic  Origin  — A fair- 
ly large  group  of  benign  and  malignant  con- 
ditions primarily  involving  the  antrum,  duo- 
denum, pancreas  and  retroperitoneal  tissues 
may  produce  significant  roentgen  defoi’mity 
of  the  pylorus.  These  deformities  usually 
take  the  form  of  eccentric  displacement  of 
the  pylorus  with  respect  to  the  antrum  or 
bulb  (fig.  7)  and  include  peptic  ulcer,  adeno- 
carcinoma, cicatrization,  abscess,  and  ectop- 
ic pancreas  (Sherman,  et  al.,  ’59,  and  Pat- 
tinson,  et  al.,  ’59).  Rarely  periduodenal  ad- 
hesions, retroperitoneal  sarcoma  or  lym- 
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Fig^ure  1.  The  normal  pylorus,  shown  by  air  contrast 
spot  film  technique.  Above,  a peristaltic  wave  is  at  mid- 
antrum, the  pylorus  is  relaxed  and  the  bulb  is  filling.  Be- 
low, the  pylorus  has  closed. 

Figure  2.  Congenital  hypertrophic  pyloric  stenosis.  Note 
exaggerated  peristalsis,  narrowed  pyloric  canal,  and  the 
indentation  of  the  antrum  by  h>  pertrophied  musculature. 

Figure  3.  Adult  hypertrophic  pyloric  stenosis.  Marked 
defornriity  of  the  pylorus  and  distal  antrum  with  antral  in- 
dentation by  the  hypertrophied  musculature  are  charac- 
teristic. Note  the  mucosal  irregularities  on  the  greater 
curxature  margin  of  the  pyloric  canal.  The  Twinning 
sign  is  not  well  demonstrated. 


Figure  4.  Peptic  ulcer  of  the  pyloric  ring.  Note  the 
well  formed  ulcer  niche,  angulation,  and  slight  elongation 
of  the  pylorus.  In  this  case,  spasm  was  absent. 


Figure  5.  Prolapsed  gastric  mucosa.  This  case  was  dis- 
covered duidng  the  course  of  a small  bowel  series,  and  the 
prolapse  was  intermittently  present.  Antral  spasm  and 
thickened,  hypertrophied  folds  of  antral  mucosa  were  con- 
stant findings. 

Figure  6.  Prolapsed  gastric  pob-p.  A lai*ge,  lobulated 
polyp  is  present  in  the  duodenal  bulb  with  its  prominent 
pedicle  (negative  shadow > extending  to  the  base  of  the 
bulb  and  back  through  the  pylorus. 
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Figxire  7.  Eccentric  pylorus.  The  pylorus  has  been  dis- 
placed to  the  lesser  curvature  margin  of  the  bulb  by 
cicatrization  and  contraction  of  the  lesser  curvature  and 
posterior  wall  of  the  bulb.  Note  the  greater  curvature 
contraction  ring  and  early  pseudo  diverticulum  of  anterior 
and  greater  cur\*ature  fernix.  The  deformity  is  charac- 
teristic of  duodenal  ulcer,  apparently  healed. 

Figure  8.  Advanced  cicatrization.  A large  benign  gas- 
tric ulcer  situated  high  on  the  posterior  gastric  wall  had 
perforated,  creating  the  marked  deformity  of  the  fundus 
and  pars  media.  Marked  fibrosis  and  extensive  adhe- 
sions had  converted  the  distal  antinim,  pylorus,  and  proxi- 
mal duodenum  into  an  inflexible  tube.  The  pylorus  (arrow 
A)  was  confirmed  by  histologic  section.  Periduodenal  ad- 
hesions had  almost  completely  obstructed  the  distal  sec- 
ond duodenal  segment.  Note  the  common  and  cystic  ducts 
(aiTow  B)  visible  by  retrograde  barium  filling.  The  gall 
bladder  and  biliai*y  ducts  appeared  to  function  normally 
at  operation  and  were  not  explored. 


Figure  9.  Pyloroduodenal  spasm.  Landmarks  are  lost. 
The  anow  indicates  the  pyloric-ring  ulcer  which  had  to  be 
confiiTTied  and  localized  by  later  study. 

Figure  10.  Pyloric  insufficiency.  The  pylorus  never 
closed  during  the  entire  study.  Note  small,  lesser  curva- 
ture, gastric  ulcer.  The  primary'  pathologic  changes  may 
be  related  to  the  sphincter  inhibition. 

Figure  11.  Pyloric  insufficiency.  A large  ulcer  is  dem- 
onstrated by  air  contrast  spot  film  in  the  base  of  duo- 
denal bulb  at  the  distal  end  of  the  continuously  patulous 
pylorus.  Note  the  typical  defoi*mity  of  the  duodenal  bulb. 

Figure  12.  Pyloric  insufficiency.  This  pylorus  appeared 
inihibited  throughout  the  study  and  is  associated  with  a 
deformed  duodenal  bulb  and  a large  active  postbulbar 
ulcer.  The  location  of  the  ulcer  crater  is  typical  for 
peptic  ulcer  in  this  area. 
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phoma  may  displace  or  deform  the  pylorus. 
With  the  exceptions  of  peptic  ulcer  and  an- 
tral carcinoma,  these  deformities  are  rare 
and  not  sufficiently  characteristic  to  permit 
an  accurate  roentgen  evaluation.  The  eccen- 
tric placement  of  the  pylorus  (fig.  7)  in 
relation  to  the  base  of  duodenal  bulb  is 
caused  by  cicatrization  which  often  accom- 
panies chronic  duodenal  ulcer.  The  scarred 
bulb  presents  a shortened  fornix  in  the  re- 
gion of  the  ulcer,  and  the  deformity  is  usual- 
ly permanent.  Infiltrating  antral  carcinoma 
produces  a similar  eccentric  placement  of 
the  pylorus,  usually  accompanied  by  aperi- 
stalsis,  antral  narrowing,  mucosal  irregular- 
ities, and  ulceration.  The  pylorus  itself  may 
be  invaded  or  obstructed.  Extensive  peri- 
duodenal fibrosis  and  cicatrization  may  con- 
vert the  antrum,  pylorus,  and  duodenal  bulb 
(fig.  8)  into  a relatively  inflexible  tubular 
structure  with  most  landmarks  destroyed. 
This  situation  usually  results  from  perfora- 
tion of  gastric  or  duodenal  ulcer  and  is  often 
associated  with  an  inflammatory  mass  palp- 
able in  the  epigastrium. 

Miscellaneous  Deformities  — Surgical  de- 
foiTnities  following  pyloroplasty  and  pylor- 
otomy  as  well  as  excision  of  peptic  ulcer  are 
not  sufficiently  typical  to  permit  classifica- 
tion. Marked  deformity  with  stenosis  and 
ulceration  may  follow  the  ingestion  of  cor- 
rosive chemicals  in  either  liquid  or  solid 
form.  In  this  category,  the  history  of  pre- 
vious surgery  or  ingestion  of  corrosive  ma- 
terial is  much  more  important  than  the  ob- 
served deformity. 

Disturbed  Motor  Function 
of  the  Pylorus 

Psychosomatic  Without  Organic  Basis  — 
Disturbed  motor  function  at  the  pylorus 
without  organic  basis  is  an  interesting  and 
difficult  subject  to  explore  and  is  considered 
beyond  the  scope  of  this  work.  It  is  includ- 
ed here  only  for  completeness  and  will  not  be 
considered  further. 

Pylorospasm  — Spastic  defoiTnity  of  the 
pylorus  is  well  known  and  a common  find- 
ing in  most  of  the  organic  lesions  (fig.  9)  oc- 
curring in  the  gastric  antrum,  pylorus,  and 
duodenal  bulb.  Spasm  can  simulate  many 
of  the  deformities  recognized  in  this  area. 
It  may  be  so  widespread  through  the  pyloro- 
duodenal  region  that  all  of  the  landmarks 
are  lost.  It  may  in  turn  be  localized  to  the 
muscularis  of  any  given  segment.  Its  one 


redeeming  virtue  is  its  temporary  nature. 
Time  may  not  heal  all  wounds  in  this  region, 
but  time  will  resolve  most  spastic  defomi- 
ities  and  permit  adequate  examination.  The 
judicious  use  of  spasmolytic  and  antacid 
therapy  will  often  convert  the  most  confus- 
ing pyloroduodenal  deformities  into  classic 
pictures  easily  recognized  and  interpreted. 

Pyloric  Insufficiency  — Little  has  been 
written  of  the  patulous  pylorus  which,  be- 
cause of  its  apparent  inability  to  close,  can- 
not perform  its  one-way  valve  function.  In- 
sufficiency of  the  pyloric  sphincter  has  been 
described  in  peptic  ulcer  (deLorimier,  et  al. 
’56)  with  the  niche  situated  immediately  dis- 
tal to  the  pyloric  ring  (fig.  11).  A patulous, 
open  pylorus  may  also  be  seen  (Shennan, 
et  al.  ’59,  and  Pattison,  et  od.  ’59)  in  infil- 
trating neoplasms  of  the  antrum  and  often 
in  the  more  extensive  fibroses  of  perforated 
peptic  ulcer  (fig.  8).  There  is  an  essential 
difference  in  the  phenomenon  under  the  two 
circumstances  described.  In  the  first  in- 
stance, associated  with  duodenal-bulb  ulcer, 
the  normal  tonic  state  seems  to  be  inhibited. 
The  mechanism  is  not  known,  but  the  inhi- 
bition may  be  mediated  by  the  enterogastric 
reflex  or  the  myenteric  plexus.  In  the  sec- 
ond situation,  infiltration  of  the  sphincter 
by  malignant  neoplasm  or  extensive  fibrosis, 
the  insufficiency  is  more  easily  understood. 

Recently,  we  have  obseiwed  the  patulous 
pylorus  in  gastric  ulcer  (fig.  10)  and  in  duo- 
denal ulcer  as  far  distal  as  the  postbulbar 
area  (fig.  12).  In  these  cases,  the  mecha- 
nism is  also  probably  one  of  inhibition  rath- 
er than  mechanical  interference.  Introduc- 
tion of  hydrochloric  acid  into  the  duodenum 
of  experimental  animals  (Quigley  ’42)  has 
been  shown  to  produce  profound  inhibition 
in  the  sphincteric  region.  Other  substances 
are  known  to  have  predominantly  inhibitoiy 
effect  on  the  pylorus.  The  concept  of  path- 
oses located  in  the  stomach  or  duodenum 
having  an  inhibitory  effect  on  the  pyloric 
sphincter  has  not  been  carefully  explored. 
Our  cases  and  data  are  insufficient  at  pres- 
ent to  permit  a scientific  approach  to  this 
question. 

Summary 

1.  The  anatomy  and  physiology'  of  the 
pylorus  are  briefly  reviewed. 

2.  Roentgen  deformities  of  the  pylonis 
are  discussed  and  related  to  the  dis- 
ease entities  known  to  occur  in  this 
area. 
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3.  Disturbed  motor  activity  of  the  pylor- 
us is  considered  with  special  reference 
to  pyloric  insufficiency. 
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“There  has  always  been  a need  for  the  concise  and  simply 
written  medical  paper.  This,  however,  is  not  as  simple  as  it  seems, 
because  the  moment  the  physician  puts  pen  to  paper  he  is  no  longer 
the  plain-spoken,  kindly  practitioner  of  the  art  of  medicine,  but  an 
entirely  different  person.  He  becomes  ultra-scientific  and  on  occa- 
sion may  find  himself  in  a miasmic  labyrinth  of  gobbledygook. 
Chesterton’s  advice  — ‘To  write  simply  is  the  essence  of  good  Eng- 
lish’ — is  easily  forgotten.”  (John  J.  Rainey:  Simplicity  in  Medical 
Writing.  J.  International  College  of  Surgeons  27:779,  June,  1957). 
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The  ETIOLOGICAL  SIGNIFICANCE  of 

MENOPAUSE,  PERSONALITY  and 

SOCIO-CULTURAL  FACTORS  in 

Involutional  Psychoses 


Perhaps  undue  significance  has  been  placed 
on  the  menopause,  by  patient  and  doctor,  as  the 
main  etiologic  factor  in  the  involutional  psychoses 
occurring  coincidentally  with  this  manifestation 
of  aging.  This  author  draws  attention  to  other, 
perhaps  more  fundamental  factors  such  as  her- 
edity, rigid  personality,  social  climate,  and,  not 
least,  the  culture  in  which  the  patient  lives. 
"Change-of-life"  used  as  a synonym  of  meno- 
pause, while  denoting  this  phenomenon,  comes 
to  mean  far  more  to  many  individuals  than  this 
expected  physiologic  occurrence  — it  means 
aging  and  loss  of  status.  One  must,  therefore, 
determine  the  relative  significance  of  all  involved 
factors  in  the  given  patient  and  utilize  this  knowl- 
edge in  his  therapeutic  approach  to  the  problem. 

—EDITOR 


The  involutional  psychotic  reac- 
tion is  one  of  the  commonest 
psj'chiatric  disorders  of  the  cli- 
macteric. According  to  the  study  by  Malz- 
bergi  in  New  York  State,  there  has  been  an 
upward  trend  in  the  prevalence  of  first  ad- 
missions with  this  disorder,  especially  since 
1930,  and,  in  frequency  of  the  first  admis- 
sions, it  is  exceeded  only  by  schizophrenic 
reactions  and  brain  syndromes  of  senility 
and  of  cerebral  arteriosclerosis. 

During  the  period  of  .July  1,  1949  to  June 
30,  1957,  there  were  188  first  admissions^  to 
the  Nebraska  Psychiatric  Institute  in  the 
age  group  from  45  to  64,  of  which  48 
(39%)  were  involutional  psychoses.  By  di- 
agniosis,  involutional  psychosis  was  the  high- 
est of  all  psychiatric  disorders  in  admission 
rate  for  these  ages  in  any  two  year  period. 

While  it  is  noted  that  the  frequency  of  hos- 
pital admission!  does  not  necessarily  corre- 
late with  the  actual  incidence  of  a disorder, 
the  high  rate  of  hospital  admission  for  this 
disorder  reveals  the  scope  of  problems  im- 
posed on  the  everyday  practice  of  physicians 

fThe  frequency  <*f  admissions  depends  not  only  on  the 

actual  incidence  of  a disorder  but  also  on  several  other  factors. 
Depending  on  the  type  of  setup  of  a particular  hospital,  cer- 
tain psychiatric  disorders  or  patients  of  certain  age  groups 
may  be  admitted  more  frecjuently  than  others.  “The  hos- 
pitalization threshold”  varies  among  different  social  strata. 
This  is  not  only  because  of  the  difference  in  the  educational 
and  economic  levels,  but  because  of  var>'ing  degrees  of  toler- 
ance and  attitude  toward  manifest  psychopathology  within  the 
sub-cultures.  (3) 

The  incidence  of  psychosis  may  also  depend  on  the  geo- 
graphical distribution  of  population,  whether  urban  or  rural. 
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— general  practitioners  as  well  as  psychia- 
trists. 

Involutional  psychosis  is  not  only  an  ex- 
tremely distressing  and  incapacitating  dis- 
order, but  it  represents  a serious  socio- 
economic loss  to  patients,  their  families  and, 
broadly  speaking,  society.  The  frequency 
with  which  these  patients  attempt  suicide 
adds  to  the  magnitude  of  the  problem  in- 
volved. Effective  means  of  therapy  evolve 
from  a precise  understanding  of  the  nature 
of  a disorder. 

Until  recently,  the  medical  world  was  dom- 
inated by  the  narrow  concept  of  etiological 
specificity  and  specificity  of  effect  as  well 
as  the  dichotomy  of  psyche  and  soma.  The 
exclusive  attachment  of  etiological  signifi- 
cance to  the  menopause  for  psychotic  mani- 
festations of  the  climacteric,  disregarding 
personality  and  sociocultural  factors  of  the 
patient,  is  one  example.  This  distorted  con- 
cept of  involutional  psychosis  is  by  no  .means 
completely  extinct  even  to  this  date.  The 
term  climacteric,  a derivative  of  the  Greek 
word,  klimakter,  denotes  rung  (or  round)  of 
the  ladder,  thus  a phase  of  life,  while  meno- 
pause means  a cessation  of  the  menstrua- 
tion (and  ovulation).  In  spite  of  the  obvi- 
ous difference  of  meaning,  these  are  com- 
monly used  synonymously.  This  is  more 
than  semantic  or  accidental  and  reveals  im- 
plicitlj’  the  peculiar  significance  assigned  to 
the  menopause  in  this  culture. 

A psychiatric  disorder  is  an  end  product 
of  a complex  dynamic  interaction  of  diverse 
forces;  (1)  hereditary,  constitutional  fac- 
tors; (2)  personality  of  the  individual,  an 
enduring  pattern  of  behavior  and  set  of  at- 
titude (which  are  acquired  through  experi- 
ences and  from  parents,  teachers  and  other 
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significant  people  in  the  patient’s  life) ; (3) 
external  milieu  in  a given  social  and  cultural 
climate;  and  (4)  stresses  of  life,  significance 
of  which  varies  from  individual  to  indi- 
vidual. In  this  respect,  involutional  psy- 
choses are,  in  essence,  a failure  in  over-all 
homeostatic  integration  of  vaidous  forces  in 
the  climacteric  phase  of  one’s  life. 

This  paper  critically  reviews  various  etio- 
logical factors  involved  in  the  pathogenesis 
of  involutional  psychoses  and  thus  re-empha- 
sizes the  importance  of  considering  the  rela- 
tive significance  of  each  factor  within  the 
context  of  the  total  life  situation  of  the  pa- 
tient. 

A Brief  Review  of  the  Symptomatology 
of  Involutional  Psychoses 

More  women  are  affected  than  men  by 
about  two  to  three  times.  In  women,  this 
psychosis  usually  occurs  in  their  late  forties 
while  in  men,  it  occurs  in  their  fifties  and 
sixties.  The  occurrence  outside  these  age 
ranges  in  either  sex  is  also  seen  but  is  com- 
paratively uncommon.  The  onset  is  usually 
gradual  and  the  prodromal  period  may  ex- 
tend anywhere  from  one  month  to  even  more 
than  a year.  The  illness  begins  generally 
with  loss  of  interests,  fatigability,  obsessive- 
ruminative  thoughts,  insomnia,  anorexia, 
and  vague  somatic  preoccupations.  Although 
the  process  of  illness  occasionally  becomes 
arrested  at  a mild  stage  or  even  a spon- 
taneous remission  occurs  in  some  cases,  the 
typical  course  of  the  illness  is  a progressive 
one. 

Not  uncommonly,  a clearly  definable  pre- 
cipitating cause  of  this  involutional  depres- 
sion is  absent  (a  point  of  differentiation 
from  the  psychotic  depressive  reaction).  In 
some  instances,  however,  such  unusual  events 
as  the  death  of  a member  of  the  family, 
failure  in  business,  drastic  changes  in  the 
family  constellation  (perhaps  a son’s  leaving 
home  by  marriage  or  being  drafted  into 
service),  recent  somatic  illness  or  an  oper- 
ation on  the  patient  himself  or  another  mem- 
ber of  the  family  may  precede.  However, 
again  in  contrast  with  the  psychotic  depres- 
sive reaction  in  which  the  depression  sets 
in  quite  immediately  following  or  in  direct  re- 
sponse to  a stress,  the  involutional  depres- 
sion is  insidious  and,  at  best,  a delayed  re- 
sponse to  such  stresses. 

The  symptomatology  consists  primarily  of 
agitation  and  depression.  In  some  patients 


paranoid  ideation  is  a predominant  feature 
(paranoid  type).  Although  they  differ  os- 
tensibly, the  basic  dynamic  forces  in  both 
depressed  and  paranoid  types  are  hostility 
and  guilt. 

Severe  psychomotor  retardation  as  seen  in 
the  depressive  type  of  manic-depressive  psy- 
chosis is  uncommon  in  involutional  psychotic 
reactions.  On  the  contrary,  in  the  latter 
case,  the  patient  is  restless,  apprehensive, 
fretful  and  despondent.  The  patient  paces 
the  floor,  and  complains  of  feelings  of  “go- 
ing to  pieces”  and  of  impending  disaster. 
Anorexia,  insomnia  along  with  persistent 
agitation  result  in  continued  weight  loss. 
The  thought  content  is  characterized  by  pes- 
simism, .self-depreciation,  guilt,  feelings  of 
uselessness  and  of  hopelessness,  and  intense 
somatic  preoccupation,  usually  with  vague- 
ly defined  symptoms.  Suicidal  preoccupa- 
tion is  frequent.  The  patient  views  his  fu- 
ture in  teiTns  of  “just  dark”  or  “nothing  is 
left  in  life.”  The  degree  of  incapacitation 
is  such  that  the  patient  is  unable  to  carry 
out  his  daily  responsibilties  and  decisions  on 
even  relatively  insignificant  matters  become 
a major  task.  This,  in  turn,  accentuates 
guilt  feelings  and  a sense  of  inadequacy. 

The  Significance  of  Menopause 

Although  some  investigators  suggest  the 
justifiability  of  regarding  certain  clinical 
symptoms  and  physiological  changes  as 
characteristic  of  the  male  climacteric^  the 
general  consensus  at  present  appears  that  in 
men  there  are  not  clear-cut  physiological 
phenomena  comparable  to  menopause  in 
women.  The  menopause  in  women  is  un- 
doubtedly a major  physiological  event  of  the 
climacteric.  As  the  menopause  sets  in, 
ovaries  undergo  fibrous  atrophy  which  pre- 
cipitates a compensatory  hyperactivity  of 
the  anterior  pituitary  gland.  Autonomic 
nervous  system  imbalance,  particularly  ex- 
citability of  the  sympathetic  system,  com- 
monlv  ensues.  Vasomotor  symptoms  such  as 
hot  flashes,  sensation  of  warmth,  sweating, 
headache,  dizziness  are  common  complaints. 
The  precise  mechanism  of  vasomotor  symp- 
toms that  accompany  menopause  is  not  en- 
tirely understood. 

Kuntz®  suggests  that  “ovarian  hormone 
exerts  an  inhibitorv  iT’fluence  on  the  sympa- 
thetic nerves  (and)  the  removal  of  sympa- 
thetic inhibitory  influence  during  climacteric 
pei-mits  the  sympathetic  tonus  to  gain  the 
ascendency,  resulting  in  marked  vasomotor 
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disturbances.  The  sudden  hot  flashes,  so 
common  during  this  period,  probably  are  the 
result  of  the  shifting  of  large  volumes  of 
blood  from  the  splanchnic  area  toward  the 
periphery  due  to  sjunpathetic  stimulation.” 
Some  selected  cases  of  severe  vasomotor 
symptoms  are  alleviated  by  hormone  therapy 
(estrogen,  androgen  - estrogen,  testesterone, 
etc. ) . 

It  is  to  be  noted,  however,  that  hormones 
are  of  palliative  use  for  vasomotor  symp- 
toms only  and  virtually  no  therapeutic 
values  are  to  be  expected  for  psychotic  dis- 
turbances. One  should  also  note  the  adverse 
effects  of  hormone  therapy  — both  physio- 
logical and  psychological.  Vaginal  bleeding 
is  a common  occurrence  and  some  suspect 
the  carcinogenecity  of  hormones.  Wittson® 
suggested  the  possibility  of  such  danger,  in 
1940.  However,  there  is  at  present  no  con- 
clusive evidence  to  either  confirm  or  refute'." 
Psychologically,  the  hormone  therapy  is 
conducive  to:  (1)  patients’  unrealistic  ex- 
pectation of  “prolonging”  their  reproductb^e 
function;  (2)  focussing  their  attention  on 
the  menopause,  as  if  it  were  a singularly 
important  event  of  the  climacteric:  and  (3) 
re-enforcement  of  their  neurotic  denial  of 
emotional  problems  which  usually  play  a 
gi’eater  role  in  pathogenesis  of  the  psychosis. 
Persistent  denial  of  emotional  problems  hin- 
ders not  only  psychotherapeutic  work  but, 
indirectly,  the  patients’  acceptance  of  men- 
pause  as  an  expected  event. 

The  involutional  psychosis,  as  an  essen- 
tially psychological  disturbance  of  the  cli- 
macteric, is  a result  of  the  patient’s  uncon- 
scious refusal  to  accept  the  menopause  and 
other  stressful  events  of  the  climacteric. 
The  patient  views  the  menopause  as  an  indi- 
cation of  impending  disintegration  of  an 
earlier  pattern  of  adjustment,  a pattern 
built  around  nai’cissism,  to  which  the  patient 
has  ritualistically  adhered.  It  represents 
life-long  constrictures  in  integrative  capa- 
city as  well  as  in  resources  of  the  individual. 
VTiile  “busy”  with  rigid,  ritualistic  routine 
of  daily  life,  the  patient  was  able  to  “ward 
off”  anxiety  arising  from  long  nurtured 
problems.  Thus  a degi'ee  of  freedom  from 
feelings  of  inadequacy  had  been  maintained. 
The  common  findings  of  ambivalence  in  the 
psychopathology-  of  the  patient  toward  vari- 
ous members  of  his  family  tend  to  affirm 
that  children  often  serve  as  important 
sources  of  the  patient’s  own  narcissistic  grat- 
ification. 


The  etiological  significance  of  the  meno- 
pause in  involutional  psychoses,  therefore, 
is  not  direct  in  tenns  of  “cause  and  effect,” 
but  it  merely  acts  as  a trigger  mechanism  to- 
ward homeostatic  disequilibrium  in  indi- 
viduals whose  integrative  faculties  have  been 
constricted  all  along. 

Personality  Factors 

The  basic  personality  makeup  of  involu- 
tional psychotics  is  anal  in  its  classical 
sense  — extreme  orderliness,  parsimony  and 
obstinacy.  They  are  perfectionistic,  overly 
conscientious,  meticulous,  rigid  and  uncom- 
promising in  their  normal  and  ethical  stand- 
ards, and  in  their  attitudes  toward  various 
other  problems  in  life.  The  patients  usually 
have  a lifelong  history  of  frequent  constipa- 
tion. They  are  “tightly  sphinctered.”^  Not 
only  in  somatic  physiology-,  “constrictures 
and  constipation”  are  seen  in  psy^chological 
and  behavior  aspects  of  their  lives.  The 
range  of  interests  in  life  is  narrow  and,  out- 
side their  occupation  or  principle  activities, 
few  hobbies  are  enjoy-ed.  This  is  a point  to 
be  considered  in  establishing  a treatment 
progi-am  for  such  patients  and  for  the  pro- 
phy-laxis  of  this  disorder. 

Because  of  rigidity-  and  ritualistic  quali- 
ties in  their  pattern  of  adjustment,  they  are 
apt  to  experience  anxiety-  and  frustration 
when  confronted  with  new  experiences.  In 
interpersonal  relationships  they^  are  serious- 
minded,  tend  to  be  seclusive,  distant  and 
emotionally^  uninvolved.  Their  stubborn, 
temperamental  personality-  traits  reveal  un- 
derly-ing  pent-up  anger,  hostility^  and  am- 
bivalence. Superficially-,  however,  they  are 
usually  pleasant  and  polite.  In  contrast  with 
shallowness  of  emotional  ties  in  interper- 
sonal relations,  their  emotional  investment 
in  material  things  is  profound.  Their  sys- 
tem of  value  is,  as  it  were,  “possession- 
oriented”  more  than  “appreciation-orient- 
ed.” Perfectionism  is  imposed  not  only  on 
themselves  but  they  are  usually-  exacting  of 
others  as  well.  Without  clearly  defined  long- 
range  perspective  or  goals  in  life,  they^  are 
hard-driving  and  at  times  sadistically  self- 
sacrificing.  They-  would  sooner  not  use  a 
chair  than  dirty  it.  They  would  “skimp” 
pleasurable  things  and  defer  them  invari- 
ably “for  some  other  time.” 

To  individuals  whose  life  pattera  has  been 
characterized  by  perpetual  indecisiveness 
and  countless  “deferments,”  such  a climac- 
teric event  as  the  menopause  comes  to  mean 
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more  than  a physiological  event.  Patients 
become  distressed  not  only  by  menopause  it- 
self, but  by  its  implied  threat  to  their  nar- 
cissism and  future  as  “an  aged  person.” 
Eaton^  stresses  the  importance  of  the  break- 
dowTi  of  fantasies,  in  the  etiology  of  involu- 
tional psychoses.  He  observed  that  “the 
mechanism  of  fantasy  was  greatly  used  as  a 
defense  during  eaidy  adult  life.  The  woman 
dissatisfied  with  spinsterhood  or  dissatisfied 
with  a marriage  fantasies  an  ideal  husband  or 
lover.  The  man  or  woman  dissatisfied  with 
social  and  economic  status  fantasies  riches 
or  importance.  The  man  dissatisfied  with 
his  work  fantasies  a new  career.  These 
fantasies  afford  a gratification  without  ef- 
fort and  may  even  block  constructive  effort 
to  change  one’s  lot  in  life.  As  one  reaches 
middle  age  the  fact  that  the  fantasies  are  no 
longer  even  faintly  realistic  is  borne  in  upon 
one  by  circumstances.  The  woman  who  has 
fantasied  “Prince  Charming”  is  forced,  by  a 
look  at  the  mirror  or  a stretch  of  her  girdle, 
to  realize  that  even  if  the  prince  should 
come  along  on  his  white  horse  her  weight 
and  arthritis  would  prevent  her  from  mount- 
ing it  with  him.” 

Another  point  of  importance  is  that  pa- 
tients react  to  events  of  the  climacteric  as 
if  they  could  not  have  been  anticipated.  As 
the  patients  are  overwhelmed  by  the  feelings 
of  inadequacy  and  sense  of  having  suddenly 
lost  “the  power,”  there  occurs  a rapid  de- 
cline in  the  level  of  self-confidence  while 
anxiety  is  accelerated.  Anxiety  further  in- 
capacitates the  patients,  thus  establishing  a 
vicious  cycle. 

The  obsessive  rumination  as  to  what  will 
happen  in  the  future  soon  becomes  a nihi- 
listic delusion  that  there  is  nothing  left  in 
the  future  and  that  all  is  over.  To  quote 
David  Riesman,!'*  “Some  individuals  bear 
within  themselves  some  psychological  sources 
of  self- renewal ; ageing  brings  for  them  ac- 
cretion of  wisdom,  with  no  loss  of  spon- 
taneity and  ability  to  enjoy  life,  and  they 
are  relatively  independent  of  the  culture’s 
strictures  and  penalties  imposed  on  the  aged. 
Other  individuals,  possibly  the  majority, 
bear  within  them  no  such  resources  but  are 
the  beneficiaries  of  a cultural  preservative 
(derived  from  work,  power,  position,  and  so 
forth),  which  sustains  them  although  only 
so  long  as  the  cultural  conditions  remain 
stable  and  protective.  A third  group,  pro- 
tected neither  from  within  nor  from  with- 
out, simply  decay.” 


Changes  in  the  family  constellation  that 
frequently  occur  at  this  phase  of  life  tend 
to  disrupt  the  rigid  routine  of  the  preceding 
years.  Childlessness  at  the  climacteric,  the 
patients  view  with  a renewed  sense  of  fail- 
ure. Even  when  the  patients  have  children, 
the  eventuality  of  their  maturation  and  de- 
parture from  home  has  been  unconsciously 
denied  and,  when  it  is  realized,  the  patients 
are  unable  to  accept  it.  Likewise,  impend- 
ing retirement,  loss  of  spouse  and  other 
events  of  similar  significance  generate  much 
anxiety  in  the  patients.  It  is  tantamount 
to  sudden  removal  of  compulsive  defenses  in 
neurotic  individuals.  The  dependency  need 
is  invariably  great  but  it  is  unconsciously  de- 
nied because  of  its  implied  sense  of  inade- 
quacy. 

In  this  psychological  setting,  the  with- 
drawal and  intense  somatic  preoccupation 
are  not  only  manifestations  of  anxiety  but 
symbolic  of  certain  other  meanings:  (1)  de- 
nial of  frank  dependency  need  (I  need  to  be 
cared  for  now,  but  it  is  because  I am  phys- 
icallj^  ill) ; (2)  unconscious  defense  of  a life- 
long, and  ritualistic  mode  of  adaptation  (I 
am  failing  now  but  it  is  not  my  way  of  life 
that  is  at  fault  but  it  is  my  illness) ; and 
(3)  covert  communication  of  hostilities  to- 
wards significant  persons  in  patient’s  life 
(You  deserted  me,  therefore,  I now  compel 
you  to  care  for  me). 

Socio-cultural  Factors 

The  severe  anxiety  and  nihilism  that  in- 
volutional psychotics  experience  in  regard  to 
their  future  are  the  result  of  the  distortion 
of  reality  and  an  obvious  exaggeration  of 
certain  aspects  of  ageing.  Nevertheless, 
some  elements  of  cultural  conditioning  may 
be  identified. 

Cultural  conditioning  refers  to  the  effect 
of  the  individualistic  competitive  social  or- 
ganization, and  the  pragmatic  system  of 
values  and  status  detei*mination  in  this  par- 
ticular culture.  The  casualness  with  which 
the  menopause  is  spoken  of  colloquially  as 
“the  change-of-life”  by  the  lay  public  and 
even  by  some  physicians  is  perplexing  but  ex- 
plicable in  the  light  of  peculiarities  of  this 
culture.  The  connotations  of  the  words, 
“change-of-life,”  and  implicit  meaning  of 
use  of  such  words  in  a matter-of-fact  man- 
ner in  this  culture  merit  our  attention. 

“Change-of-life”  connotes  that  one’s  life  is 
changed  as  she  ceases  to  bear  (produce)  a 
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child,  and  the  common  use  of  such  reference 
seemingly  means  a tacit  acceptance  and  en- 
dorsement of  a utilitarian  view  of  meno- 
pause by  the  culture.  It  further  implies 
changes  in  the  pattern  of  life,  from  what  one 
has  been  familiar  with  to  what  is  yet  to  be 
defined.  The  patteim  of  life  is  one’s  per- 
sonality and  an  anticipation  of  depersonali- 
zation is  anxiety-provoking.  Obviously,  the 
reproductive  function  is  not  the  sole  purpose 
or  value  of  life,  nor  is  the  menopause  really 
a cessation  of  the  total  productivity  of  an 
individual. 

This  is  a culture  of  individual  independ- 
ence and  self-sustenance.  Dependence  on 
others,  even  on  one’s  own  children  in  his  late 
life,  is  not  culturally  sanctioned.  In  the 
tide  of  ever  unwaning  competition  for  ac- 
quisition of  social  status,  sustaining  the 
status  quo  becomes  a progressively  difficult 
task,  as  a decline,  however  slow,  of  the 
physical  stamina  and  emotional  alertness  oc- 
curs with  the  advancement  of  one’s  age.  It 
is  comparable  to  pushing  a cart  up  hill. 
Whether  one  moves  forward  or  remains  at 
a point,  an  exertion  of  energy  is  necessary. 

Lindeman”  points  to  the  low  status  of  the 
old  in  the  United  States  and  seeks  its  origin 
in:  “(a)  the  crass  utilitarian  philosophy 
which  evolved  first  at  the  frontier  and  then 
in  the  factory;  (b)  the  extraordinary  pre- 
mium placed  upon  youth  in  a society  in 
which  aggressiveness  and  acquisitiveness  be- 
came primary  values  at  an  early  stage  of 
national  development;  and  finally  (c)  the 
lack  of  traditions  in  a society  which  emerged 
from  an  amalgam  of  persons  who  had  di- 
vorced themselves  from  one  culture  and  im- 
mersed themselves  in  a society  for  which  no 
tradition-born  cultural  pattern  existed.  In 
short,  the  aged  were  discounted  because  they 
served  no  useful  purpose  and  stood  in  the 
way  of  efficiency  and  mass  production ; they 
were  relegated  to  a lower  status  whenever 
they  showed  signs  of  diminishing  competi- 
tion ; and  there  existed  no  ritual  of  honor  for 
the  venerable  and  the  wise  in  a new  society 
whose  members  sought  learning  from  only 
one  variety  of  experience,  namely  experience 
culminating  in  immediately  practical  conse- 
quences.” 

The  meaning  of  ageing  varies  from  culture 
to  culture.  In  the  Orient,  for  example,  the 
interdependence  among  members  of  a fam- 
ily is  not  only  accepted  by  their  culture  but 
encouraged.  Parents  are,  in  their  late  lives, 
cared  for  by  one  of  their  sons,  usually  the 


oldest  one.  The  traditional  ancestor-wor- 
ship, not  necessarily  for  what  they  produced 
or  acquired,  but  for  their  mere  ancestry  is 
another  “device”  of  their  culture  to  protect 
the  old.  With  advancing  age,  one  re-af firms, 
as  it  were,  his  future  securities. 

Where  the  culture  is  mobile  and  status 
and  roles  in  society  are  acquired  rather  than 
ascribed,  and  where  self-sustenance  and  ac- 
quisition of  “better  and  larger  things”  are 
fundamental  values  of  life,  a certain  amount 
of  anxiety  is  expected.  The  effects  of  such 
cultural  anxiety  on  individuals  with  con- 
stricted capacity  and  resources  for  adapta- 
tion are  proportionately  keener. 

Points  of  Importance  in  the  Treatment 
Of  the  Involutional  Psychotics: 

As  stated  earlier,  the  involutional  psycho- 
sis represents  an  adaptational  failure  of  cer- 
tain individuals  in  their  climacteric  phase  of 
life.  It  arises  from  multiple  factors  dis- 
cussed above  and  the  relative  significance  of 
each  factor  involved  is  to  be  weighed  in  the 
light  of  the  individual  patient’s  psychopath- 
ology and  his  environment. 

The  involutional  psychotics  respond,  as  is 
known,  relatively  well  to  the  symptomatic 
treatment  (electroconvulsive  therapy  in  par- 
ticular). However,  a symptomatic  improve- 
ment is  frequently  not  sustained  and  the  re- 
lapse of  symptoms  occurs,  unless  the  im- 
provement is  accompanied  by  a realistic  re- 
orientation on  the  part  of  patients  toward 
values  and  expectations  of  life.  To  para- 
phrase, our  therapeutic  goal  and  the  care  of 
these  patients  should  not  be  confined  to  the 
removal  of  s^miptoms  or  manipulation  of 
their  environment,  but  we  should  also  help 
them  gain  a realistic  pei’spective  into  their 
future.  This  does  not  necessarily  require  ex- 
tensive psychotherapeutic  work.  The  pa- 
tients are  to  be  helped  to  accept  that  the 
menopause  or  retirement  from  a position  are 
expected  events  of  life  and  that  a degree  of 
discomfort  may  accompany  them.  The  uni- 
versally anxiety-inducing  aspect  of  the  late 
life  in  this  culture  is  also  to  be  pointed  out. 

In  mild  cases  of  involutional  reactions, 
stimulants  are  beneficial.  As  for  “tran- 
quilizers,” the  risk  of  accentuating  depres- 
sion should  never  be  overlooked.  This  risk 
is  particularly  gi'eat  in  Rauwolfia  deriva- 
tives. There  are  rare  instances  in  which 
tranquilizers  may  be  helpful  when  agita- 
tion is  a major  symptom. 
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The  patient  should  be  encouraged  to  culti- 
vate and  engage  in  some  hobbies  commen- 
surate with  his  interest  and  resources.  Avo- 
cations should  not  be  prescribed  for  the  pa- 
tient, who  may  make  “work  out  of  them.” 
The  primary  concern  of  the  patient  in  play- 
ing golf  may  be  the  score  he  attains,  but  that 
of  the  therapist  (and  eventually  of  the  pa- 
tient) should  be  the  fact  that  the  patient 
plays  and  enjoys  it.  The  attitude  of  the 
physician,  rather  than  his  verbal  instruction 
or  lecture,  is  a more  effective  means  of 
lessening  the  rigidity  of  the  patient.  The 
alleviation  of  the  patient’s  anxiety  is  not 
accomplished  by  a categorical  suppression 
but  by  patient’s  better  understanding  of  the 
sources  of  his  anxiety.  The  therapist’s  ef- 
fort at  reassuring  an  anxious  patient,  then, 
is  not  in  terms  of  “nothing  to  worry  about” 
but  “different  and  neni  problems  in  life 
ahead.” 

The  importance  of  prophylactic  measures 
can  not  be  over-emphasized.  They  should 
begin  with  the  education  of  the  general  pub- 
lic for  better  understanding  and  prepared- 
ness as  to  what  to  expect  with  advancement 
of  one’s  age.  This  includes  not  only  eco- 
nomic aspects:  the  emphasis  on  retirement 
funds,  health  insurances  and  so  forth ; but 
perhaps  more  importantly  physiological  and 
emotional  areas. 

Summary 

Involutional  psychosis  is  a common  psychi- 
atric disorder  of  the  climacteric,  serious 
enough  to  require  psychiatric  hospitaliza- 
tion. It  ocurs  in  both  sexes  but  more  fre- 
quently in  women.  It  is  not  only  an  ex- 
tremely distressing  illness  but  it  entails  se- 
rious socio-economic  loss  to  the  patient,  fam- 
ily and  society.  The  menopause  has  tradi- 
ditionally  received  much  attention  in  rela- 
tion to  the  etiology  of  this  psychosis,  to  the 
extent  of  dwarfing  the  significance  of  other 
factors  such  as  the  personality  and  the  cul- 


ture. The  menopause  is  an  expected  event 
of  life  and  its  significance  is  to  be  weighed 
in  the  light  of  the  individual’s  personality 
makeup  and  the  characteristics  of  the  cul- 
ture. The  involutional  psychosis  is  a com- 
bined result  of  rigid,  inflexible  personality, 
“sudden”  focal  awareness  of  one’s  decline  in 
the  general  capacity  of  adaptation  as  precip- 
itated indirectly  by  the  menopause  or  its 
equivalent  events  of  the  climacteric,  and  an 
anticipation  of  culturally  determined  “low 
status”  in  the  future.  In  treating  the  pa- 
tient, the  removal  of  symptoms  alone  is  not 
adequate  and  the  patient  is  to  be  helped  to 
gain  a realistic  re-orientation  toward  the  fu- 
ture. Serious  efforts  are  to  be  made  in 
educating  the  general  public  as  a means  of 
preventing  this  disorder. 
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“Although  the  cure  of  inadequacy  of  the  Aortic  Valves  is  prob- 
ably out  of  the  reach  of  medicine,  a correct  knowledge  of  the  nature 
of  the  affection  is  not  the  less  necessaiy.  The  patient  is  relieved 
from  harrassing  treatment,  that,  however,  applicable  in  other  cases 
of  heart  disease,  is  not  alone  useless,  but  positively  injurious  in 
this  . . .”  (From  Willius  and  Keys:  Cardiac  Classics,  Moseby,  St. 
Louis,  1941,  p.  422;  Article  by  D.  J.  Corrigan,  originally  published 
in  Edinburgh  Med.  and  Surg.  J.  37:225,  1832). 
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The  Managemenf  of 

Postphlebitic  Syndrome* 


Postphlebitic  syndrome  kills 

relatively  few  people  but  it 
causes  years  of  crippling,  cost- 
Ij"  illness.  Ten  times  as  many  patients  suf- 
fer from  chronic  venous  disease  as  from  ar- 
terial disease  of  the  lower  extremities. 

This  paper  summarizes  our  views  and 
methods  of  managing  patients  with  post- 
phlebitic syndrome. 

Pathophysiology 

Normally  the  venus  return  from  the  legs 
is  aided  by  the  so-called  “venous  heart.” 
Conti*action  of  the  deep  muscles  pumps  the 
blood,  and  the  valves  of  the  veins  determine 
the  direction  of  flow.  The  fascial  sheath 
enclosing  the  muscles  of  the  leg  is  important 
for  efficient  function  of  the  venous  heart. 

In  this  syndrome  thrombosis  of  the  deep 
veins  is  followed  by  recanalization.  In  fig- 
ure 1 we  can  see  a vein  in  which  thrombosis 
has  occurred.  The  vein  contains  an  organ- 
ized thrombus  and  is  beginning  to  show 
clefts  of  recanalization.  The  wall  of  the 
vein  is  thickened. 


Figure  1.  An  organized  thrombus  in  a deep  vein  with 
clefts  of  recanalization. 


F.  WILLIAM  KARRER,  M.D. 
and 

M.  M.  MUSSELMAN,  M.D. 

From  the  Department  of  Surgery, 
University  of  Nebraska  College  of  Medicine 
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The  valves  of  the  deep  veins  are  destroyed 
in  the  process  of  recanalization.  With  de- 
struction of  the  valves  the  venous  heart  fails 
and  the  venous  pressure  rises. 

If  the  original  or  subsequent  episodes  of 
thrombophlebitis  have  involved  the  commun- 
icating veins,  their  valves  are  destroyed, 
thus  allowing  regurgitation  of  blood  back 
into  the  superficial  veins. 

*Read  before  Annual  Convention  Nebraska  State  Medical 
Association,  April  27.  1960. 


Figure  2.  Forty-four  year  old  male  with  postphle- 
bitic syndrome. 
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Increased  venous  presure  and  regurgita- 
tion of  blood  lead  to  dilatation  of  the  venules 
and  capillaries.  Edema  forms.  Red  blood 
cells  extravasate  into  the  tissues  and  hemo- 
siderin is  deposited.  This  results  in  pigmen- 
tation. 

The  arterioles  become  thickened  and  nu- 
trition of  the  tissues  is  decreased.  Piulachs^ 
has  shown  that  arteriovenous  shunts  form, 
by-passing  the  capillary  circulation.  These 
shunts  further  interfere  with  nutrition  and 
increase  the  venous  pressure  in  the  legs 
even  more. 

All  of  these  factors  produce  irreversible 
fibrosis  of  the  skin  and  subcutaneous  tissue 
that  compromises  tissue  nutrition  even 
more.  Slight  injuries  then  result  in  infec- 
tion and  ulceration. 

Diagnosis 

The  diagnosis  of  postphlebitic  syndrome 
can  be  made  by  history  and  physical  exam- 
ination alone  in  most  patients.  A history 
of  previous  thrombophlebitis  usually  can  be 
obtained  by  careful  questioning.  The  throm- 


Figure  4.  Three  months  after  radical  excision  and  liga- 
tion of  perforating  veins. 


bophlebitis  may  have  been  of  a minor  na- 
ture. Commonly,  the  patient  recovers  from 
the  initial  episode  with  resolution  of  the 
edema.  After  a quiescent  period,  however, 
varicosities,  edema,  and  ulceration  appear. 

Figure  2 shows  the  legs  of  a 44-year- 
old  man  who  gave  a history  of  fractur- 
ing both  legs  four  years  before  we  saw 
h i m.  Bilateral  milkleg  complicated 
these  fractures.  As  shown  in  this  pho- 
tograph, he  had  characteristic  findings 
of  postphlebitic  syndrome:  edema,  vari- 
cose veins,  and  ulceration.  He  also  had 
pigmentation  and  induration.  He  had 
had  recurrent  infections,  dermatitis, 
cellulitis,  phlebitis  and  lymphangitis. 

We  made  the  venogram  shown  in  figure 
3,  of  this  patient.  The  venogram  shows 
incompetent  perforating  veins  lying 
just  beneath  the  ulcer.  Although  veno- 
grams are  not  necessary  for  the  man- 
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agement  of  most  patients,  we  do  them 
in  the  majority  of  our  patients.  By  us- 
ing them  we  have  gained  a better  un- 
derstanding of  the  pathophysiolog>"  of 
the  disease.  We  have  used  both  pro- 
gi*ade  and  retrograde  venography  but 
generally  prefer  the  prograde  technic. 

We  performed  high  saphenous  liga- 
tion and  stripping  with  interruption  of 
the  perforating  veins  on  this  patient. 
The  ulcer  and  surrounding  skin  were 
excised  also.  Figure  4 shows  his  legs 
three  months  after  operation.  The  pa- 
tient took  excellent  care  of  his  legs  and 
had  a good  result.  Figure  5 shows  the 
condition  of  his  leg  two  years  after  op- 
eration. 

Treatment 

Nonoperative  Treatment 

We  have  no  cure  for  postphlebitic  syn- 
drome. Richard  Wiseman,®  in  1686,  advo- 


Figure  5.  Two  years  after  operative  treatment. 


Figure  6.  Veins  on  inner  aspect  of  leg.  Note  perfor* 
ating  veins.  . 


cated  external  support  and  venous  ligation 
as  treatment  for  this  disease.  External  sup- 
port and  venous  ligation  are  still  the  means 
for  attaining  our  primary  objectives:  im- 
provement of  venous  return  and  control  of 
edema. 

Instruction  of  the  patient  is  most  impor- 
tant. 

We  tell  our  patients: 

1.  Your  leg  will  never  be  normal. 

2.  Sleep  with  the  foot  of  your  bed  elevat- 
ed 6 inches.  Apply  external  support 
before  getting  out  of  bed  in  the  morn- 
ing. 

3.  Avoid  standing  and  sitting.  You  may 
walk  as  much  as  you  wish. 

4.  Your  legs  will  get  heavy  or  swell  dur- 
ing the  day.  When  they  do,  lie  down 
with  your  legs  elevated  for  20  min- 
utes. 

5.  Wash  your  legs  each  night  before  re- 


242 


Nebraska  S.  M.  J. 


tiring.  If  the  skin  is  dry,  apply  a 
bland  ointment  such  as  aquaphor.  If 
moist,  apply  alcohol  and  powder. 

6.  Protect  your  leg  from  injury. 

We  re-emphasize  these  principles  on  each 
visit. 

By  controlling  edema,  infection  and  ulcei’- 
ation  will  be  avoided. 

Operative  Treatment 

We  use  operation  to  supplement  and  to 
increase  the  benefit  of  conservative  treat- 
ment. The  single  most  important  procedure 
is  interruption  of  incompetent  perforating 
veins.  Figure  6 shows  the  veins  on  the  in- 
ner aspect  of  the  leg.  Note  that  the  per- 
forating veins  do  not  communicate  with  the 
long  saphenous  vein  but  with  a posterior 
branch.  One  perforating  vein  is  located 
just  below  the  calf ; one  below  the  medial 
malleolus;  and  one  between.  Stripping  the 
long  saphenous  vein  does  not  remove  the  in- 
competent perforating  veins.  We  ligate  the 


Figure  7.  An  incompetent  perforating  vein  exposed  at 
operation. 


Figure  8.  Thirty-eight  year  old  man  with  postphle- 
bitic  syndrome  and  ulceration. 


perforating  veins  through  a long  incision 
one  finger-breadth  behind  the  tibia.  Figure 
7 shows  a diseased  perforator  exposed 
through  the  long  incision. 

Chronic  ulcers  require  excision.  The  ulcer 
is  excised  with  surrounding  skin  down  to 
the  deep  fascia.  The  area  to  be  excised  is 
determined  by  the  degree  of  induration  and 
fibrosis.  Skin  without  adequate  lymph 
drainage  should  be  excised.  We  sometimes 
use  the  intradermal  injection  of  sky  blue  dye 
to  determine  the  adequacy  of  lymph  drain- 
age in  the  skin.  Split  thickness  grafts  then 
are  applied.  We  do  not  ligate  the  popliteal 
and  superficial  femoral  vein  on  these  pa- 
tients, believing  that  deep  vein  ligations  re- 
sult in  more  harm  than  good. 

Lumbar  sympathectomy  in  the  treatment 
of  postphlebitic  syndrome  has  been  con- 
demned by  some  people.  We  believe  it  is 
beneficial  in  selected  patients  — about  one 
in  twenty.  We  use  lumbar  sympathectomy 
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Figure  9.  Lymphogram  on  the  patient  shown  in  Figure 
8.  Note  pooling  of  dye  in  the  base  of  the  ulcer. 


when  the  patient  shows  overt  evidence  of 
sjTnpathetic  hyperactivity,  — pallor,  sweat- 
ing and  coolness  of  the  leg. 

Several  articles  in  the  past  year  have  de- 
scribed lymphography  in  this  disease.  Block- 
er and  associates^  state  that  in  patients  with 
chronic  leg  ulcers,  lymphogi’aphy  shows  a 
single  large  channel  beneath  the  ulcer  with 
more  vessels  appearing  up  the  leg. 

Gergely2  showed  by  lymphography  that  in 
postphlebitic  syndrome  the  lymph  vessels 
are  unusually  tortuous  and  irregular  and  are 
of  unequal  volume. 


KaindeB  in  a similar  study  feels  that 
thrombophlebitis  obliterates  the  lymph  ves- 
sels. 

With  these  findings  in  mind,  we  have 
done  lymphogi-aphy  in  patients  with  post- 
phlebitic sjTidrome.  In  patients  with  marked 
edema  and  induration  of  the  leg  we  expected 
to  find  dilated  lymph  vessels.  !Much  to  our 
surprise  we  have  found  almost  complete  ab- 
sence of  Ijunph  vessels. 

Figure  8 shows  a patient  with  ulceration 
in  which  lymphogi*aphy  was  done.  In  this 
patient,  hypaque  injected  into  a lymph  ves- 


Fipure  10.  Lymphogrram  or.  78-year-old  patient  with 
postphlebitic  syndrome. 
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sel  of  the  foot  pooled  at  the  base  of  the  ulcer 
as  shown  in  Figure  9.  In  other  patients 
with  postphlebitic  syndrome  the  vessels  are 
easily  identified,  as  seen  in  Figure  10.  From 
the  studies  that  we  have  done,  we  feel  that 
obliteration  of  the  lymphatic  vessels  and 
pooling  of  lymph  in  the  leg  may  be  compli- 
cating factors  in  some  patients. 

Summary 

Postphlebitic  syndrome  affects  many  peo- 
ple, causing  much  disability  and  economic 
loss. 

We  have  no  cui*e  for  this  disease. 

Venograms  and  lymphograms  have  given 
us  a better  understanding  of  the  disease. 

In  treatment,  we  aim  to  improve  venous 
return  and  control  edema. 


Interruption  of  perforating  veins,  exci- 
sion of  ulcers,  and  sympathectomy  supple- 
ment and  increase  the  benefit  of  conseiwa- 
tive  treatment  in  some  patients. 
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I 


A sign  on  a creamery  truck,  “All  we  own  we  owe  to  udders,” 
could  be  the  basis  of  considerable  mental  probing.  If  we  should 
suddenly  be  deprived  of  udders,  think  what  a mess  we  might  have 
on  our  hands,  what  problems  would  confront  the  race.  And  we 
worry  about  whether  or  not  we  can  adequately  sterilize  a space 
vehicle  before  sending  it  to  land  on  Mars  or  Venus! 
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THE  ASSOCIATON  OF 


Peripheral  Neuritis 

And  Other  Neuropathies  With 

Rheumatoid  Arthritis* 


The  purpose  of  this  paper  is  to 
present  a case  of  rapidly  pro- 
gressive peripheral  and  central 
neuropathy  associated  with  generalized  rheu- 
matoid arthritis  and  to  discuss  briefly  some 
aspects  of  this  uncommon  condition. 

Case  Report 

F.D.,  a 59-year-old  white  man,  a 
rancher,  was  first  seen  as  a hospital 
patient  April  17,  1958.  He  stated  that 
arthritis  had  begun  very  suddenly  in 
December,  1956,  the  initial  symptoms 
being  in  the  hips  and  feet  and  soon  fol- 
lowed by  involvement  of  shoulders,  el- 
bows, hands,  knees,  spine  and  nearly  all 
joints  of  the  body.  There  was  progres- 
sive pain,  swelling  and  stiffness  with 
but  little  relief  by  use  of  various  medi- 
cations. He  had  the  best  results  from 
ACTH,  which  had  been  given  elsewhere 
at  intervals  for  some  months  before  we 
first  saw  him.  While  he  had  not  im- 
proved very  much  as  a result  of  this 
therapy,  he  did  think  that  it  had  stopped 
the  progression  of  the  disease. 

At  the  time  of  his  first  examination 
he  could  barely  walk  with  the  aid  of  a 
cane.  Nearly  all  joints  were  affected. 
The  typical  signs  of  active  rheumatoid 
arthritis  were  present,  namely,  syno- 
vitis, swelling,  heat,  tenderness  and  50 
per  cent  to  75  per  cent  limitation  of  mo- 
tion of  the  joints  along  with  appreciable 
muscle  atrophy  and  weakness.  The  pain 
was  of  the  arthritic  type  and  the  muscle 
atrophy  and  weakness  were  in  propor- 
tion to  the  joint  disease.  There  were  no 
signs  or  symptoms  of  neuritis  at  that 
time. 

The  results  of  initial  laboratory 
studies  were  as  follows;  hemoglobin, 
9.4  gm.  per  100  cc. ; eiythrocytes,  3,850- 
000  and  leukocytes,  7400  per.  cu.  mm. 
of  blood;  differential  count,  70%  seg- 
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mented  neurtrophils,  4%  stab  forms, 
1%  eosinophils,  24%  lymphocytes,  and 
1%  monocjd;es.  The  hematocrit  read- 
ing was  34%  ; the  sedimentation  rate, 
58  mm.  per  hour;  blood  urea  nitrogen, 
7 mg.  and  serum  uric  acid,  1.9  mg.  per 
100  cc. ; fasting  blood  glucose,  97  mg. 
per  100  cc.  Serologic  study  of  the 
blood  was  negative.  Urinalysis  w a s 
negative  for  albumin,  sugar,  or  micro- 
scopic abnoraialities.  X-ray  examina- 
tion of  the  chest  was  essentially  nega- 
tive. X-ray  films  of  the  cervical  spine 
showed  some  degenerative  changes  in 
the  5th  ceiwical  intervertebral  disc  to- 
gether with  anterior  and  posterior  hy- 
pertrophic spurring. 

Initially,  the  patient  was  given  aspir- 
in, grams  1 q.i.d.,  and  triamcinolone  4 
mg.  q.i.d.  Two  transfusions  of  whole 
blood  were  given  which  brought  the 
hemoglobin  up  to  13  grams  and  the 
hematocrit  to  44%.  Physical  therapy 
was  started  with  the  use  of  massage, 
active  and  passive  motions  both  in  and 
out  of  the  hot  tub  bath,  hot  paraffin 
wax  to  the  hands  and  wrists,  and  appro- 
priate supports  and  rest  for  the  af- 
fected joints. 

After  four  days  there  seemed  to  be  no 
relief  from  joint  pain  in  spite  of  some 
general  improvement  in  feelings  of 
strength  and  well-being,  so  that  triam- 
cinolone was  discontinued  and  replaced 
by  prednisolone  (with  antacid)  in  a 
dosage  of  30  mg.  per  day.  During  the 
ensuing  two  weeks  the  patient  improved 

‘Presented  at  the  Annual  Meeting  of  the  Nebraska  Rheuma- 
tism Association,  Omaha,  Nebraska.  November  19.  1960. 
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appreciably,  and  the  dose  of  predniso- 
lone was  reduced  first  to  20  mg.  per  day 
and,  a few  days  later,  to  15  mg.  per  day. 

During  the  first  two  weeks  of  ob- 
servation the  patient  complained  par- 
ticularly of  pain  in  the  neck  and  left 
arm  (in  the  area  of  the  C-6  derma- 
tome). In  view  of  the  X-ray  findings, 
this  pain  was  attributed  to  nerve  root 
compression  or  irritation  by  the  dis- 
eased 5th  cervical  disc.  Head  halter 
traction  gave  no  appreciable  relief.  Dur- 
ing the  third  week  of  observation  the  pa- 
tient began  to  complain  of  severe  pain 
of  the  neuritic  type  in  the  left  foot  as 
well  as  increasing  pain  associated  with 
numbness  or  paresthesia  of  the  left 
hand,  affecting  all  digits.  Increasing 
weakness  of  both  lower  extremities  soon 
followed  with  neurologic  signs  consist- 
ing of  ataxia,  loss  of  vibratory  sensation 
below  the  pelvis,  stocking-type  hyper- 
esthesia of  both  legs  and  the  left  fore- 
arm and  hand,  and  increasing  atrophy 
of  the  muscles  of  the  hands  and  feet. 
Muscle  weakness  was  greater  peripher- 
ally than  proximally  in  all  extremities. 
A neurologic  consultant  confirmed  our 
impression  of  a severe  and  progressive 
peripheral  neuritis.  Lumbar  puncture 
and  examination  of  cerebrospinal  fluid 
were  normal  in  all  respects.  Vitamin 
by  hypo,  1000  meg.  daily,  was  given 
from  the  first  appearance  of  the  neuro- 
pathy. 

Four  weeks  after  treatment  was 
started,  the  dose  of  prednisolone  was  re- 
duced to  10  mg.  per  day.  Administra- 
tion of  chloroquine  phosphate,  250  mg. 
per  day,  was  begun  in  the  hope  that  the 
adrenal  corticoid  could  soon  be  discon- 
tinued, because  we  suspected  that  it 
might  be  causing  or  aggravating  the  neu- 
ropathy. Potassium  chloride,  1.5  grams 
per  day,  was  now  given.  Aspirin,  2 to 
3 grams  per  day,  was  continued.  The 
patient  was  dismissed  from  the  hos- 
pital and  his  course  followed  closely  at 
home  for  the  next  two  months.  Severe 
pain  and  paresthesias  in  the  distal 
parts  of  the  extremities  persisted,  and 
there  was  progressive  muscle  atrophy 
and  weakness  with  eventual  foot  drop, 
wrist  drop,  and  complete  inability  to 
walk. 

On  July  16,  1958,  the  patient  was  re- 


turned to  the  hospital  for  transfusions 
and  more  active  physical  therapy  than 
could  be  given  at  home.  At  this  time 
prednisolone  was  stopped  and  triamcino- 
lone 24  mg.  per  day  was  substituted. 
During  the  next  few  days  the  arthritis 
improved  appreciably,  both  subjective- 
ly and  objectively,  but  the  muscular 
paralyses  worsened.  Fever  therapy 
with  killed  typhoid  bacilli  given  intra- 
venously was  started.  After  two  chills 
followed  by  sharp  elevations  of  temper- 
ature no  further  fever  response  could 
be  elicited.  This  was  thought  to  be  due 
to  recall  immunity  from  typhoid  vaccin- 
ation he  had  been  given  40  years  pre- 
viously (during  World  War  I). 

After  ten  days  in  the  hospital  he  was 
again  returned  home,  this  time  taking 
triamcinolone  16  mg.  daily.  Chloro- 
quine phosphate  had  to  be  discontinued 
because  it  apparently  was  the  cause  of 
significant  gastrointestinal  distress  and 
nausea. 

Within  the  next  two  weeks  paralysis 
of  all  extremities  (flaccid  type)  had 
progressed  to  such  a point  that  he 
could  not  be  cared  for  at  home,  conse- 
quently he  was  readmitted  to  the  hos- 
pital. Further  studies  were  undertak- 
en including  another  spinal  puncture; 
tests  of  urine  for  porphyrins,  arsenic 
and  lead;  study  of  blood  for  L.E.  cells; 
and  X-ray  studies  of  the  entire  spine ; 
all  with  negative  results.  The  dose  of 
triamcinolone  was  gradually  reduced 
and  ACTH  60  mg.  by  hypo  daily  in  di- 
vided doses  was  given.  Vitamin  B- 
complex  was  given  parenterally  each 
day.  For  the  next  two  weeks  the  pa- 
ralysis increased  in  severity  and  extent, 
involving  the  back  and  shoulder  girdle 
muscles  as  well  as  all  four  extremities 
and  also  affecting  the  bladder  so  that 
the  use  of  an  indwelling  catheter  was 
necessary.  At  times  he  seemed  to  have 
some  trouble  in  breathing  and  also  in 
swallowing  but  this  was  not  persistent 
and  did  not  worsen. 

By  September  17,  1958,  the  paralysis 
seemed  to  have  become  stationary  and 
the  pain  was  largely  gone.  The  syno- 
vitis of  all  joints  had  lessened  appre- 
ciably, and,  in  fact,  had  become  less  and 
less  troublesome  as  the  neuropathy 
steadily  worsened  over  the  described  pe- 
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riod  of  about  three  months.  He  was 
transferred  to  a Veterans  Administra- 
tion facility  for  further  hospital  care 
at  this  time.  According  to  their  sum- 
mary: “The  patient  gi*adually  became 
weaker.  Circulation  became  markedly 
poor.  There  was  marked  discoloration 
of  the  lower  extremities.  Tube  feeding 
was  necessaiy.  He  continued  to  become 
very  weak  physically.  He  was  respon- 
sive up  to  the  time  of  his  death  which 
occurred  on  October  4,  1958.”  Post- 
mortem examination  was  not  pennitted. 
In  addition  to  many  chemical  studies, 
they  had  done  a muscle  biopsy  before 
death  which  showed  atrophy  and  fat  in- 
filtration of  muscle  but  no  evidence  of 
collagen  disease  or  periarteritis. 

Discussion 

The  occurrence  of  significant  peripheral 
neuritis  in  cases  of  rheumatoid  arthi’itis  gen- 
erally has  been  mentioned  in  the  medical 
literature  only  in  passing.  The  Twelfth 
Rheumatism  Review  in  the  Annals  of  In- 
tei-nal  Medicine  for  1959,  does  not  even  men- 
tion peripheral  neuritis.  It  does  report 
cases  of  polyarteritis  in  association  with 
rheumatoid  arthritis.  The  Ninth  Interna- 
tional Congress  on  Rheumatic  Diseases  in 
June  1957,  reported  two  types  of  arteritis 
in  rheumatoid  arthritis,  one  associated  with 
clinical  evidence  of  peripheral  neuritis  and 
indistinguishable  from  the  lesions  of  poly- 
arteritis nodosa,  and  the  other  occurring 
without  clinical  evidence  of  nerve  involve- 
ment. No  further  discussion  of  neuritis  was 
given. 

Slocumb  et  aid  in  a report  in  1957,  de- 
scribed the  general  effects  of  hypercortison- 
ism,  which  are  now  Avell  known,  and  under 
special  effects  stated  that  “severe  mesen- 
chymal reactions  simulating  those  of  peri- 
arteritis nodosa  were  observed  in  five  pa- 
tients who  had  peripheral  neuritis,  diffuse 
panarteritis,  vascular  occlusion,  cutaneous 
ulcers,  nephritis,  fever,  leukocrtosis  and  hy- 
pertension.” Four  of  these  cases  were  de- 
scribed in  detail  by  Slocumb  and  others  in  a 
different  journal. ^ The  clinical  symptoms 
and  findings  of  peripheral  neuritis  veiy  sim- 
ilar to  those  described  in  this  case  report 
were  present  in  all  cases.  At  postmoihem 
examination  vascular  lesions  like  those  of 
classic  polyarteritis  nodosa  were  found  in 
peripheral  nerves  (as  well  as  in  nearly  all 
organs  throughout  the  body).  All  of  these 
patients  had  been  on  cortisone  or  hydrocorti- 


sone. All  died  rather  quickly  after  the  onset 
of  their  neuritic  and  other  “special”  s\Tnp- 
toms  and  findings.  It  is  interesting  to  note 
that  all  of  these  patients  died  in  the  months 
between  IMay  and  October.  Our  patient  be- 
gan to  have  neuritis  in  IMay  and  died  in  Oc- 
tober. 

The  question  has  been  raised  as  to 
whether  the  rheumatoid  patient  with  hyper- 
cortisonism  who  develops  these  diffuse 
mesenchymal  reactions  may  have  lupus  eiy- 
thematosis  rather  than  rheumatoid  arthritis. 
Most  of  them  probably  do  not,  because  if  the 
hoiTOonal  overdosage  is  eliminated  before  ir- 
reversible changes  occur,  the  rheumatoid  pa- 
tient generally  reverts  to  a clinical  course 
moi*e  compatible  with  rheumatoid  arthritis 
than  with  lupus  erythematosis.  Also,  most 
of  these  patients  do  not  have  demonstrable 
lupus  cells  in  the  peripheral  blood  and  bone 
maiTow,  although  the  incidence  is  higher  in 
the  more  severe  cases  than  in  the  milder 
ones. 

An  excellent  paper  by  Irby  et  aid  en- 
titled “Peripheral  Neuritis  Associated  With 
Rheumatoid  Arthritis”  appeared  in  the  first 
issue  of  the  journal  Arthritis  and  Rheuma- 
tism, the  official  journal  of  the  American 
Rheumatism  Association.  They  reported 
six  patients  with  severe  rheumatoid  arthidtis 
who  developed  peripheral  neuritis.  A brief 
summary  of  their  observations  in  these  cases 
is  pertinent  to  our  discussion.  Most  recent 
reports  have  described  peripheral  neuritis 
in  steroid-treated  rheumatoid  arthritis  as  a 
clinical  feature  of  a fulminating  polyai’ter- 
itis.  Of  these  six  cases,  however,  five  were 
still  living  10  to  24  months,  and  1 died  5 
years  after  the  onset  of  peripheral  neuritis. 
With  the  development  of  peripheral  neuritis, 
the  pain,  numbness,  tingling,  and  burning  of 
the  extremities  became  the  chief  conceim  of 
these  patients  and  the  pain  and  stiffness  re- 
sulting from  the  arthritic  disease  seemed 
much  less  troublesome,  as  was  true  in  our 
case.  In  these  cases  the  neui'opathy  was 
manifested  primarily  as  a disturbance  of 
sensory  components.  No  definite  muscular 
paralyses  were  described.  Histologic  evi- 
dence gained  from  two  of  three  cases  and 
clinical  evidence  in  the  others  (indolent  cu- 
taneous ulcers,  one  dying  of  cerebral  hem- 
on-hage  with  hypertension)  suggested  to  the 
authoi*s  that  an  inflammatoiy  vascular  lesion 
of  the  nerve  trunk  was  the  probable  cause  of 
the  peripheral  neuritis.  They  believed  that 
steroid  therapy  played  a positive  role,  prob- 
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ably  activating  a domiant  vasculitis.  Of 
these  6 patients,  five  were  still  living  at  the 
time  of  the  repoi-t  but  there  had  been  veiy 
little  improvement  in  the  symptoms  of 
peripheral  neuritis.  Attempts  to  reduce  the 
maintenance  dose  of  steroid  were  unsuccess- 
ful, and  all  continued  under  treatment  with 
prednisone  or  hydrocortisone. 

More  recently,  Aronoff  et  al.'^  reported 
two  patients  with  rheumatoid  arthritis  who 
developed  signs  of  peripheral  neuritis  with 
bilateral  foot  drop,  wrist  drop,  pleuritis,  and 
conjunctivitis;  in  one  patient,  pericarditis 
and  multiple  necrotic  skin  lesions  were  also 
present.  In  both  cases,  severe  neuritis  de- 
veloped while  the  patients  were  receiving- 
prednisone,  improved  considerably  when  this 
drug  was  stopped  and  ACTH  was  given, 
then  recurred  when  prednisone  was  given 
again.  In  one  case  the  neuritis  and  mus- 
cular paralyses  persisted  and  became  even 
more  severe  when  ACTH  was  given  a sec- 
ond time,  then  gradually  cleared  completely 
by  the  end  of  one  year  after  both  ACTH 
and  prednisone  were  discontinued.  In  the 
other  case,  the  course  was  one  of  progressive 
deterioration  after  both  ACTH  and  predni- 
sone were  discontinued,  and  the  patient  ex- 
pired some  10  months  after  the  onset  of  the 
final  phase  of  his  illness.  Lesions  character- 
istic of  polyarteritis  nodosa  were  found  in 
several  biopsy  specimens. 

All  the  reports  found  in  the  recent  litera- 
ture bear  in  their  titles  the  term  arteritis, 
polyarteritis,  or  vasculitis,  and  the  peripher- 
al neuritis  is  described  only  as  a part  of  this 
general  syndrome. 

Our  patient  exhibited  no  other  clinical 
signs  of  arteritis  or  vasculitis  than  the  se- 
vere progressive  peripheral  neuritis  and 
pi’obably  also  central  neuronitis  or  central 
nervous  system  lesions  of  some  kind.  He 
did  not  have  hypertension,  evidence  of  renal 
disease,  measurable  pulmonary  or  cardiac 
lesions,  skin  lesions  such  as  indolent  ulcers 
or  gangrene,  nor  evidence  of  involvement  of 
any  other  organs  by  vascular  disease.  It  is 
to  be  noted,  also,  that  he  did  not  show  the 
L.E.  cell  phenomenon  in  the  peripheral  blood 
and  the  muscle  biopsy  did  not  show  arter- 
itis. Perhaps,  as  has  been  suggested,  there 
may  be  two  different  kinds  of  arteritis  — 
one  kind  affecting  all  different  bodily  or- 
gans including  nerve  trunks  and  the  other 
affecting  the  arterioles  and  small  arteries 
only  in  the  nerve  trunk. 


Comment 

Although  patients  illustrating  the  associa- 
tion of  rheumatoid  arthritis  and  polyarter- 
itis nodosa  who  have  not  received  adrenal 
corticoids  have  been  reported,®  they  have 
been  few  in  number  and  seemingly  repre- 
sent, primarily,  cases  of  vasculitis  or  arter- 
itis with  arthritis  occurring  in  the  course  of 
that  disease  entity.  Nearly  all  of  the  re- 
ports in  the  recent  literature  definitely  in- 
dicate that  the  polyarteritis  and  related 
neuritis  occurring  in  the  course  of,  and  well 
after  the  onset  of,  generalized  rheumatoid 
arthritis  are  related  to  the  use  of  adrenal 
cortical  steroid  preparations  in  the  treat- 
ment of  the  arthritis.  Most  of  those  who 
have  died  exhibited  vascular  lesions  in  per- 
ipheral nerves  as  well  as  most  other  organs, 
and  this  seems  to  be  the  best  explanation 
for  the  clinical  symptoms  and  findings  of 
neuritis.  Nearly  all  of  the  patients  still  liv- 
ing at  the  time  of  being  reported  continued 
to  have  severe  or  significant  neuritis  and 
the  great  majority  also  some  collateral  evi- 
dence of  arteritis.  However,  it  must  be  re- 
membered that  the  more  severe  and  persist- 
ent cases  are  the  ones  most  likely  to  be  re- 
ported in  the  medical  literature  and  the  less 
severe  cases  and  the  ones  who  recover  are 
much  less  likely  to  be  reported. 

Many  patients  probably  have  neuritis  as- 
sociated with  rheumatoid  arthritis,  which  is 
of  the  variety  described  in  the  above  para- 
graphs, but  their  pains  and  paresthesias  are 
attributed  to  compression  or  irritation  of 
nerve  roots  by  the  arthritis  of  the  spine.  We 
believe  it  is  possible  and  important  to  dif- 
ferentiate these  nerve  root  pains  from  those 
of  peripheral  neuritis  probably  due  to  vas- 
cular lesions.  In  the  former,  if  active  in- 
flammatory joint  disease  is  present,  adrenal 
corticoids  should  be  of  help  and  in  the  latter 
they  should  probably  not  be  used  at  all. 
Nerve  root  pains  follow  the  distribution  of 
dermatomes  corresponding  to  the  segments 
affected,  rarely  if  ever  cause  any  motor  loss, 
and  the  subjective  symptoms  are  far  out  of 
proportion  to  the  objective  signs.  In  time 
peripheral  neuritis  the  location  and  distri- 
bution of  the  pain  and  paresthesias  corre- 
sponds to  the  known  distribution  of  periph- 
eral nerve  trunk  fibers,  is  usually  accom- 
panied by  some  motor  weakness  or  even  com- 
plete paralysis  of  some  muscle  groups,  and 
may  be  “spotty”  in  distribution  or  affect  an 
extremity  in  a glove-  or  stocking-type 
fashion.  Also,  in  peripheral  neuritis  the 
symptoms  and  findings  appear  first  in  the 
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most  distal  parts  of  the  extremities  and 
progress  centrally,  while  nerve  root  pains 
and  the  minimal  findings  occur  first  cen- 
trally, usually  on  the  trunk  or  neck;  and  if 
the  extremities  are  affected  this  comes  later 
and  in  radiating  fashion  from  proximal  to 
distal  parts. 

In  the  case  of  nerve  root  pains  or  “neu- 
ritis” secondary  to  inflammatory  joint  dis- 
ease of  the  spine,  treatment  with  large  doses 
of  vitamins  Bjo  and  (thiamin)  given  par- 
enterally  together  with  the  usual  physical 
therapeutic  measures  and  analgesics,  and 
occasionally  adrenal  corticoids  or  phenyl- 
butazone, is  usually  very  helpful.  In  the 
cases  of  true  peripheral  neuritis  due  to 
nerve  trunk  disease  no  treatment  has  been 
found  which  is  of  any  particular  value  other 
than  the  usual  symptomatic  and  supportive 
measures.  It  does  seem  impoifant  to  avoid 
giving  these  patients  adrenal  corticoid  prep- 
arations and  probably  also  to  avoid  long- 
term ACTH  therapy.  If  the  patient  is  al- 
ready receiving  such  treatment,  it  is  very 
important  to  observe  the  rule  of  gradual  re- 
duction of  dosage. 

It  is  difficult  to  reconcile  the  conflicting 
clinical  data  which  indicate  that,  on  the  one 
hand,  treatment  of  rheumatoid  arthritis 
with  adrenal  corticoid  preparations  may 
cmise  arteritis  with  severe  and  fatal  com- 
plications and,  on  the  other  hand,  that  the 
treatment  of  patients  with  arteritis  as  their 
primary  disease  with  the  same  adrenal  corti- 
coid preparations  may  result  in  great  im- 
provement. It  has  been  suggested  that  the 
steroids  may  appear  to  cause  or  activate  ar- 
teritis in  rheumatoid  arthritis  because  these 
patients  do  not  need  steroids  othei*wise  and 
so  the  steroids  are  a cause  of  stress  or  in- 
jury to  connective  tissue.  The  same  steroids 
may  help  arteritis  in  patients  with  lupus 
errthematosis  or  polyarteritis  nodosa  or  non- 


specific arteritis  because  these  patients  have 
at  least  a relative  need  for  them  to  combat 
stress  already  in  force. 2 

Summary 

Severe  progressive  peripheral  neuritis 
and  central  neuronitis  occurring  in  a patient 
under  treatment  with  adrenal  corticoid 
preparations  for  severe  generalized  rheuma- 
toid arthritis  has  been  described. 

A review  of  the  recent  medical  literature 
suggests  that  this  type  of  neuritis  is  due 
to  vascular  lesions,  resembling  polyarteritis 
nodosa,  in  the  nerve  trunks. 

These  vascular  lesions  and  hence  the  neu- 
ritis they  produce  are  apparently  often  due 
to  the  effects  of  adrenal  corticoid  prepara- 
tions. The  most  severe  cases  are  those  who 
show  other  evidences  of  hypercortisonism. 

The  physician  should  carefully  differen- 
tiate neuritic  root  pains  due  to  adjacent  in- 
flammatory arthritic  disease  from  true  per- 
ipheral neuritis  due  to  nerve  trunk  disease 
on  an  arteritis  basis,  so  that  adrenal  corti- 
coid preparations  can  be  omitted  from  the 
plan  of  treatment  in  the  latter  cases. 
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More  than  1300  representatives  of  the  medical  profession  an-i 
business  and  community  leaders  are  serving  on  the  boards  of  di- 
rectors of  the  68  Blue  Shield  Plans  in  the  United  States.  Nine 
hundred  and  five  of  the  1300  trustees  are  physicians.  This  fact 
indicates  the  extent  to  which  the  leadership  and  guidance  of  doctors 
themselves  is  applied  to  the  development  of  the  Blue  Shield  pi’ogram. 
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Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 

May  6,  Ogallala,  Elks  Club 
May  20,  Lexington,  High  School  Building 
June  3,  Alliance,  Central  School  Building 
June  17,  Wayne,  Wayne  Teachers’  College 

ANNUAL  MEETING  of  the  American  Med- 
ical Association,  June  26-30,  1961,  New 
York  City. 

ILLINOIS  STATE  MEDICAL  SOCIETY— 
Annual  meeting.  Hotel  Sherman,  Chicago, 
May  14-18,  1961. 

NATIONAL  TUBERCULOSIS  ASSOCIA- 
TION — Joint  meeting  with  American 
Thoracic  Society  and  National  Confer- 
ence on  Tuberculosis,  Cincinnati,  Ohio, 
May  21-25,  1961. 

MINNESOTA  STATE  MEDICAL  ASSO- 
CIATION — Annual  meeting,  St.  Paul 
Municipal  Auditorium,  May  22-24,  1961. 

AMERICAN  COLLEGE  OF  SURGEONS— 
48th  Annual  Clinical  Congress,  Atlantic 
City,  N.J.,  October  15-19,  1961. 


Medicare  in  Operation 

NoiTnal  newborn  care  of  an  infant  is  au- 
thorized in  the  hospital  under  code  No.  0022 
of  the  Medicare  Manual  and  Schedule  of 
Procedures.  When  the  physician  performing 
the  delivery  also  renders  the  normal  new- 
born care,  50  per  cent  of  the  maximum  al- 
lowance under  code  No.  0022  is  authorized. 
No  follow-up  office  care  or  immunizations 
are  compensable. 

When  in  hospital  care  is  rendered  to  a 
premature  infant,  these  services  are  au- 
thorized under  code  No.  0023  and  0024  of 
the  Medicare  Manual  and  Schedule  of  Pro- 
cedures. The  physician  performing  the  de- 
livery may  also  be  paid  for  care  of  the  pre- 
mature newborn. 

When  a newborn  infant  develops  a medi- 
cal complication,  payment  is  authorized  un- 
der code  No.  0018  of  the  Medicare  Manual 
and  Schedule  of  Procedures. 

In  the  case  of  multiple  births  50  per  cent 
is  authorized  for  newborn  care  of  each  ad- 
ditional infant. 


BLOOD  TRANSFUSION  SERVICES 

In  surveying  hospitals,  it  has  become  ap- 
parent to  the  Joint  Commission  on  Accredi- 
tation of  Hospitals  that  there  is  need  on  the 
local  hospital  level  for  an  educational  pro- 
gram to  review  blood  transfusion  practices. 
This  should  concern  not  only  those  physi- 
cians interested  in  blood  banking  but  all 
those  who  prescribe  the  use  of  blood  and 
blood  products  in  transfusion  therapy. 

There  are  two  organizations  which  in- 
spect and  accredit  or  license  blood  banks, 
the  American  Association  of  Blood  Banks 
and  the  National  Institutes  of  Health  of  the 
United  States  Public  Health  Service.  These 
programs  are  primarily  concerned  with 
those  aspects  of  blood  banking  which  include 
the  procurement  and  processing  of  blood  for 
use  in  therapy.  These  programs  are  vital 
for  the  safety  of  transfusions  and  should  be 
supported,  but  strict  attention  should  also 
be  given  to  the  proper  handling  and  use  of 
blood  in  patient  care.  It  is  particularly  this 
aspect  of  blood  transfusion  practice  which 
the  Commission  believes  should  be  studied 
and  evaluated  by  the  local  hospital  staff  and 
a mechanism  established  to  insure  continued 
supervision  and  review. 

The  mechanism  by  which  this  is  accom- 
plished should  be  determined  by  the  local 
hospital  staff.  It  knows  best  how  it  can  be 
done  effectively  as  a part  of  the  over-all  re- 
view of  clinical  practice. 

The  Joint  Blood  Council,  Inc.,  whose 
members  are  the  American  Medical  Asso- 
ciation, the  American  Hospital  Association, 
the  American  National  Red  Cross,  the  Amer- 
ican Society  of  Clinical  Pathologists,  and 
the  American  Association  of  Blood  Banks, 
has  contributed  a great  deal  to  the  im- 
provement of  blood  banks  and  blood  trans- 
fusion services  in  hospitals.  Although  the 
Commission  does  not  require  their  adoption, 
the  Council  has  made  the  following  recom- 
mendations which  the  Commission  endorses ; 

“1.  That  each  hospital  institute  a re- 
view of  all  transfusions  of  blood 
and  blood  derivatives  by  one  of  the 
existing  committees  of  the  medical 
staff  or  by  a separate  transfusion 
committee. 

“2.  That  it  be  the  responsbility  of  this 
committee  to  make  recommendations 
to  the  medical  staff  concerning  the 
proper  use  of  blood  and  blood  deriva- 
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tives  in  that  hospital.  The  formula- 
tion of  these  policies  should  be  con- 
sistent with  good  medical  practice. 
The  committee  should  be  guided  by 
the  Standards  of  the  Joint  Blood 
Council  and  the  American  Associa- 
tion of  Blood  Banks  and  other  au- 
thorities. The  hospital  pathologist 
should  be  a member  of  this  review 
committee  and  the  committee  should 
have  representation  from  all  clinical 
seiwices. 

“3.  That  there  be  adequate  procedures 
for  identification  and  compatibility 
testing  of  blood  in  the  hospital  under 
the  immediate  supeiwision  of  a physi- 
cian, and  these  procedures  shall  be 
made  a matter  of  record  with  the 
transfusion  committee  of  the  medical 
staff. 

“4.  That  this  committee  review  all  trans- 
fusion reactions  occurring  in  the 
hospital,  making  a complete  investi- 
gation concerning  possible  causes  of 
these  reactions,  and  based  on  these 
investigations  make  recommenda- 
tions to  the  medical  staff,  if  neces- 
sary, for  improvement  of  blood  trans- 
fusion practice.” 

(From  Bulletin  of  the  Joint  Commission 
on  Accreditation  of  Hospitals,  March,  1961). 


PHYSICIANS  AGAINST  POLIO 

News  of  recommended  polio  inoculation  poli- 
cies, “Babies  and  Breadwdnners”  polio  cam- 
paign program  for  1961,  and  immunization 
progress  from  the  American  Medical  Associa- 
tion. 

Despite  the  giant  strides  made  in  the  bat- 
tle against  poliomyelitis  since  the  introduc- 
tion of  Salk  vacine  in  1955,  the  crippling 
disease  still  remains  a serious  public  health 
menace.  Latest  estimates  of  the  U.S.  Public 
Health  Service  show  that  40  per  cent  of  the 
nation’s  population  has  not  been  inoculated 
against  polio  — 38  per  cent  of  children  5 
years  and  under,  63  per  cent  of  men  aged 
20-40,  48  per  cent  of  women  aged  20-40  — 
with  a high  portion  of  this  group  from  low 
income  areas.  These  are  segments  of  the 
population,  never  reached  by  previous  polio 
appeals,  that  will  require  special  attention 
if  the  1961  polio  campaign  is  to  be  success- 
ful. As  long  as  “islands  of  unvaccinated 
persons”  exist  even  within  well-vaccinated 


communities,  polio  epidemics  remain  a seri- 
ous threat. 

The  A.M.A.,  in  a resolution  passed  by  the 
House  of  Delegates  in  December,  is  again 
urging  the  medical  profession  to  cooperate 
fully  in  a renewed  campaign  during  1961 
with  the  U.S.  Public  Health  Seiwice  and  Na- 
tional Foundation  to  stamp  out  paralytic 
polio. 

The  A.M.A.  resolution  reads : “In  view  of 
the  fact  that  oral  polio  vaccine  will  not  be 
generally  available  in  sufficient  quantity  in 
1961  for  any  large  scale  immunizing  effort, 
the  Board  of  Tnistees  of  the  A.M.A.  strong- 
ly recommends  that  the  medical  profession 
encourage  the  widest  possible  use  of  the 
Salk  vaccine  . . . and  since  many  segments 
of  the  population  are  not  immunized  against 
poliomyelitis  every  effort  should  be  made  to 
encourage  the  general  public  to  take  advan- 
tage of  the  Salk  vaccine  without  delay.” 

Last  January  the  Surgeon  General’s  Com- 
mittee on  Poliomyelitis  Control  met  in  At- 
lanta, Ga.,  to  advise  the  Surgeon  General  on 
the  means  for  carrying  forward  the  fight 
against  polio.  Here  are  the  goals  and  pri- 
orities for  the  1961  progi*am  as  developed 
by  the  committee: 

Every  person  should  be  fully  immun- 
ized against  polio. 

Immunization  campaigns  should  be 
intensive  in  neighborhoods  with  less 
than  85  per  cent  vaccination  in  groups 
under  age  6,  where  epidemics  are  most 
likely  to  occur. 

The  first  priority  gi'oups  to  receive 
“complete  and  early  coverage”  should 
be  infant  and  pre-school  groups  under 
6 years  of  age.  Other  children  under 
10  and  parents  of  young  children  com- 
prise the  second  priority  group. 

Other  recommendations  included  in  the 
Surgeon  General’s  committee  report,  which 
is  enclosed  with  this  letter: 

The  “Babies  and  Breadwinners”  polio 
campaign  plan,  which  is  sponsored 
jointly  by  the  A.M.A.,  U.S.P.H.S.  and 
National  Foundation,  should  be  widely 
distributed  and  used  as  a blueprint  for 
action  by  organizations  spearheading 
the  1961  polio  drive.  The  plan  is  de- 
signed to  encourage  local  community 
drives  aimed  at  reaching  the  lower 
socio-economic  and  younger  age  gi'oups 
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at  the  neighborhood  level.  (A  copy  is 
enclosed). 

Community-sponsored  polio  immun- 
ization programs  should  be  planned  and 
carried  out  in  close  cooperation  with 
local  medical  societies.  All  communi- 
ties should  conduct  periodic  evaluation 
of  their  polio  immunization  status. 

The  schedule  of  Salk  vaccine  shots 
will  remain  about  the  same  as  followed 
during  previous  campaigns  — the  sec- 
ond shot  to  be  given  one  month  after 
the  first,  the  third,  seven  months  after 
the  second  or  before  the  next  polio  sea- 
son, and  the  fourth  one  year  later.  This 
applies  to  all  persons  except  infants  un- 
der 6 months. 

Every  effort  will  be  made  to  encour- 
age early  production  and  availability 
of  an  oral  vaccine  and  dosage  schedules 
will  be  recommended  when  the  oral 
vaccine  becomes  available. 

U.S.P.H.S.  will  continue  to  expand  its 
surveillance  program. 

The  1961  Polio  Vaccination  Program  will 
require  special  effort  directed  toward  low 
income  groups  not  normally  reached  by  pri- 
vate physicians  in  their  offices  or  even 
through  special  polio  clinics.  A new  ap- 
proach to  the  problem  is  proposed  in  the 
“Babies  and  Breadwinners”  campaign  plan, 
which  carries  specific  suggestions  for  or- 
ganizing local  polio  drives.  These  local 
campaigns  should  be  the  joint  effort  of  med- 
ical societies,  boards  of  health,  and  volun- 
tary health  agencies.  The  campaign  should 
be  launched  before  April  1 so  that  everyone 
can  receive  at  least  three  shots  before  the 
summer  polio  season. 

The  Advertising  Council  of  New  York 
under  the  sponsorship  of  the  A.M.A., 
U.S.P.H.S.,  and  National  Foundation  has 
volunteered  its  services  in  launching  an- 
other national  polio  promotional  campaign 
in  April.  So  far  as  possible,  local  cam- 
paigns should  be  tied  in  with  this  nation- 
wide effort. 

The  key  to  success  in  the  1961  vaccination 
program  will  be  activity  on  the  local  level, 
and  such  activity  must  have  medical  leader- 
ship if  it  is  to  achieve  its  ultimate  goal  of 
polio  vaccination  for  all  persons  under  40. 

Julian  Price,  M.D.,  Chairman, 
Board  of  Trustees. 


“FUN  FOR  THE  YOUNG  SET” 

Small  Fry  and  Teen-age  A.M.A.  Convention 
Program 

Participation  by  ticket  only.  Please  register  and 
secure  badge  and  tickets.  Advance  reservations 
recommended. 

“Gulliver’s  Trails” 

Gulliver’s  Trails,  Inc.,  the  only  and  widely 
heralded  children’s  tour  program  in  New 
York,  has  set  up  a special  service  for  chil- 
dren accompanying  their  parents  to  the 
American  Medical  Association  Convention  in 
June. 

The  special  program  was  planned  under 
the  auspices  of  the  Woman’s  Auxiliary  to  the 
A.M.A.  It  will  be  in  effect  from  June  26 
through  July  1 for  children  from  the  ages 
of  five  through  12. 

The  youngsters  will  be  called  for  indi- 
vidually every  morning  and  taken  to  a vari- 
ety of  spots  in  New  York  City  which  have 
always  delighted  and  gladdened  the  hearts 
of  children  such  as  amusement  parks  and 
zoos.  The  trips  will  start  at  9 or  10  a.m. 
and  average  about  6 hours  except  for  Fri- 
day, June  30  which  will  be  a half  day  tx*4p 
from  9 to  1 :30  p.m.  They  will  be  returned 
to  the  hotels  each  afternoon  between  3 :30 
and  4:00  p.m. 

Gulliver’s  Trails  has  won  nationwide  pub-  " 
licity  for  their  unusual  and  appealing  chil- 
dren’s sightseeing  trips  offered  to  families 
visiting  New  York.  'The  tours  are  conduct- 
ed and  supervised  by  experienced  teachers 
and  counselors.  Children  are  transported 
in  station  wagons,  limousines  or  buses.  A 
counselor  is  assigned  to  a gi'oup  of  eight 
children  under  the  age  of  nine  and  one 
counselor  to  a group  of  ten  children  over  the 
age  of  nine. 

Among  the  famous  places  to  be  explored 
are  Chinatown,  the  Statue  of  Liberty,  Free- 
domland  (a  $65  million  amusement  park 
known  as  the  “Disneyland  of  the  East”), 
and  the  world-famous  Bronx  Zoo.  Other 
special  features  are  a personalized  TV 
Studio  tour,  the  aquarium  and  world-famous 
Steeplechase  Park  in  Coney  Island. 

The  cost  for  a full  day  is  $10.00  per 
child.  This  includes  all  expenses  and  lunch. 
Parents  reseiwing  full  day  schedules  for  3 
days  will  be  offered  a special  price  of  $25.00. 
Friday’s  tour  will  cost  $7.00. 

Gulliver’s  Trails  is  under  the  direction  of 
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Seena  Hamilton,  travel  writer  and  lecturer 
who  is  also  the  wife  of  a New  York  Intern- 
ist. 

In  order  to  accommodate  women  attend- 
ing early  meetings  of  the  Woman’s  Aux- 
iliary, children  will  be  picked  up  Monday 
through  Wednesday  at  8 :50  a.m.  at  the  Ho- 
tel Roosevelt.  On  Thursday  and  Saturday 
children  will  be  picked  up  at  any  hotel  in 
mid-town  Manhattan,  and  tours  will  start  at 
10:00  a.m. 

Parents  interested  in  these  tours  are  re- 
quested to  make  reservations  as  early  as 
possible  in  order  to  insure  a place  for  their 
children.  Information  or  reservations  can 
be  obtained  by  writing  to : 

Seena  Hamilton,  President 
Gulliver’s  Trails,  Inc. 

25  Central  Park  West 
New  York  23,  New  York 

Evening  teen-age  programs  will  also  be 
available  for  groups  of  15  or  more  children 
and  will  include  visits  to  such  places  as  Free- 
domland.  Coney  Island,  tours  of  well  knowm 
magazines,  off  Broadway  theatres  or  teen- 
age clubs  in  Greenwich  Village.  These 
tours  all  include  dinner,  will  be  well  super- 
vised and  will  range  in  price  from  $8.50  to 
$13.95. 


AMERICAN  NURSES  FOUNDATION,  INC. 

The  American  Nurses  Foundation  was  es- 
tablished in  1955  by  the  American  Nurses 
Association,  after  five  years  of  intensive 
study  to  meet  pressing  needs  for  effective, 
organized  research  in  nursing  and  patient 
care. 

The  foundation  serves  as  the  key  national 
organization  for  clearing  and  coordinating 
research  on  nursing.  It  not  only  conducts 
research  but  also  endeavors  to  preserve, 
analyze,  evaluate  and  disseminate,  in  the 
public’s  interest,  the  results  of  nursing  re- 
search. One  of  the  fundamental  policies  is 
to  concentrate  on  areas  of  research  not  cov- 
ered by  others. 

Projects  conducted  by  the  Foundation  it- 
self include  studies  in  public  health  nurs- 
ing, a program  for  the  regular  exchange  of 
information  with  visiting  foreign  nurses,  a 
program  to  assist  Hungarian  refugee  nurses 
to  prepare  for  licensure  and  practice  in  the 
United  States,  and  a five-year  study  (be- 


gun in  1959)  of  family  and  patient  adjust- 
ments to  the  crisis  of  cardiac  disease. 

Four  areas  of  study  will  be  emphasized 
in  future  research.  They  are  nursing  proce- 
dures, effects  on  nursing  due  to  changing 
patterns  of  patient  care,  effects  of  adminis- 
trative organization  on  patient  care,  and 
nursing  needs  of  patients  and  nursing  in  dif- 
ferent categories  of  illness. 

A nationwide  fund  campaign  is  under- 
way to  raise  $1,000,000  to  cover  the  basic 
program  of  the  Foundation.  The  long-range 
objective  is  for  an  additional  $1,000,000  to 
help  assure  the  future  security  of  the  nurs- 
ing research  program.  Nebraska’s  goal  is 
$25,000.  The  state  co-chaiiTnen  are  Miss 
Dorothy  Patach,  R.N.,  and  Mr.  Fred  Brod- 
key.  The  honoraiy  chairman  is  Nebraska’s 
first  lady,  Mrs.  Frank  Morrison.  One  of  the 
national  sponsors  is  Mr.  A.  F.  Jacobson, 
President  of  the  Northwestern  Bell  Tele- 
phone Co. 

Subscription  to  the  Foundation  are  tax 
deductible  and  are  being  received  at  the  Ne- 
braska office  of  the  American  Nurses  Foun- 
dation, Inc.,  510  Securities  Building,  Omaha, 
Nebraska. 


Medicine  in  the  News 

From  the  Omaha  World-Herald — 

Two  research  grants  to  the  University  of 
Nebraska  have  been  announced  by  the  Ne- 
braska division  of  the  American  Cancer  So- 
ciety. 

A $29,381  grant  to  study  secretions  of 
hormones  went  to  Dr.  Hilton  Salhanick,  as- 
sociate professor  in  the  Department  of  Ob- 
stetrics and  Gynecology  in  the  College  of 
Medicine. 

Working  with  him  are  Drs.  James  War- 
ren and  John  Swanson. 

One  of  the  aims  of  the  study  is  to  define 
the  line  between  hormone  secretion  and  can- 
cer. 

The  university  also  received  an  institu- 
tional research  grant  of  12  thousand  dollars. 

From  the  Gering  Courier — 

Dr.  W.  C.  Harvey,  Sr.,  was  honored  in 
March  for  40  years  of  service  to  the  medical 
profession.  A tea,  sponsored  by  the  West 
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Nebraska  General  Nurses  alumni  associa- 
tion, was  held  for  Dr.  Harvey. 

Dr.  Harvey  graduated  from  the  Univer- 
sity of  Nebraska  College  of  Medicine  in 
1920,  and  has  been  actively  engaged  in  the 
practice  of  medicine  in  this  community  since 
that  time. 

From  the  Lincoln  Star — 

Between  one  and  five  Nebraska  doctors 
may  be  drafted  into  the  U.S.  Air  Force,  ac- 
cording to  a “very  rough  estimate”  made  by 
Col.  Francis  S.  Drath. 

The  deputy  state  selective  service  director 
added,  however,  that  no  official  call  “if  we 
get  one  at  all”  — has  been  received  from 
Washington. 

The  Defense  Department  has  issued  a call 
for  a draft  of  250  doctors  to  serve  in  the 
U.S.  Air  Force. 

From  the  Omaha  World-Herald — 

Staff  doctors  at  St.  Catherine’s  Hospital, 
Omaha,  have  established  a 15-hundred  dol- 
lar memorial  to  furnish  a private  room  in 
the  new  Archbishop  Bergan  Mercy  Hospital 
as  a memorial  to  the  late  Dr.  Matt  Severin. 

The  Dr.  Severin  memorial  is  in  addition  to 
the  more  than  250  thousand  dollars  already 
donated  toward  the  new  building  by  St. 
Catherine’s  medical  staff. 

From  the  South  Sioux  City  Star — 

Dr.  C.  E.  Richards,  Newcastle,  recently 
completed  50  years  of  medicine  practice  in 
this  community.  A graduate  of  the  North- 
western University  Medical  School,  he  prac- 
ticed at  Hopedale,  Illinois,  five  years  before 
coming  to  the  Dixon  County  community  in 
1910. 

He  arrived  in  an  old  chain-driven  Buick 
but  found  it  necessary  to  make  most  of  his 
calls  by  buggy  or  sled. 

Today,  he’s  almost  as  proud  of  his  ability 
to  drive  a spirited  team  — as  he  is  of  the 
success  of  his  practice. 

Dr.  Richards  does  not  plan  to  retire. 
“There  would  be  no  doctor  here  if  I did. 
These  folks  need  me.” 

He  still  makes  emergency  calls  at  night 
by  car.  His  wife  passed  away  a few  years 
ago  but  Dr.  Richards  still  keeps  his  home. 


cares  for  his  vegetable  and  flower  garden, 
orchard  and  bees.  He’s  his  own  housekeep- 
er and  cooks  his  own  breakfast. 

Dr.  Richards  is  one  who  practices  what  he 
prescribes.  As  he  says,  “Keep  your  mind 
clear  by  use,  your  body  healthy  by  exercise 
and  live  a balanced  life  in  every  way.” 

From  the  Omaha  World-Herald — 

Two  grants  totaling  $30,500  have  been  re- 
ceived by  Creighton  University  School  of 
Medicine. 

Dr.  Harold  A.  Ladwig,  assistant  professor 
of  neurology,  was  awarded  a 23-thousand 
dollar  teaching  grant  from  the  National  In- 
stitute of  Neurological  Diseases  and  Blind- 
ness. 

Dr.  I.  C.  Wells,  chairman  of  the  Depart- 
ment of  Bio-chemistry,  received  a 75-hun- 
dred dollar  grant  from  the  National  Insti- 
tutes of  Health  for  a study  of  the  metabolic 
effect  of  chlorine. 


Doctors  in  the  News 


DR.  J.  HARRY  MURPHY 


The  appointment  of  Dr.  J.  Harry  Mur- 
phy as  Medical  Director  of  Children’s  Ther- 
apy Center  was  announced  recently.  Dr. 
Murphy,  a pediatrician,  has  just  completed 
two  years  as  president  of  the  medical  staff 
at  Children’s  Memorial  Hospital.  Formerly 
head  of  the  Pediatrics  Department  at 
Creighton  University  School  of  Medicine,  he 
continues  as  professor  of  pediatrics  at 
Creighton. 
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Dr.  Murphy  emphasized  that  his  accept- 
ance of  the  appointment  was  based  on  his 
belief  that  Omaha  is  rapidly  becoming  one 
of  the  nation’s  top  medical  centers,  and  his 
feeling  that  the  Children’s  Therapy  Center 
is  an  important  factor  in  Omaha’s  progress 
in  that  direction. 

Dr.  Murphy  said  that  the  Children’s  Ther- 
apy Center  is  more  than  a “facility”  with 
only  limited  activities;  instead  it  is  a com- 
plete “Center”  with  trained  staff  members 
and  every  facility  for  examination,  treat- 
ment and  rehabilitation  of  the  handicapped 
child.  Dr.  IMurphy  stated  that  it  would  be 
his  objective  to  establish  a comprehensive 
program  involving  service,  education  and 
research,  all  of  which  are  necessary  if  the 
Center  is  to  fulfill  its  function.  Com- 
menting on  specific  programs  for  the  fu- 
ture, Dr.  Murphy  said  that  the  establish- 
ment of  a pre-school  for  handicapped  chil- 
dren is  high  on  his  list. 

Dr.  Dwight  Frost,  who  has  been  associat- 
ed with  the  Center  since  its  beginning,  will 
continue  as  consultant  in  rehabilitation  med- 
icine. 

Dr.  Paul  N.  IMorrow,  associate  professor 
of  pediatrics  at  the  University  of  Nebraska 
College  of  Medicine,  was  appointed  asso- 
ciate director  of  the  Therapy  Center. 


Human  Interest  Tales 

Dr.  Harold  Neu,  Omaha,  attended  an  in- 
stitute in  Waco,  Texas,  in  March. 

Dr.  and  Mrs.  Frank  Brewster,  Holdrege, 
left  on  March  8th  for  a 65-day  world  tour. 

Dr.  C.  M.  Coe,  Wakefield,  has  been  elect- 
ed president  of  the  Five  County  Medical  So- 
ciety for  the  coming  year. 

Dr.  Paul  Bancroft,  Lincoln,  was  a guest 
speaker  at  a recent  meeting  of  the  Jaycee 
Jaynes  in  Nebraska  City. 

The  Nebraska  and  Iowa  chapters  of  the 
American  Academy  of  General  Practice  held 
a one-day  sjTnposium  in  Omaha. 

Drs.  A.  H.  Bonebrake  and  R.  C.  Weldon, 
Nebraska  City,  recently  moved  into  their 
newly  completed  medical  building. 


Dr.  J.  P.  Gilligan,  Nebraska  City,  has 
been  elected  a member  of  the  board  of  direc- 
tors of  the  Farmers  Bank  in  that  city. 

Dr.  Thaddeus  P.  Krush,  Omaha,  was  the 
principal  speaker  at  a recent  meeting  of 
the  Columbian  School  PTA  in  that  city. 

Dr.  J.  J.  O’Neil,  Omaha,  has  been  elected 
to  the  biological  and  medical  science  section 
of  the  New  York  Academy  of  Sciences. 

Dr.  Jack  Wisman,  North  Piatte,  was  a 
guest  speaker  at  the  March  meeting  of  the 
Lincoln  County  Medical  Society  Auxiliary. 

Dr.  Leo  Wieler,  Omaha,  is  making  plans 
to  open  his  office  in  Blue  Hill  following  the 
completion  of  his  internship  at  an  Omaha 
hospital. 

Dr.  J.  D.  McCarthy,  Omaha,  was  a guest 
speaker  at  the  IMarch  meeting  of  the  Oma- 
ha Branch,  American  Association  of  Uni- 
versity Women. 

Dr.  Benjamin  0.  Martin,  Lincoln,  will  be 
associated  with  Dr.  Ben  C.  Bishop  of  Craw- 
ford following  the  completion  of  his  intern- 
ship at  the  end  of  June. 

Dr.  Homer  Davis,  Genoa,  at  the  age  of 
92,  has  just  completed  the  writing  of  his 
memoirs.  Dr.  Davis  started  practicing  in 
this  community  in  1900. 

Dr.  James  Carlson,  Lincoln,  will  open  his 
office  in  Verdigi’e  beginning  July  1st.  Dr. 
Carlson  is  currently  completing  his  intern- 
ship at  a Lincoln  hospital. 

Dr.  M.  W.  Hineman,  Hemingford,  has 
closed  his  office  in  this  community  and 
moved  to  Gordon  where  he  is  associated  with 
Drs.  F.  W.  Wanek  and  W.  K.  Wolf. 

Dr.  Robert  Westfall,  Albion,  has  an- 
nounced plans  to  take  a four-year  residency 
in  surgery  at  the  University  of  Nebraska 
College  of  Medicine  beginning  in  July. 

Dr.  Richard  S.  Greenberg,  Omaha,  has 
been  named  Assistant  Professor  and  Chair- 
man of  the  Department  of  Ophthalmology 
at  Creighton  University  School  of  Medicine. 

Dr.  Robert  J.  Benford,  formerly  of  Oma- 
ha, has  presented  a collection  of  two  thou- 
sand books,  pamphlets  and  journals  con- 
cerned with  aviation  and  space  medicine  to 
the  Harvard  University  Medical  Library. 
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Announcements 

University  of  Nebraska  College  of  Medicine, 
Conkling  Hall  Postgraduate  Conference  Room — 
Sixth  Annual 
TRAUMA  DAY 
May  15,  1961 

Coui'se  Coordinator:  John  A.  Rasmussen,  M.D. 
8:00  Registration,  Conkling  Hall  Lobby 
8:55  Welcome,  Dean  J.  P.  Tollman 
9:00  Immediate  Care  of  Eye  Injuries,  Dr.  Vickery 
9:30  The  “Traumatic  Surgeon”  and  The  Surgery 
of  Trauma,  Dr.  Tidrick 
10:30  Coffee,  Conkling  Hall  Lounge 
11:00  Acute  Radiation  Syndrome,  Lt.  Col.  Mitchell 
11:30  Management  of  Acute  Chest  Injuides,  Dr. 
Hanisch 

12:00  Farm  Injuries,  Dr.  McLaughlin 
12:30  Luncheon,  University  Hospital  Staff  Dining 
Room 

1:30  Choice  of  Surgical  Procedures  in  Segmental 
Enteritis  and  Ulcerative  Colitis,  Dr.  Tid- 
rick 

2:30  Management  of  Acute  Fractures,  Dr.  Teal 
3:00  Coffee,  Conkling  Hall  Lounge 
3:30  Mass  Casualty  Care,  Lt.  Col.  Mitchell 
4:00  Depart  for  Offutt  Air  Base  for  Orientation 
and  Tour  of  Underground  Control  Center 
6:15  Social  Hour  and  Dinner,  Offutt  Air  Base 
Officers  Club 

Dinner  Speaker — 

Major  Genei-al  William  H.  Blanchard,  USAF,  Di- 
rector of  Operations,  Strategic  Air  Command, 
“The  Role  of  SAC  in  Today’s  Uneasy  World” 

Guest  Faculty — 

Lt.  Col.  Hugh  B.  Mitchell,  USAF,  MC,  Chief,  Bio- 
nucleonics Section,  Office  of  the  SAC  Surgeon 
Robert  T.  Tidrick,  M.D.,  Professor  and  Chairman, 
Department  of  Surgery,  State  University  of 
Iowa  College  of  Medicine 

College  of  Medicine  Faculty — 

Louis  E.  Hanisch,  M.D.,  Instructor  in  Surgery 
C.  W.  McLaughlin,  Jr.,  M.D.,  Professor  of  Sur- 
gery 

John  A.  Rasmussen,  M.D.,  Assistant  Professor  of 
Surgery 

Frederick  F.  Teal,  M.D.,  Associate  Professor  of 
Orthopedic  Surgery 

Robert  D.  Vickery,  M.D.,  Associate  in  Ophthal- 
mology 

ANESTHESIOLOGY 
May  16,  1961 

Course  Cooixlinator:  John  L.  Barmore,  M.D. 
8:00  Registration,  Conkling  Hall  Lobby 

Morning  Moderator:  William  Melcher,  M.D. 

8:55  Welcome,  Dean  J.  P.  Tollman 
9:00  How  to  Avoid  Complications  Followdng 
Spinal  Anesthesia,  Dr.  Hyde 
9:30  P re- anesthetic  Evaluation  and  Preparation, 
Dr.  Hansen 


10:30  Coffee,  Conkling  Hall  Lounge 
11:00  Temiperature  Control  on  the  Ward,  Dr. 
Brauer 

11:30  Panel  Discussion  — Hypnosis  and  Pain 
Control 

12:30  Luncheon,  University  Hospital  Staff  Dining 
Room 

Afternoon  Moderator:  Dean  Watland,  M.D. 

1:30  Monitoring  Demonstration,  Dr.  Bannore 
2:00  What’s  New  in  General  Anesthesia,  Dr.  Han- 
sen 

3:00  Coffee,  Conkling  Hall  Lounge 
3:30  Resuscitation  Panel 

Closed  Chest,  Mr.  Skaggs 

Respiratory,  Dr.  Frank 

Resuscitation  of  the  Newborn,  Dr.  Carter 

Guest  Faculty — 

John  M.  Hansen,  M.D.,  Associate  Professor  of 
Surgery,  University  of  Kansas  School  of  Medi- 
cine 

College  of  Medicine  Faculty — 

John  L.  Bai-more,  M.D.,  Associate  Professor  of 
Surgery 

Russell  C.  Brauer,  M.D.,  Associate  in  Surgery 
James  G.  Carter,  M.D.,  Instr-uctor  in  Anesthesi- 
ology 

Mur-iel  N.  Frank,  M.D.,  Associate  in  Anesthesi- 
ology 

John  R.  Hyde,  M.D.,  Instr-uctor  in  Anesthesiology 
William  Melcher,  M.D.,  Instnictor  in  Anesthesi- 
ology 

Lee  A.  Skaggs,  Senior  Medical  Student 
Dean  C.  W’atland,  M.D.,  Instructor  in  Anesthesi- 
ology 

Doctors  Invited  to  Submit  Papers  for  A.M.A. 
Chicago  Meeting  in  1962 — 

The  Council  on  Scientific  Assembly  of  the 
A.M.A.  invites  physicians  to  submit  titles 
and  brief  abstracts  of  scientific  papers  they 
wish  to  deliver  at  the  1962  annual  meeting 
of  the  American  Medical  Association,  which 
will  be  held  in  Chicago,  June  11-15,  1962. 
The  deadline  is  October  15. 

Physicians  who  wish  to  participate  in  the 
Chicago  scientific  program  and  desire  in- 
formation are  invited  to  write  to  Dr.  Charles 
Bramlitt,  Secretary,  Council  on  Scientific 
Assembly,  535  North  Dearborn  Street,  Chi- 
cago 10,  Illinois,  or  to  any  council  member. 

Annual  Otolaryngologic  Assembly — 

The  Department  of  Otolaryngology,  Uni- 
versity of  Illinois  College  of  Medicine,  will 
conduct  a postgraduate  course  in  Laryngol- 
ogy and  Bronchoesophagology  from  October 
23  through  November  4,  1961,  under  the 
direction  of  Paul  H.  Holinger,  M.D. 
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Registrants  will  be  limited  to  fifteen 
physicians  who  will  receive  instruction  by 
means  of  animal  demonstrations  and  prac- 
tice in  bronchoscopy  and  esophagoscopy, 
diagnostic  and  surgical  clinics,  and  didactic 
lectures. 

For  information  write  Department  of 
Otolarjmgologj",  University  of  Illinois  Col- 
lege of  ]\Iedicine,  1853  West  Polk  Street, 
Chicago  12,  Illinois. 

Forty-sixth  Annual  Session  Trudeau 
School  of  Tuberculosis — 

The  Trudeau  School  of  Tuberculosis  and 
Other  Pulmonary  Diseases,  which  will  hold 
its  Forty-sixth  Session  in  Saranac  Lake, 
N.Y.,  from  June  5th  to  23rd,  1961,  continues 
to  provide  a unique  opportunity  for  training 
in  the  field  of  chest  diseases.  This  annual 
postgraduate  course  for  physicians,  con- 
ducted under  the  auspices  of  the  Trudeau 
Foundation  and  supported  by  the  Hyde 
Foundation,  is  able  to  provide  outstanding 
instruction  at  a minimal  tuition  of  $100.00 
for  a three  weeks  session.  Attendance  at  the 
Trudeau  School  carries  with  it  a thorough 
review  for  specialization  in  pulmonary  dis- 
ease or  for  work  in  public  health  involving 
tuberculosis. 

The  enrollment  is  necessarily  limited  and 
therefore  application  should  be  made  early. 
A few  scholarships  are  available  for  those 
who  qualify. 

Inquiries  should  be  addressed  to  the  Sec- 
retary, Trudeau  School  of  Tuberculosis  and 
Other  Pulmonary  Diseases,  Box  670,  Sar- 
anac Lake,  N.Y. 

News  and  Views 

Total  Membership  in  Approved  Blue  Shield  Plans — 

Total  membership  for  the  seventy-four 
approved  Blue  Shield  Plans  reached  47,084,- 
988  subscribers  as  of  December  31,  1960, 
reflecting  a substantial  gain  in  enrollment 
of  2,292,065  for  the  year.  The  total  net 
growth  includes  the  membership  of  Uvo 
newly  approved  Blue  Shield  Plans,  Albu- 
querque and  Province,  with  a combined 
year-end  enrollment  of  659,240  members. 

An  Antispermatogenic  Drug — 

In  the  course  of  research  on  antiamoeba- 
cides  several  drugs  were  found  that  had 
antispermatogenic  effects.  In  the  course  of 


this  work  at  Sterling- Winthrop  Research 
Institute,  one  of  these  antispermatogenic 
drugs,  identified  as  Win-18446,  has  been  se- 
lected as  possibly  a practical  product.  The 
results  of  investigation  are  sufficiently  en- 
couraging to  stimulate  further  research 
along  these  lines. 

Tobacco  Industry  Research  Committee 
Continues  Investigations — 

The  T.I.R.C.  reported  on  the  results  of  the 
past  seven  years’  studies.  In  the  course  of 
the  report  the  Committee  said; 

“Perhaps  the  most  significant  develop- 
ment has  been  the  general  recognition  that 
we  do  not  have  the  answers;  that  an  asso- 
ciation between  the  extent  of  tobacco  use 
and  the  incidence  of  lung  cancer  does  not 
prove  a causal  relationship;  that  experi- 
mental verification  is  essential,  and  that 
there  are  a number  of  other  factors  which 
need  to  be  considered.” 

“We  are  not  satisfied  to  let  the  problem 
rest  with  statistical  reports  suggesting  that 
heavy  smoking  increases  the  risk  of  lung 
cancer;  we  are  interested  also  in  knowing 
why  the  overwhelming  majority  of  heavy 
smokers  do  not  contact  the  disease  despite 
their  heavy  smoking.” 

Nonfederal  Tuberculosis  Hospital  Expenses 
Per  Patient  Day — 

Data  compiled  by  the  American  Hospital 
Association  show  that  expenses  involved  in 
operating  tuberculosis  hospitals  have  been 
mounting  steadily  in  recent  years.  The  cost 
per  patient  day  rose  from  $7.22  in  1950  to 
$12.80  in  1959,  an  increase  of  77  per  cent. 
Size,  location  and  percentage  of  occupancy 
are  factors  in  determining  the  costs,  but  the 
differences  in  different  institutions  suggest 
differences  in  quality  of  care. 

Expenditures  per  day  varied  from  $5.43 
in  Arkansas  to  $42.51  in  Oregon,  the  state 
with  the  lowest  rate  of  occupancy.  Twenty- 
three  states  exceeded  the  United  States  av- 
erage of  $12.80  per  patient  day. 

New  Drug  Evaluation  Shifting  From  Practitioners 
To  Teachers  and  Researchers — 

The  Medical  Research  Digest  points  out 
that  the  requirements  of  the  F.D.A.  make  it 
necessary  to  drop  clinical  evaluation  of  new 
drugs  by  practitioners.  It  is  said  that  vir- 
tually ail  clinical  evaluation  will,  in  time,  be 
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channeled  into  or  through  teaching  and  re- 
search institutions.  Busy  practitioners  are 
no  longer  in  a position  to  provide  the  kind  of 
controlled  “clinical  cases”  demanded  by 
F.D.A.  before  it  is  willing  to  clear  a new 
drug  for  marketing. 

Another  Plan  Admitted  to  Blue  Shield — 

Medical  Mutual  of  Cleveland,  Inc.,  a med- 
ical-surgical Plan  serving  a five  county  area 
in  northeastern  Ohio,  has  been  accepted  as 
an  active  member  of  American  Association 
of  Blue  Shield  Plans.  This  Plan  was  or- 
ganized in  1945  and  has  enrolled  more  than 
1,115,000  members. 

I'seape  and  Costs  of  Maternity  Care — 

According  to  Health  Information  Founda- 
tion, the  American  public  now  spends  about 
$1,150,000,000  a year  on  all  types  of  ma- 
ternity care  — hospitals,  physicians’  serv- 
ices, etc.  This  figure  does  not  include  the 
value  of  free  maternity  care  provided  by  pri- 
vate and  governmental  sources. 

About  51  per  cent  of  all  maternity  pa- 
tients in  this  country  today  see  a doctor  dur- 
ing the  first  two  months  of  pregnancy,  and 
99  per  cent  of  all  live  births  take  place  in  a 
hospital  with  a physician  in  attendance. 
Health  Information  Foundation  reports. 

The  average  maternity  patient  today 
makes  about  10  prenatal  visits  to  her  physi- 
cian, stays  about  4.5  days  in  a hospital  at 
delivery,  and  spends  $272  for  all  hospital, 
medical,  and  similar  services  used  during 
her  pregnancy. 

Voluntary  health  insurance  paid  out  a to- 
tal of  $436,000,000  in  benefits  for  maternity 
services  during  a 12-month  period  in  1957- 
58  — almost  double  the  total  for  a compar- 
able period  five  years  earlier.  Health  Infor- 
mation Foundation  has  found. 

Film  Available  on  Technique  of 
External  Cardiac  Massage — 

External  cardiac  massage,  a recently  de- 
veloped technique  for  restarting  hearts 
which  have  stopped  beating  — without  open- 
ing the  chest  — is  the  subject  of  a new 
medical  teaching  film  released  this  week  by 
Smith  Kline  & French  Laboratories. 

Produced  in  cooperation  with  the  develop- 
ers of  the  technique  — R.  Jude,  W.  B.  Kou- 
wenhoven  and  G.  Guy  Knickerbocker,  all  of 


the  Johns  Hopkins  Medical  Institutions  — 
“External  Cardiac  Massage”  shows  how  the 
technique  substitutes  externally  applied 
pressure  for  the  rhythmic  contractions  of 
normal  heart  muscle,  thereby  maintaining 
circulation  at  a level  sufficient  to  sustain 
life. 

The  technique,  which  has  been  termed 
“strikingly  effective,”  may  well  revolution- 
ize the  concept  of  reviving  hearts  that  have 
failed.  In  more  than  100  cases  of  cardiac 
arrest  treated  by  this  method  at  Johns  Hop- 
kins Hospital,  62  per  cent  were  successfully 
resuscitated  to  their  previous  cardiac  and 
central  nervous  system  status. 

If  external  cardiac  massage,  combined 
with  assisted  ventilation,  is  begun  within 
four  minutes  after  cardiac  arrest,  the  cen- 
tral nervous  system  will  receive  enough  oxy- 
gen to  prevent  serious  damage. 

An  animated  sequence  in  the  film  illus- 
trates how  manual  depression  of  the  lower 
sternum  compresses  the  heart,  forcing  blood 
into  the  pulmonary  and  systemic  vessels. 
Release  of  the  pressure  allows  the  chest  to 
expand  and  the  heart  to  fill  again. 

“External  Cardiac  Massage”  shows  the 
steps  to  be  taken  to  resuscitate  patients 
when  heart  arrest  or  ventricular  fibrillation 
occurs,  both  within  and  outside  the  hospital.-. 
The  S.K.&F.  medical  teaching  film  also  dis- 
tinguishes between  heart  arrest  and  ven- 
tricular fibrillation,  illustrates  the  use  of 
the  external  fibrillator  as  part  of  the  re- 
suscitation technique,  and  demonstrates  the 
application  of  the  technique  to  infants  and 
children. 

Produced  by  S.K.&F.  as  the  fourth  in  a 
series  of  medical  teaching  films  for  pro- 
fessional audiences,  the  21-minute,  color  and 
sound  film  is  available  on  a free-loan  basis 
from  local  representatives  of  the  Philadel- 
phia pharmaceutical  firm. 

Profit  From  Illness — 

More  and  more  Americans  are  said  to  be 
taking  out  more  than  one  medical  insurance 
policy.  Sometimes  the  motives  may  be  quite 
honest,  but  it  is  suspected  that  others  are 
taking  out  multiple  policies  with  the  hope 
that  they  may  profit  from  being  ill  or  feign- 
ing illness.  Insurance  executives  are  quot- 
ed by  the  Wall  Street  Journal  as  saying  that 
soaring  medical  coverage  costs  are  getting 
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an  added  push  from  policy  holders  who 
profit  from  being  sick. 

Examples  cited  in  the  article  include  a 
salesman  who  pocketed  $180  during  a four 
day  period  without  making  a single  sale  and 
as  an  added  temptation,  the  dollars  were  tax- 
free  and  did  not  require  any  work. 

The  insurance  companies,  aware  of  the 
possibility  of  multiple  coverage,  are  increas- 
ing their  efforts  to  discover  such  claims. 
Some  may  refuse  to  pay,  insisting  that  the 
policy  holder  was  guilty  of  misrepresenta- 
tion by  not  disclosing  his  other  coverage  at 
the  time  he  applied  for  more  recent  policies. 
Applicants  are  screened  more  carefully  and 
new  policies  are  vwitten  with  more  exacting 
clauses  designed  to  avoid  situations  in  which 
payments  may  exceed  the  actual  expenses 
to  the  policy  holder.  This  latter  safeguard 
may  help  to  check  suspicious  claims. 

Legislation  may  be  requested  to  curb  such 
abuses.  Florida,  in  1959,  approved  a meas- 
ure permitting  insurance  concerns  to  write 
policies  which  promise  to  pay  only  the 
amount  of  medical  bills  not  covered  by  other 
policies.  A study  by  the  Health  Insurance 
Council  indicates  that  ten  years  ago  less 
than  7 per  cent  of  Americans  covered  by 
health  insurance  had  more  than  one  policy 
but  today  the  proportion  is  nearly  13  per 
cent  of  the  persons  insured. 

Some  cases  of  multiple  coverage  are  quite 
legitimate.  The  increase  in  the  number  of 
working  wives  and  the  growth  in  gi’oup  in- 
surance has  resulted  in  many  husbands  and 
wives  being  covered  separately  under  poli- 
cies that  often  also  provide  insurance  for 
the  holder’s  families.  This  results  in  both 
spouses  being  twice  insured.  Others  who 
are  covered  by  group  policies  related  to  their 
employment  wish  to  continue  their  indi- 
vidual coverage  to  bridge  the  gap  between 
varying  periods  of  emplo>Tnent  or  between 
changes  of  employer.  It  is  admitted  that 
there  is  no  law  to  prohibit  a person  from 
carrying  more  than  one  policy  unless  the 
wording  of  the  policy  prohibits  pajunent  to 
an  individual  already  covered  for  the  par- 
ticular risk  by  another  insurer. 

The  newspaper  article  describes  one  study 
made  by  an  insurance  company  which  in- 
vestigated 3,000  cases  and  found  140  pa- 
tients with  four  or  more  policies.  Some  had 
as  many  as  25  and  the  record  number  was 
32  policies. 


In  another  case  a patient  after  hospital- 
ization for  gall  bladder  disease  was  found 
to  have  17  hospitalization  policies  and  her 
profit  over  and  above  her  medical  bills  ran 
more  than  $3,000. 

Several  years  ago,  most  policies  had  pro- 
ration clauses  in  their  policy  agreeing  that 
the  responsibility  of  a given  insurer  was  his 
proportionate  share  of  total  coverage  relat- 
ed to  the  cost  of  the  claim.  Intense  com- 
petition in  the  sale  of  hospitalization  insur- 
ance has  caused  many  companies  to  drop 
this  provision.  Insurance  industry  officials 
are  said  to  believe  that  a general  return  to 
proration  is  the  only  way  to  stamp  out  ex- 
cess coverage,  but  that  if  done,  it  would  be 
difficult  to  regain  the  public’s  acceptance 
and  would  be  difficult  to  administer. 


PROGRESS  OF  INFECTIOUS  HEPATITIS 

(Continued  from  page  221) 
case  rate  over  1960.  Nebraska’s  rate  of  in- 
crease, as  computed  from  Public  Health 
Service  figures,  is  placed  at  152  per  cent  in 
1961  over  1960. 

It  is  well  known  that  many  patients  hav- 
ing this  disease  do  not  become  jaundiced 
and,  in  children,  many  are  said  to  be 
“asymptomatic.”  This  means  that  the  num- 
ber of  reported  cases  falls  short,  probably 
far  short,  of  indicating  actual  incidence  of 
the  disease.  The  nonjaundiced  and  asymp- 
tomatic cases  not  only  bother  the  statisti- 
cian, but  make  control  of  the  spread  of  the 
disease  more  difficult.  So  much  free  gam- 
ma globulin,  produced  by  the  Red  Cross,  has 
been  used  that  in  many  places  it  is  no  longer 
available,  and  protection  for  exposed  per- 
sons in  need  of  the  free  product  must  de- 
pend upon  commercial  source.  These  sources 
are  said  to  be  adequate  at  the  present  time, 
but  expensive. 


A Symbol 
to  Support  • . . 
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Education  Foundation 

535  N.  Dearborn  St,  Chicago  10,  III.. 
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News  From  Our  Medical  Schools 

A new  project  of  the  Lions  Clubs  of  Ne- 
braska is  the  support  of  a low-vision  clinic 
at  the  University  of  Nebraska  College  of 
Medicine’s  Eye  Department. 

Support  from  the  Nebraska  Lions’  Sight 
Conservation  Foundation,  Inc.,  will  enable 
the  medical  college  to  cany  out  a one-year 
pilot  study  to  determine  the  worthiness  of 
the  project  as  a permanent  inclusion  in  the 
Eye  Department. 

Designed  to  help  people  with  sub-normal 
vision  to  use  what  sight  they  do  have  to  bet- 
ter advantage,  the  rehabilitation  program 
stresses  the  importance  of  realizing  that 
these  individuals  are  not  blind  but  partial- 
ly sighted. 

To  accomplish  this  positive  approach,  the 
clinic  is  incorporating  the  latest  innova- 
tions in  the  field  of  eye  medicine  and  optics. 
Also  taking  place  at  the  new  clinic  is  an 
elaboration  of  conventional  testing  methods. 


In  support  of  the  project,  the  Lions 
pledged  more  than  $2,000  for  installation  of 
the  clinic.  Funds  have  been  used  to  pur- 
chase equipment  for  testing  sight  and  pro- 
viding low-vision  aids.  The  first  equipment 
began  to  arrive  last  month. 

New  patients,  limited  to  2 or  3 per  month, 
are  seen  the  first  Tuesday  of  each  month. 
After  that,  they  come  to  the  clinic  on  a fol- 
low-up basis  where  they  continue  to  be  seen 
on  an  appointed  schedule  by  the  staff  mem- 
bers of  the  Eye  Department  of  the  medical 
college. 

How  many  people  can  be  aided  by  this 
program?  ? Of  the  estimated  330,000  blind 
persons  in  the  United  States,  approximately 
two-thirds  have  some  residual  vision.  In 
the  state  of  Nebraska  alone  there  are  an 
estimated  10,000  partially  sighted  people. 
And,  approximately  half  of  these  individuals 
can  benefit  from  some  type  of  low-vision 
aid,  eye  specialists  indicate.  However,  the 
degree  of  success  and  utilization  of  such  de- 
vices depends  upon  several  factors. 


Dr.  Robert  Faier  (left)  of  the  University  of  Nebraska’s  Department  of  Ophthalmology,  ex- 
plains the  use  of  low  vision  clinic  equipment  to  F.  Warner  Smith  of  Beatrice,  Chairman  of  the 
Nebraska  Lions’  Sight  Conservation  Foundation;  Winifred  Bartels,  Counselor  for  the  State  Serv- 
ices for  the  Blind,  and  Alice  Strosser,  Clinic  Nurse. 
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To  be  considered  are:  (1)  the  degree  of 
vision,  (2)  the  type  of  vision  loss,  (3)  the 
changes  causing  the  visual  handicap,  (4,  the 
i*ecentness  of  the  loss  of  vision,  and  (5)  the 
age  of  the  patient  (for  example,  patients 
over  sixtv  utilize  optical  aids  only  half  as 
well  as  those  under  that  age). 

Taking  the  above  factors  into  considera- 
tion. the  new  clinic  nroposes  to  help  partial- 
ly sighted  individuals  to  achieve  maximum 
utilization  of  what  vision  they  have,  and  to 
improve  their  opportunities  to  be  more  use- 
ful, happier,  and  to  gain  employment. 

In  addition  to  its  “service  to  the  patient” 
aspect,  the  clinic  will  also  serve  to  teach  resi- 
dent physicians.  IMoreover,  it  will  provide 
an  area  for  development  of  new  techniques 
and  equipment.  Research  will  be  done  con- 
cerning the  standardization  and  evaluation 
of  optical  devices  of  use  in  these  cases. 
Since  examination  of  and  prescriptions  for 
patients  with  low  vision  requires  special 
equipment,  a different  approach  than  the 
one  required  for  the  usual  patient  must  be 
formulated. 

How  is  the  program  set  up  to  bring  pa- 
tient and  clinic  together?  Referral  of  the 
patients  comes  about  in  one  of  two  ways: 
Through  the  State  Services  for  the  Blind 
or  from  the  regular  out-patient  channels  at 
the  College  of  Medicine.  Patients  are  lim- 
ited to  those  whose  vision  has  been  seriously 
impaired  and  not  correctible  with  the  usual 
type  of  glasses. 

The  clinic  is  staffed  by  consulting  oph- 
thalmologists who  are  members  of  the  medi- 
cal college  faculty.  Others  contributing  to 
the  cooperative  venture  are  resident  physi- 
cian ophthalomologists,  volunteer  workers, 
and  consulting  counselors  from  the  state 
agency  for  the  blind. 

The  latter  gi-oup  is  providing  a rehabili- 
tation worker,  IMiss  Winifred  Bartels.  Her 
job  is  to  aid  the  patients  in  adapting  what 
they  learn  in  the  clinic  to  their  daily  lives. 
To  do  this.  Miss  Bartels  will  visit  these  in- 
dividuals periodically  in  their  home  envir- 
onments. 

Also  in  on  the  project  is  a volunteering  or- 
ganization, the  Omaha  Council  of  Jewish 
Women.  Through  this  group,  manpower  is 
supplied  to  take  care  of  the  secretarial  de- 
tails. 

Said  Dr.  J.  P.  Tollman,  Dean  of  the  Col- 


lege of  IMedicine,  in  regard  to  the  pro- 
gram, “The  low-vision  clinic  has  very  at- 
tractive possibilities,  and  I am  pleased  to 
have  the  Lions  Clubs  and  our  department 
working  on  this  project.  [ 

“There  should  be  manv  satisfactions  in 
this  field.  The  patient  will  learn  to  use  re- 
maining vision  to  gain  greater  self  reliance 
— and  greater  happiness.  | 

“Physicians  gain  satisfaction  from  help-  | 
ing  these  people  make  maximum  use  of  their 
abilities.  Students  will  learn  methods  which  i 
will  be  helpful  in  their  practices.  And,  the 
Lions  will  have  the  satisfaction  of  helping 
these  people.” 

The  local  low-vision  clinic  is  one  of  ap-  ! 
proximately  15  optical  aid  clinics  now  in  | 
operation  in  the  United  States.  The  others  , 
are  largely  concentrated  in  the  Chicago.  | 
Philadelphia,  and  New  York  areas. 

Director  Appointed  for  Eppley  Institute 
For  Cancer  Research — 

Appointment  of  Dr.  Henry  M.  Lemon  of  , 
Boston,  Mass.,  as  director  of  the  Eugene  C.  i 
Eppley  Institute  for  Research  in  Cancer  and  I 
Allied  Diseases  at  the  University  of  Nebras- 
ka’s College  of  Medicine  was  announced  in 
Omaha  recently. 

Dr.  Lemon  is  at  present  associate  profes- 
sor of  medicine  and  coordinator  of  cancer 
teaching  at  Boston  University’s  School  of 
Medicine. 

His  appointment  at  Nebraska  will  be  ef- 
fective Sept.  1 and  is  subject  to  the  approval 
of  the  Board  of  Regents.  He  also  will  be 
appointed  professor  of  internal  medicine 
and  assistant  dean  for  research  affairs  at 
the  College  of  Medicine. 

The  45-year-old  physician  is  a native  of 
Chicago  and  a 1940  cum-laude  graduate  of 
Harvard  IMedical  School.  He  took  his  in- 
ternship and  a residency  in  internal  medi- 
cine at  the  University  of  Chicago  Clinic. 

Chancellor  C.  M.  Hardin  said  the  Univer- 
sity was  “very  pleased  to  obtain  a man  of 
Dr.  Lemon’s  calibre  to  direct  this  important 
work.  His  nearly  15  years  of  experience  in 
developing  a cancer  research  program  at 
Boston  will  give  strong  leadership  to  our 
program.  His  appointment  is  the  initial 
step  in  obtaining  a first-rate  hard-core  re- 
search staff.” 

Dr.  J.  P.  Tollman,  dean  of  the  College  of 
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Medicine,  said:  “The  addition  of  Dr.  Lem- 
on to  the  staff  will  make  it  possible  to  com- 
plete planning  toward  the  construction  of 
the  Eppley  Institute.  It  is  expected  that  bids 
will  be  let  this  spring.  In  addition,  the 
creation  of  the  position  of  assistant  dean  for 
research  affairs  should  give  added  support 
to  our  faculty  in  pursuit  of  their  research 
activities.” 

The  establishment  and  operation  of  the 
Eppley  Institute  is  being  made  possible  by  a 
$2.5  million  gift  from  the  Eugene  C.  Eppley 
Foundation.  Of  the  Foundation  gift,  $650,- 
000  plus  $800,000  from  the  U.S.  Public 
Health  Service  grant  and  $350,000  from  the 
University’s  medical  building  funds  will  be 
used  for  construction.  The  balance  of  the 
Eppley  gift,  $1,850,000  will  be  used  over  a 
20-year  period  to  help  inaugurate  and  finn- 
ly  establish  the  institution’s  research  pro- 
gram. 

News  From  Nebraska  Heart 
Association 

The  American  Heart  Association  named 
Doctor  Earl  H.  Wood  of  Rochester,  Minne- 
sota, to  the  lifetime  post  of  Career  Investi- 
gator. Doctor  Wood  is  Professor  of  Physi- 
ology at  the  Mayo  Foundation,  University 
of  Minnesota  Graduate  School,  and  Consul- 
tant in  Physiology  to  the  Mayo  Clinic.  His 
appointment  is  the  tenth  in  the  Career  In- 
vestigate rship  category,  originated  by  the 
Association  just  ten  years  ago.  Unique  at 
that  time  in  the  health  agency  field,  the  Ca- 
reer Invest! gatorship  provides  support 
throughout  their  professional  lives  to  scien- 
tists of  outstanding  ability  and  achievement. 

The  award  to  Doctor  Wood  becomes  effec- 
tive July  1.  It  will  enable  him  to  work  with 
a maximum  of  freedom  from  routine  duties, 
on  research  problems  of  his  own  choice. 

Doctor  Wood  is  known  in  the  medical 
world  for  his  many  contributions  to  “dye 
dilution”  techniques  used  in  the  study  of 
normal  and  abnormal  blood  flow.  He  is 
identified  especially  with  the  refinement  of 
photo-electric  instruments  like  the  oximeter, 
which  enables  a continuous  record  to  be 
made  of  the  changing  concentration  or  dilu- 
tion of  an  injected  light-absorbing  dye  as  it 
moves  with  the  blood  through  the  circula- 
tory system.  The  resulting  “dilution  curve,” 
traced  as  the  dye  passes  from  the  site  of 
injection  to  the  site  of  the  recording  instru- 


ment, may  vary  in  shape  according  to  the 
presence  or  absence  of  circulatory  defects. 
Variations  from  noi-mal  provide  informa- 
tion useful  to  the  cardiologist  and  cardio- 
vascular surgeon.  The  result  has  been  to 
improve  the  diagnostic  accuracy  of  the  dilu- 
tion techniques  and  facilitate  their  wider 
and  more  effective  use. 

Doctor  Wood,  a native  Minnesotan,  has 
been  at  the  Mayo  Foundation  since  1942.  In 
1946  he  was  a Scientific  Consultant  to  the 
U.S.  Air  Force  at  the  Aeromedical  Center 
in  Heidelberg,  Germany. 

Topics  of  the  Nebraska  Heart  Associa- 
tion’s Scientific  Sessions,  October  13-14,  in 
Omaha,  will  be  on  the  medical  and  surgical 
treatment  of  Congenital  Heart  Disease  and 
Rheumatic  Heart  Disease. 

Deaths 

BLATTSPIELER  — Arnold  Charles 
Blattspieler,  M.D.,  St.  Petersburg,  Florida. 
Doctor  Arnold  C.  Blattspieler  died  at  the 
age  of  76  of  cerebral  thrombosis,  December 
22,  1960,  in  a St.  Petersburg,  Florida  hos- 
pital. Born  in  Ackley,  Iowa,  in  1883,  he  re- 
ceived his  Doctor  of  Medicine  degree  from 
Northwestern  University  Medical  School  in 
1909,  and  a diploma  in  1929  from  the  Uni- 
versity and  Polyclinic  of  Vienna,  Austria.. 
Doctor  Blattspieler  began  his  practice  in 
Sprague,  Nebraska  but  soon  went  to  Tobias, 
Nebraska,  where  he  served  until  ill  health 
recently  caused  his  retirement  from  active 
practice. 

BROZ  — John  S.  Broz.,  Sr.,  M.D.,  Alli- 
ance. Dr.  John  S.  Broz,  Sr.,  62,  died  Feb- 
ruary 10,  1961,  in  an  Omaha  hospital.  Born 
at  Howells,  Nebraska,  in  1898,  he  received 
his  education  at  The  Creighton  University. 
Following  his  graduation  from  The  Creigh- 
ton University  School  of  Medicine  in  1922, 
Dr.  Broz  began  practicing  in  Rushville,  Ne- 
braska. In  1936,  he  established  his  prac- 
tice in  Alliance,  Nebraska  where  he  con- 
tinued until  he  became  ill  in  September, 
1960. 

DOUGLAS — John  Wesley  Douglas,  M.D., 
Joplin,  Missouri.  Doctor  John  W.  Douglas 
died  at  the  age  of  76  in  Joplin,  Missouri, 
on  March  11,  1961.  Bom  in  1885,  Doctor 
Douglas  received  his  Doctor  of  Medicine  de- 
gree from  the  Lincoln  Medical  College, 
Eclectic,  in  1908.  He  practiced  for  many 
years  in  Lewiston,  Nebraska. 
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HARRISON  — Merle  Albert  Harrison, 
M.D.,  Kearney.  Doctor  Merle  A.  Harrison, 
50,  died  January  9,  1961,  at  an  Omaha  hos- 
pital. Born  in  1910,  in  Council  Bluffs,  Iowa, 
Doctor  Harrison  received  his  Doctor  of  Med- 
icine degree  from  The  Creighton  Universiri' 
School  of  Medicine,  in  1942.  After  his  in- 
ternship at  St.  Joseph’s  Hospital  in  Omaha 
he  practiced  in  Nebraska,  most  recently  at 
the  Nebraska  Hospital  for  Tuberculosis  in 
Kearney,  Nebraska. 

IRA  — G.  B.  Ira,  M.D.,  Lynch.  Doctor 
G.  B.  Ira,  87,  died  February  15,  1961  in  a 
Lynch,  Nebraska  hospital  following  a 
lengthy  illness.  Born  July  22,  1873,  at 
Greenwood,  South  Dakota,  Doctor  Ira  re- 
ceived his  premedical  schooling  at  the  Uni- 
versity of  Nebraska  and  his  Doctor  of  Medi- 
cine from  the  St.  Louis,  Missouri,  College 
of  Physicians  and  Surgeons  at  Barnes  Hos- 
pital in  1897.  He  also  took  postgi’aduate 
work  in  New  York  and  Chicago.  Doctor  Ira 
began  practicing  in  Lynch  in  1897,  where 
he  continued  until  ill  health  caused  him  to 
retire  in  1949. 

LATTA  — Elbert  J.  Latta,  M.D.,  Hast- 
ings. Doctor  Elbert  J.  Latta,  90,  died  Janu- 
ary 2,  1961,  at  a hospital  in  Hastings,  Ne- 
braska, following  illness  of  several  months’ 
duration.  Born  February  11,  1870,  Doctor 
Latta  attended  the  Cotner  University  in  Lin- 
coln and  was  graduated  from  the  univer- 
sity’s Department  of  Medicine  in  1894. 
After  practicing  three  years  in  Holstein,  Ne- 
braska, he  went  to  Kenesaw  in  1897,  re- 
maining there  until  1918  when  he  started 
practicing  in  Hastings.  He  continued  in 
his  practice  until  1952  when  he  retired. 

MURRAY  — Floyd  J.  Murray,  M.D., 
Omaha.  Dr.  Floyd  J.  Murray  died  at  the 
age  of  68  in  an  Omaha  hospital  Januaiy  30, 
1961.  Born  in  1892,  in  Pender,  Nebraska, 
he  gi*aduated  from  the  University  of  Ne- 
braska College  of  Medicine  in  1918.  After 
his  internship  at  the  Methodist  Hospital  in 
Omaha  he  became  associated  with  Dr.  A.  F. 
Jonas,  Omaha.  He  entered  private  practice 
in  1922,  becoming  a member  of  the  surgical 
staff  of  University,  Immanuel,  Methodist, 
and  Douglas  County  Hospitals.  Dr.  Murray 
was  instrumental  in  building  the  Benson 
Medical  Center  in  Omaha. 

PIERCE  — C.  M.  Pierce,  M.D.,  Chicago, 
Illinois.  Dr.  C.  M.  Pierce,  76,  long-time 


Chadron,  Nebraska  physician  died  Februaiy 
16,  1961,  in  a Chicago,  Illinois,  hospital.  A 
graduate  of  the  Northwestern  University 
School  of  Medicine  in  1908,  Dr.  Pierce  prac- 
ticed in  Chicago  until  in  1921,  he  established 
his  practice  in  Chadron  where  he  continued 
to  practice  until  his  death.  Dr.  Pierce  ob- 
served his  50th  anniversary  in  the  medical 
profession  on  June  18,  1958  and  was  the 
founder  of  the  Pierce  Clinic  in  Chadron 
which  has  grown  into  what  is  now  known  as 
the  Chadron  Medical  Associates.  He  also 
started  the  first  hospital  in  Chadron. 

PILGER  — Walter  H.  Pilger,  M.D.,  Nor- 
folk. Dr.  Walter  H.  Pilger,  81,  died  of  old- 
age-complications  on  January  24,  1961,  in  a 
Norfolk,  Nebraska  hospital.  Born  in  1879, 
Dr.  Pilger  received  his  degree  Doctor  of 
Medicine  from  The  Creighton  University 
School  of  Medicine  in  1905,  after  which  he 
became  associated  with  Dr.  A.  Bear  in  Nor- 
folk. 

SWOBODA  — Joseph  P.  Swoboda,  M.D., 
Omaha.  Dr.  Joseph  P.  Swoboda,  65,  died 
January  2,  1961,  at  his  home  in  Omaha  after 
an  illness  of  some  time.  Born  in  1895,  in 
Howells,  Nebraska,  Dr.  Swoboda  gi’aduated 
with  the  degi’ee  Doctor  of  Medicine  from 
The  Creighton  University  School  of  Medi- 
cine, in  1907.  He  practiced  in  Omaha  and 
was  a staff  member  of  St.  Joseph’s  Hos- 
pital and  Doctors  Hospital  in  Omaha. 

WHITCOMB  — Glenn  D.  Whitcomb, 
M.D.,  Omaha.  Dr.  Glenn  D.  Whitcomb,  72, 
died  January  27,  1961,  at  his  home  in  Oma- 
ha. Born  in  1889,  Dr.  Whitcomb  attended 
the  University  of  Nebraska  and  was  gi*adu- 
ated  from  The  Creighton  University  School 
of  Medicine  in  1916.  With  the  exception  of 
Army  service  during  World  War  II,  he  con- 
fined his  practice  to  Omaha. 


The  Woman's  Auxiliary 

Woman’s  Auxiliary  Plans  38th  Annual 
Convention — 

Foods  for  survival  and  common  sense 
safety  precautions  for  aged  persons  around 
the  home  are  two  outstanding  presentations 
slated  for  the  38th  annual  convention  of  the 
Woman’s  Auxiliary  to  the  A.M.A. 

More  than  3,000  physicians’  wives  are  ex- 
pected to  attend  the  meeting  which  is  being 
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held  in  conjunction  with  the  A.M.A.  annual 
meeting  June  26  to  29  in  New  York  City. 
Auxiliary  headquarters  v/ill  be  the  Hotel 
Roosevelt. 

The  convention  will  formally  convene 
Monday  morning,  June  26  with  reports  of 
officers  and  chaiiTnen  and  election  of  the 
1962  nominating  committee.  The  opening 
will  be  preceded  by  committee  and  board 
meetings  on  Saturday  and  Sunday,  June  24 
and  25. 

The  annual  tea  and  fashion  show  honor- 
ing the  president,  Mrs.  William  Mackersie 
of  Detroit,  Michigan,  and  the  president- 
elect, Mrs.  Harlan  English  of  Danville,  Illi- 
nois, will  be  held  at  the  U.N.  Building  Mon- 
day afternoon. 

Besides  regular  business  sessions  on  Tues- 
day, presentations  will  be  made  in  the  fields 
of  civil  defense,  safety,  health  careers,  men- 
tal health  and  community  service. 

National  past  presidents  of  the  Auxiliaiy 
will  be  honored  at  Tuesday’s  luncheon. 
Guest  speaker  will  be  Dr.  E.  Vincent  Askey, 
A.M.A.  president.  The  Auxiliary  at  this 
time  will  announce  its  contribution  to  the 
nation’s  medical  schools  through  the  Amer- 
ican Medical  Education  Foundation.  Awards 
of  merit  also  will  be  presented  to  the  state 
and  county  auxiliaries  contributing  the  most 
to  this  project. 

New  national  officers  and  committee 
chairmen  will  be  introduced  at  Thursday 
morning’s  workshop.  The  A.M.A.  Commun- 
ications Division  will  put  on  a “Speaking  Up 
For  Medicine”  dramatic  presentation  to  il- 
lustrate how  Auxiliary  members  can  help  to' 
tell  medicine’s  positive  story  on  local  radio 
and  TV  stations,  in  the  newspapers  and 
home  communities. 

Throughout  the  week  a full  schedule  of 
activities  will  be  arranged  for  the  teen- 
aged  members  of  A.M.A.  families  by  the 
Auxiliary. 

All  Auxiliary  members,  their  guests  and 
physicians  attending  the  A.M.A.  annual 
meeting  may  participate  in  the  social  func- 
tions and  attend  the  general  meetings  of 
the  Auxiliary.  A special  invitation  is  ex- 
tended to  all  members  of  medical  society  ad- 
visory committees  to  state  and  county  aux- 
ilaries  and  state  and  county  executive  sec- 
retaries to  attend  the  Thursday  morning 
planning  conference  and  workshop. 


Auxiliary  members  and  their  guests  may 
register  in  the  mezzanine  ballroom  foyer  of 
the  Hotel  Roosevelt  Sunday  afternoon,  all 
day  Monday  and  Tuesday,  and  until  noon  on 
Wednesday. 

Local  convention  arrangements  are  un- 
der the  direction  of  Mrs.  Harry  F.  Pohl- 
mann  of  Middletown,  New  York,  chairman, 
and  Mrs.  John  L.  Neubert  of  Roslyn 
Heights,  New  York,  co-chairman. 


Dawson  County,  January  1961 — 

The  Dawson  County  Medical  Society  elect- 
ed the  following  officers  at  their  January 
9 meeting  in  Gothenburg;  President,  Dr. 
D.  0.  Inslee,  Gothenburg;  Vice  President, 
Dr.  P.  B.  Olsson,  Lexington;  Secretary- 
Treasurer,  Dr.  S.  H.  Perry,  Gothenburg. 

Dr.  Wm.  Nutzman,  Kearney,  delivered  an 
address  about  Tuberculosis  and  the  Nebras- 
ka State  Hospital  at  Kearney. 

The  Society  met  with  the  Auxiliary  for 
dinner  after  which  Auxiliary  members  held 
their  business  meeting  at  the  home  of  Dr. 
and  Mrs.  S.  H.  Perry.  Mrs.  B.  W.  Pyle  re- 
viewed the  article  “How  to  Live  With  Your- 
self” by  Dr.  Murray  Banks. 

A coffee  hour  for  the  doctors  and  their 
wives  followed  the  two  meetings. 

Present  were  Drs.  and  Mesdames:  B.  W. 
Pyle,  S.  H.  Perry,  Dr.  D.  0.  Inslee,  Goth- 
enburg; J.  V.  Scholz,  Mrs.  Charles  Sheets, 
Cozad;  V.  D.  Norall,  P.  B.  Olsson,  Ray  Wy- 
coff,  D.  A.  McGee,  W.  B.  Long,  and  Dr. 
A.  W.  Anderson,  Lexington. 


Dawson  County,  March  1961 — 

A study  of  Communism  comprised  the  pro- 
gram of  the  Dawson  County  Medical  Aux- 
iliary at  the  March  17  meeting  in  Cozad. 

Mrs.  B.  W.  Pyle  reviewed  the  book  “You 
Can  Trust  the  Communists,”  a study  of  the 
insidious  development  of  communism. 

The  group  then  viewed  the  film  “Com- 
munism on  the  Map,”  sponsored  by  the  Co- 
zad Lions  Club,  which  depicts  the  growth  of 
communism  throughout  the  world. 

The  Auxiliary  voted  to  contribute  funds 
to  the  American  Medical  Education  Founda- 
tion and  Nebraska  Medical  Foundation. 

Mrs.  J.  V.  Scholz  was  hostess  for  the 
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meeting,  conducted  by  President  Mrs.  V. 
D.  Norall. 

Present  were  Mesdames  S.  H.  Perry,  B. 
\Y.  Pyle,  Gothenburg;  Charles  Hranac,  0. 
P.  Rosenaugh,  J.  V.  Scholz,  Charles  Sheets, 
Rodney  Sitorius,  Cozad;  A.  W.  Anderson, 
John  Finegan,  Wm.  Long,  D.  A.  McGee,  V. 
D.  Norall,  P.  B.  Olsson,  and  E.  A.  Watson, 
Lexington. 

Dawson  County,  April  1961 — 

County  physicians  and  wives  held  their 
quarterly  dinner  meeting  in  Lexington, 
April  3. 

Following  dinner.  Auxiliary  members  met 
at  the  home  of  Dr.  and  Mrs.  D.  A.  McGee, 
^"olker  Claus  presented  the  program  on  Ger- 
many. Volker  is  a German  International 
Christian  Youth  Exchange  Student  who  has 
lived  since  last  July  with  Dr.  and  Mrs.  P. 
B.  Olsson,  Lexington. 

Dr.  Warren  Bosley,  Grand  Island  pedia- 
trician, spoke  to  the  Medical  Society.  The 
group  also  viewed  the  film  “Communism  on 
the  Map.” 

The  doctors  and  their  wives  met  for  cof- 
fee at  the  McGee  home  following  the  two 
meetings. 

Books 

During  the  past  month  two  moi’e  excellent  books 
have  been  received  from  the  C.  V.  Mosby  Com- 
pany of  St.  Louis.  The  first  of  these  is  entitled 
“Atlas  of  Obstetric  Technic”  and  was  written  by 
J.  Robert  Willson,  M.D.,  Professor  of  Obstetrics 
and  Gynecology’,  Temple  University  School  of 
Medicine,  Philadelphia.  Dr.  Willson  is  also  Head 
of  the  Department  of  Obstetrics  and  Gynecology 
at  the  Temple  University  Hospital.  The  book  in- 
cludes 127  pages  (large  pages,  too,  — 8V2"  by  11") 
of  wonderful  illustrations  which  show  “what  it  is 
and  how  to  do  it.”  The  illustrations  were  pre- 
pared by  Miss  Daisy  Stillwell. 

This  book  is  intended  to  seiwe  as  a guide  to  the 
management  of  noraial  and  abnormal  labor  and 
deliveiy.  The  concentration  is  primarily  upon  the 
maneuvers  which  may  be  necessary’  to  complete 
deliveiy  at  or  near  term.  The  general  management 
of  the  laboring  patient  from  her  admittance  to  the 
hospital  until  she  is  delivered  is  described  in  de- 
tail. The  possible  mechanisms  of  spontaneous  de- 
liv'eiy  are  described  for  most  of  the  various  ab- 
normal positions  and  presentations  of  the  fetus. 
The  section  devoted  to  nonnal  labor  and  deliveiy 
is  extensive.  With  the  above  basic  information  as 
a background,  the  author  then  describes  and  pic- 
tures the  technics  for  operative  extraction.  All 
of  the  procedures  included  are  currently  being 


used  by  the  obstetric  staff  of  the  Temple  Univer- 
sity Medical  Center. 

Chapter  headings  are  as  follows: 

1.  The  Professional  Staff;  Labor  and  Deliveiy 

Room  Facilities 

2.  Normal  Labor  and  Delivery 

.3.  Shoulder  Dystocia 

4.  Third  Stage  of  Labor  and  Postpartum  j 

Hemon’hage 

5.  Induction  of  Labor  , 

6.  Prevention  and  Management  of  Childbirth  I 

Injuiy  I 

7.  Forceps  Deliveiy 

8.  Face  Positions 

9.  Brow  Positions 

10.  Breech  Deliveiy 

11.  Transverse  Presentation 

12.  Cesarean  Section 

13.  Placenta  Previa 

14.  Craniotomy 

The  excellence  of  the  illustrations  has  peimit- 
ted  reduction  of  explanatoiy  text  to  a minimum,  but 
the  book  is  more  than  just  a collection  of  drawings. 

The  details  of  the  management  of  complicated  la- 
bors are  described.  Indications  and  contraindica- 
tions are  listed  and  discussed  for  each  operative  pro- 
cedure. Anesthetic  technics  are  recommended 
w’herever  applicable,  and  postoperative  management 
is  considered.  Physiologic  mechanisms,  such  as  1 
that  responsible  for  the  third  stage  of  labor  and  I 
control  of  bleeding,  are  discussed  whenever  neces- 
sary to  justify  recommended  procedures.  Finally, 
appropriate  nonoperative  regimes,  such  as  the  de- 
layed treatment  of  placenta  previa,  are  presented. 

“ATLAS  OF  OBSTETRIC  TECHNIC”’  (De- 
luxe Edition),  by  J.  Robert  Willson,  M.D.,  and 
vrith  illustrations  by  Miss  Daisy  Stillw’ell.  Pub- 
lished 6 Feb.  1961  by  the  C.  V.  Mosby’  Com- 
pany of  St.  Louis,  Missouri.  304  pages.  $14.50. 

The  other  book  received  from  the  C.  V.  Mosby 
Company  is  entitled  “Management  of  Hyperten- 
sive Diseases”  and  was  written  by  Joseph  C.  Ed- 
wards, M.D.,  Assistant  Professor  of  Clinical  Medi- 
cine and  Consultant  in  the  Hypertension  and  Car- 
diac Clinics,  Washington  University  School  of 
Medicine,  St.  Louis,  Missouri.  Dr.  Edwards  also 
is  the  Director  of  the  Hypertension  Clinic  at  St. 
Lukes’  Hospital  in  St.  Louis. 

This  book  is  intended  to  serve  as  a guide  to  the 
practical  management  of  the  patient  with  hyper- 
tensive disease.  It  is  written  for  the  busy  physi- 
cian in  practice  w’ho  w’ants  the  latest  infoiTnation 
on  the  treatment  of  hypertension  and  guidance  in 
selecting  proper  medication  for  a pairicular  pa- 
tient. This  book  presents  clearly  and  succinctly 
the  present  status  of  the  problem  of  hypertension 
and  its  treatment. 

Subjects  included  are  as  follow’s: 

1.  Arterial  Hypertension  — definition;  rela- 
tionship to  age;  associated  with  other  con- 
ditions; neurogenic;  essential;  malignant; 
and  hypertensive  encephalopathy 

2.  Diagnosis  of  Arterial  Hypertension  — his- 
tory; physical  examination;  laboratory  tests; 
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methods  of  recording  blood  pressure;  de- 
termination in  infants;  special  tests  for 
“early  hypertension”  and  hyperreactions 

3.  Heart  Disease  With  Hypertension  — na- 
tural histoiy;  symptoms  and  signs;  ti’eat- 
ment  of  heart  failure  and  angina  pectoris 

4.  The  EKG  in  Hypertension  — including 
changes  in  the  EKG  with  improvement  of 
the  patient;  the  vectorcardiogram;  and  the 
ballistocardiogram 

5.  The  Natural  Histoiy  of  Essential  Hyper- 
tension — incidence;  changes  with  age, 
weight,  exercise,  etc.;  prognosis;  changes  in 
prognosis  with  dinag  therapy 

6.  Management  of  the  Patient  With  Hyperten- 
sion — diet  therapy;  di-ug  therapy 

7.  Special  Problems  in  Management  of  the  Pa- 
tient With  Hypertension  — changes  with 
old  age;  indications  for  surgical  therapy 

8.  Hypertension  Associated  With  Pregnancy  — 
complications,  treatment 

9.  Special  Types  of  Hypertension  (Secondaiy 
Factors)  — coarctation  of  the  aorta; 
adrenal  abnormalities  including  Cushing’s 
syndrome,  pseudo-Cushing’s  syndrome;  al- 
dosteronism; pheochromocytoma;  renal  ab- 
normalities; pulmonary  hypertension 

10.  Antihypertensive  Drugs  — Pharmacology 
and  Therapy  — including  side  effects  and 
and  toxic  reactions  to  these  drugs 

11.  Etiology  of  Hypertension  With  Special  Ref- 
erence to  Essential  Hypertension  — includ- 
ing a discussion  of  diet,  heredity,  psycho- 
genic factors,  neurogenic  factors,  vascular 
factors,  adrenal  factors,  electrolyte  factors, 
humoral  substances,  renal  and  adrenal  fac- 
tors, and  pituitary  factors 

“MANAGEMENT  OF  HYPERTENSIVE 
DISEASES”  by  Joseph  C.  Edwards,  M.D.  Pub- 
lished 31  October  1960  by  the  C.  V.  Mosby 
Company  of  St.  Louis,  Missouri.  439  pages. 
$15.00. 


Carl  J.  Potthoff,  M.D.,  Chairman  of  the  Depart- 
ment of  Preventive  Medicine  at  the  University  of 
Nebraska  College  of  Medicine,  Omaha,  Nebraska, 
has  written  to  us  telling  about  six  books  that  he 
has  found  of  value  to  him  and  that  he  believes 
may  be  of  interest  and  value  to  practicing  physi- 
cians. His  reviews  follow: 

“AN  INTRODUCTION  TO  MEDICAL  GEN- 
ETICS” by  J.  A.  Fraser  Roberts  presents  in  clear, 
easily  readable  fashion  a useful  account  of  medi- 
cal genetics.  Published  in  1960,  it  is  relatively 
up-to-date  in  this  dynamic  field.  In  addition  to 
providing  the  reader  with  basic  infoianation,  it 
carries  on  to  discussion  of  counselling  approaches. 
I believe  this  book  would  be  an  excellent  textbook 
for  medical  students.  It  is  available  from  the  Ox- 
ford University  Press,  1600  Pollitt  Drive,  Faiiiawn, 
New  Jersey.  Retail  price,  $7.00. 

“NEWER  VIRUS  DIEASES”  by  John  M.  Adams 
gets  at  what  we  want  to  know  for  clinical  purposes. 
It  includes  discussions  on  the  myxoviioises,  the 
Coxsackie  and  ECHO,  the  adenoviruses,  infectious 
mononucleosis,  primary  atypical  pneumonia,  ar- 


thropod-borne vii-uses,  distemper,  and  many  other 
diseases.  The  discussions  appear  to  reflect  exten- 
sive clinical  experience,  and  careful  preparatoiy  ef- 
fort in  order  that  the  book  have  practical  usefulness. 
It  is  available  from  The  Macmillan  Company,  60 
Fifth  Avenue,  New  York  11,  N.Y.  Published  in 
1960,  it  is  priced  at  $5.75. 

Although  the  large  majority  of  physicians  do 
some  work  in  occupational  medicine,  there  has  not 
until  recently  been  a book  that  is  well-adapted  to 
their  needs  unless  we  accept  books  written  many 
years  ago.  Now  several  good  books  on  occupational 
medicine  have  appeared.  Among  them,  “OCCUPA- 
TIONAL DISEASES  AND  INDUSTRIAL  MEDI- 
CINE” by  R.  T.  Johnstone  and  S.  E.  Miller  appears 
to  be  an  excellent  one,  not  only  for  the  specialist 
in  the  discipline  but  also  for  general  practitioners 
and  specialists  in  other  fields  than  occupational 
medicine.  Physicians  may  encounter  so-called  oc- 
cupational diseases  in  patients  who  do  not  have  job 
exposures  to  the  etiologic  agents.  Synthetic  resins 
and  plastics,  metals,  halogenated  hydrocarbons, 
noxious  gases,  pesticides,  and  physical  agents  cause 
morbidities  among  exposed  people,  whether  or  not 
they  are  on-the-job.  The  book,  published  in  1960, 
is  available  from  W.  B.  Saunders  Company,  W. 
Washington  Square,  Philadelphia  5,  Pennsylvania. 

The  role  of  teacher  is  assumed  often  by  physi- 
cians and  their  nurse  employees.  As  a teaching 
aid,  “THAT  THE  PATIENT  MAY  KNOW”  can 
be  an  extremely  helpful  book.  The  authors  are  H. 
F.  Dowling  and  T.  Jones.  There  are  about  140 
pages  of  drawings,  charts,  and  simple  discussions. 
The  book  is  to  be  used  by  the  physician  or  his 
nurse  employee  during  explanations  to  patients. 
The  reliance  is  upon  the  visual  presentations.  Page 
headings  include,  to  illustrate,  how  to  administer 
insulin;  the  care  of  the  feet  in  diabetes;  the  ex- 
planation of  booster  immunizations;  bronchial 
asthma;  energy  expended  in  normal  activities  and 
in  household  activities;  hypertension;  hemorrhoids; 
the  processes  of  childbirth.  Published  in  1959,  this 
book  is  available  from  W.  B.  Saunders,  price  $7.50. 

“INTRODUCTION  TO  BIOSTATISTICS”  by  H. 
Bancroft  is  one  of  the  most  easily  readable  books 
on  the  subject.  It  is  adapted  to  medical  needs. 
In  order  to  “keep  up”  in  medicine  today,  it  is  man- 
datory to  have  some  knowledge  of  biostatistical 
theory.  The  physician  who  gathers  and  compiles 
data  from  his  own  clinical  work  is  under  grave 
handicap  unless  he  has  such  knowledge.  He  can 
obtain  the  basic  infonnation  readily  from  this 
book,  leam  something  of  the  technics  of  tabular- 
presentations  and  graphing,  and  easily  follow  the 
step-by-step  procedures  of  finding  such  statistics 
as  standard  deviation,  Chi2,  and  t.  This  book  was 
published  in  1957;  it  is  available  from  Paul  B. 
Hoebei-,  Inc.,  49  East  33rd  Street,  New  York  16, 
N.Y.  Price  is  $4.95. 

“THE  HEART  IN  INDUSTRY”  is  another  ex- 
cellent book.  Of  particular  value,  probably,  to 
those  not  specializing  in  occupational  medicine  nor- 
concerned  with  compensation  problems,  are  the  dis- 
cussions on  what  the  patient  may  safely  do  when 
he  has  cardiac  disease.  The  authors  probe  many 
aspects  of  heart  disease  that  t-eceive  little  or  no 
attention  in  textbooks  of  intei-nal  medicine  or  most 
textbooks  dealing  with  coi-onary  ailments.  Among 
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these  aspects  are  many  that  are  relevant  to  eveiy- 
day  medical  practice.  The  book  is  edited  by  Leon 
J.  Warshaw,  and  was  published  in  1960  by  P.  B. 
Hoeber,  Inc.  Price  is  $16.00. 


fKnow  Your 

Blue  Shield  Plan 

Plain  Talk  About  Tomorrow — 

The  imminent  Congressional  battle  over 
President  Kennedy’s  proposal  to  provide 
hospital  and  nursing  care  for  the  aged 
through  Social  Security  poses  an  obvious 
and  urgent  challenge  to  the  medical  profes- 
sion. To  put  it  as  simply  as  possible,  medi- 
cine is  challenged  — non'  — to  deliver  a 
solid,  realistic  program  of  prepaid  medical 
care  for  the  people  of  the  United  States 
through  its  otvn  voluntary  mechanisms,  or 
to  have  such  a program  organized  and  im- 
posed upon  us  by  our  national  government. 

To  fancy  that  if  we  only  ignore  this 
threat  it  will  go  away  is  to  delude  ourselves 
and  to  forfeit  what  may  be  our  last  oppor- 
tunity to  preserve  private  enterprise  in  med- 
ical practice.  And  it  would  be  incredibly 
naive  to  suppose  that  organized  medicine 
and  its  consecutive  business  allies  can  de- 
cisively turn  back  the  tide  that’s  running 
today  without  offering  a clearly  preferable 
substitute  program. 

What  have  we  to  offer?  Why  not  Blue 
Shield?  For,  despite  the  fact  that  many 
Blue  Shield  Plans  are  inadequate  in  their 
scope  of  coverage  and  unrealistic  in  the  de- 
gree of  assurance  of  complete  protection 
that  they  offer  the  patient,  nevertheless, 
Blue  Shield  has  already  enlisted  the  volun- 
tary support  of  more  than  a quarter  of  all 
the  people  in  the  U.S.A. 

Blue  Shield  is  the  only  major  prepajunent 
program  responsible  and  responsive  to  the 
medical  profession,  the  only  major  program 
free  of  commercial  control,  the  only  major 
program  that  is  creditably  identified  in  the 
popular  mind  with  the  private  physician. 

Even  more  important  is  the  fact  that  Blue 
Shield  has  found  the  formula  for  providing 
medical  services  on  terms  that  have  proved 
eminently  satisfactoi’y  both  to  the  patient 
and  the  doctor.  It  is  safe  to  say  that  if  all 
Blue  Shield  Plans  were  offering  as  good  a 
program  as  the  best  of  them  do  today,  pri- 


vate medicine  could  meet  the  challenge  of  ' 
the  immediate  future  with  reasonable  con- 
fidence in  the  public  decision.  ' 

Blue  Shield  can  do  as  good  a job  as  we 
doctors  will  permit  it  to  do  — and  it  can  do 
as  good  a job  as  we  demand  that  it  do.  But 
in  many  areas  of  this  land,  we  physicians  I 

must  lift  the  heavy  hand  of  suspicion  and  * 

restraint  from  our  Blue  Shield  Plans,  and 
offer  these  Plans  of  ours  a bold  and  helping 
hand  of  confidence  and  leadership.  There  ‘ 
may  be  other  ways  of  saving  free  medicine 
— but  Blue  Shield  lies  close  at  hand  — and 
ready.  When  do  we  begin  to  move  ? 


TUBERCULOSIS  ABSTRACTS 

THE  DANISH  TUBERCULOSIS  INDEX 
An  intensive  study  of  the  epidemiology 
of  tuberculosis  was  undei-taken  in  Denmark 
by  the  National  Health  Seiwice  of  Den- 
mark and  the  World  Health  Organization. 

A follow-up  four  years  after  a mass  cam- 
paign of  tuberculin  testing,  X ray,  and 
BCG  vaccination  showed  that  all  persons 
with  suspicious  X-ray  lesions  and  young 
people  with  large  tuberculin  reactions 
should  be  followed  systematically;  others 
could  be  ignored. 

Tuberculosis  eradication  programs  of  the  future 
must  depend  heavily  on  the  establishment  of  risk 
rates  in  various  definable  population  groups.  It 
is  only  through  a concentration  of  all  resources 
for  screening  and  supeiwision  of  those  people  most 
likely  to  develop  tuberculosis  that  waste  motion  can 
be  avoided  and  rapid  progress  made. 

Giant  steps  in  this  direction  have  already  been 
taken  in  Denmark  by  means  of  a mass  screening 
campaign,  followed  by  four  years  of  careful  ob- 
seiwation.  The  report  of  this  experience  which 
appeared  under  the  title,  “Epidemiological  Basis 
of  Tuberculosis  Eradication  in  Denmark,”  in  the 
Bulletin  of  the  World  Health  Organization,  Vol.  21, 
No.  1,  1959,  is  of  immediate  practical  importance 
to  eveiyone  involved  in  tuberculosis  conti-ol.  The 
authors  w'ere  E.  Groth-Petersen,  Jorgen  Knudsen, 
and  Erik  Wilbek.  The  whole  study  was  carried  out 
under  an  administrative  organization  called  the 
Danish  Tuberculosis  Index.  It  was  done  as  a co- 
operative undertaking  of  the  National  Health  Sen’- 
ice  of  Denmark  and  the  WHO  Tuberculosis  Re- 
search Office. 

COUNTRY-WIDE  STUDY  BEGUN 

During  the  period  from  Februaiy,  1950  to  De- 
cember, 1952,  tuberculin  testing,  X-raying,  and 
BCG  vaccinating  teams  covered  the  entire  countiy 
with  the  exception  of  Copenhagen,  the  island  of 
Bornholm  and  a few  small  communities  where  cam- 
paigns had  been  earned  out  previously.  The  only 
population  group  not  included  was  school  children 
aged  7-14  years  who  were  being  tuberculin  tested 
and  vaccinated  in  the  schools.  Over  one  million 
persons  were  examined.  .A  sputum  specimen  or  a 
gastric  lavage  was  obtained  whenever  theie  were 
suspicious  findings  on  the  X ray. 
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Among  the  795,000  adults  examined  in  the  mass 
campaign,  503  pi'eviously  unknown  cases  of  active 
pulmonary  tuberculosis  were  found  — a I'ate  of 
one  case  per  1,500  examined.  Expressed  as  age 
specific  rates  per  100,000  population,  thei-e  was  a 
range  from  36  in  men  aged  15-24  to  94  in  women 
aged  25-34.  The  report  provides  the  greatest  de- 
tail on  the  case  found  during  the  initial  campaign, 
but  the  findings  in  the  four-year  period  of  follow- 
up are  striking,  indeed,  and  furnish  valuable  docu- 
mentation on  risk  rates  not  previously  available 
for  any  population  group  in  the  world. 

FOUR-YEAR  FOLLOW-UP 

Among  the  744,261  individuals  judged  healthy,  so 
far  as  tuberculosis  is  concerned,  at  the  start  of 
the  follow-up  period,  878  new  cases  of  tuberculosis 
developed,  742  of  which  were  pulmonary.  This  is 
an  average  annual  incidence  of  25  per  100,000.  Al- 
though the  rates  were  somewhat  higher  for  women 
and  for  the  age  group  15-34,  the  differences  are  too 
small  to  be  of  much  us  in  defining  risk  groups.  It 
is  only  when  tuberculin  test  and  X-ray  results  are 
considered  together  that  big  differences  in  risk 
rates  become  evident. 

In  a group  of  320,000  unvaccinated  tuberculin 
reactors,  the  average  annual  case  rates  per  100,000 
in  the  age  group  15-24,  according  to  size  of  tuber- 
culin reaction,  were  as  follows:  6-11  millimeters, 

24.5;  12-17  mm.,  56.4;  18-23  mm.,  87.8;  and  24-+- 
mm.,  72.6.  In  older  persons,  the  differences  by 
size  reaction  were  less  striking. 

X-ray  findings  at  the  start  of  the  follow-up 
period  were  classified  as  normal  (90  per  cent), 


healed  lesions  (7  per  cent),  and  suspicious  (3  per 
cent).  The  coiTcsponding  new  average  annual  case 
I’ates  were  27,  51  and  370,  respectively,  for  all  ages. 
However,  the  rate  was  1,022  for  those  in  the  age 
group  15-24  who  had  suspicious  shadows.  The 
highest  case  rate  — roughly  2,000  per  100,000  per- 
sons per  year  — was  in  a subgroup  of  1,200  per- 
sons whose  roentgenographic  findings  were  inter- 
preted as  definite  lesions,  probably  of  tuberculosis 
origin. 

Although  the  case  rates  in  the  vaccinated  groups 
were  low,  23  per  cent  of  the  new  cases  arose 
among  them.  Since  there  was  no  unvaccinated  con- 
trol group  selected  at  random,  the  effect  of  vac- 
cination could  not  be  measured. 

CONCLUSIONS 

The  report  concludes:  “Certainly  the  enonnous 

numbers  of  routine  repetitive  X-ray  examinations 
of  adults  can  be  drastically  reduced  and  the  case- 
finding nevertheless  intensified.  Persons  in  the 
older  age-groups  with  noi-mal  findings  on  a single 
photofluorogram,  even  though  they  have  posi- 
tive tuberculin  reactions,  need  not  be  called 
back  for  examination  year  after  year.  They  can  be 
left  in  peace.  But  persons  of  any  age  with  suspi- 
cious X-ray  lesions  and  young  people  with  large 
tuberculin  reactions  should  be  follow'ed  system- 
atically. These  high-risk  groups  comprise  such  a 
small  percentage  of  the  total  population  that  con- 
tinuous and  close  supeiwision  is  both  practicable 
and  profitable.” 

— F.  M.  Feldmann,  M.D.,  National  Tuberculosis  Bulletin  No. 

8,  Vol.  46,  September.  1960. 


ORGANIZATIONS.  NATIONAL 


American  Academy  of  General  Practice 
Mr.  Mac  F.  Cahal 
Volker  at  Brookside 
Kansas  City  12,  Missouri 

American  Academy  of  Pediatrics 
E.  H.  Christopherson,  Secy. 

1801  Hinman  Ave. 

Evanston,  Illinois 

American  College  of  Obstetricians  & Gynecologists 
Mr.  D.  F.  Richardson,  Secy. 

79  West  Monroe 
Chicago  3,  Illinois 

American  College  of  Physicians 
Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Secy. 
4200  Pine  St. 

Philadelphia  4,  Pennsylvania 

American  College  of  Radiology 
Mr.  W.  C.  Stronach 
20  North  Wacker  Drive 
Chicago  6,  Illinois 

American  College  of  Surgeons 
Michael  L.  Mason,  Secy. 

40  East  Erie  Street 
Chicago  11,  Illinois 

American  Diabetes  Association 
E.  Paul  Sheridan,  Secy. 

1 East  45th  Street 
New  York  17,  New  York 


American  Heart  Association 
Mr.  Rome  A.  Betts,  Secy. 

44  East  23rd  Street 
New  York  10,  New  York 

American  Hospital  Association 
Mr.  M.  J.  Norby,  Secy. 

840  Lake  Shore  Drive 
Chicago  11,  Illinois 

American  Society  of  Anesthesiology 
J.  E.  Remlinger,  Secy. 

802  Ashland  Ave. 

Wilmette,  Illinois 

American  Society  of  Internal  Medicine 
Mr.  R.  L.  Richards,  Secy. 

350  Post  Street 

San  Francisco,  California 

The  American  Society  of  Clinical  Pathologists 
Mr.  Claude  E.  Wells,  Executive  Secy. 

445  North  Lake  Shore  Drive 
Chicago  11,  Illinois 

American  Medical  Association 

F.  J.  L.  Blasingame,  Executive  Vice  Pres. 
535  North  Dearborn  Street 
Chicago  10,  Illinois 

Arthritis  and  Rheumatism  Foundation 
Floyd  B.  Odium,  Chairman 
10  Columbus  Circle,  New  York  19,  N.Y. 
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ORGANIZATIONS,  STATE 


Alcoholics  Anonymous 
1345  N Street,  Lincoln 
American  Red  Cross 

W.  J.  Frenzel,  State  Representative 
2631  Garfield,  Lincoln 
Cerebral  Palsy  Association  of  Nebraska 
Mrs.  Ben  H.  Cosdery 
201  South  Elmwood  Road,  Omaha 
Creighton  University  School  of  Medicine 
Richard  Egan,  Dean 
302  North  14th 
Omaha,  Nebraska 
-Multiple  Sclerosis  Society 
207  Midway  Building 
Lincoln,  Nebraska 
■Muscular  Dystrophy  Society 

Mrs.  Maiwin  Traeger,  President 
Fairbury,  Nebraska 

National  Foundation,  Inc. 

Clinton  Belknap 
1044  Stuart  Building 
Lincoln,  Nebraska 

Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 
Lloyd  E.  Skinner,  President 
Box  2,  Elmwood  Station,  Omaha  6,  Nebraska 

Nebraska  Association  of  Pathologists 
Donald  Max  Fitch,  Secy.-Treas. 

University  of  Nebraska  Hospital 
Omaha,  Nebraska 

Nebraska  Blue  Cross-Blue  Shield 
Joseph  Burger,  Executive  Director 
518  Kilpatrick  Building 
Omaha,  Nebraska 

Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

402  Lincoln  Liberty  Life  Building 
Lincoln,  Nebraska 

Nebraska  Chapter 

American  College  of  Physicians 

E.  M.  Walsh,  M.D.,  Govemor  of  Nebr.  Chap. 
5002  Dodge 
Omaha,  Nebraska 

Nebraska  Chapter 
American  College  of  Surgeons 
Dwight  Cherry,  M.D.,  Secy. 

921  Stuart  Building 
Lincoln,  Nebraska 

Nebraska  Chapters 
National  Cystic  Fibrosis  Foundation 
Douglas  County  Chapter 
Miss  Marlene  Lorch,  Secretary 
University  of  Nebraska  Hospital 
Omaha,  Nebraska 
Lancaster  County  Chapter 
Mrs.  Alvin  Morris,  Secretai-y 
3400  North  69th  Street,  Lincoln 

Nebraska  Division 
.American  Cancer  Society 

Braxton  Tewart,  Executive  Director 
4201  Dodge 
Omaha,  Nebraska 

Nebraska  Eye,  Ear,  Nose  & Throat  Society 
G.  T.  Alliband,  M.D.,  Secy. 

1020  Medical  Arts  Building 
Omaha,  Nebraska 


Nebraska  Heart  Association 

Carl  Maiacer,  Executive  Director 
4202  Harney 
Omaha,  Nebraska 
Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
512  South  13th  Street 
Lincoln,  Nebraska 

Nebraska  Pharmaceutical  Association 
Miss  Cora  Mae  Briggs,  Executive  Secy. 

414  Federal  Seccrities  Building 
Lincoln,  Nebraska 
Nebraska  Psychiatric  Institute 
602  South  44th  Avenue,  Omaha 
Nebraska  Public  Health  Association 

E.  A.  Rogers,  M.D.,  M.P.H.,  President 
State  Capitol  Building 

Lincoln  9,  Nebraska 
Nebraska  Radiological  Society 
Ronald  E.  Waggener,  M.D.,  Secy.-Treas. 
University  of  Nebraska  College  of  Medicine 
Omaha,  Nebi’aska 
Nebraska  Rheumatism  Association 
Robert  S.  Long,  Pi-esident 
8721  Shamrock  Road,  Countryside  Village 
Omaha,  Nebraska 

Nebraska  Society  for  Crippled  Children 
S.  Orson  Perkins,  Director 
402  South  17th 
Omaha,  Nebraska 

Nebraska  Society  of  Internal  IMedicine 
Robert  S.  Long,  M.D.,  President 
324  City  National  Bank  Building 
Omaha,  Nebraska 

Nebraska  State  Dental  Association 

F.  A.  Pierson,  D.D.S.,  Secy. 

1112  Federal  Securities  Building 
Lincoln,  Nebraska 

Nebraska  State  Department  of  Health 
E.  A.  Rogers,  M.D.,  Director 
State  Capitol  Building 
Lincoln,  Nebraska 

Nebraska  State  Medical  Association 
M.  C.  Smith,  Executive  Secy. 

1315  Sharp  Building 
Lincoln  8,  Nebraska 
Nebraska  State  Nurses  Association 
Mrs.  Zelda  Nelson,  Executive  Director 
510  Securities  Building 
Omaha,  Nebraska 

Nebraska  State  Obstetrics  & Gynecology  Society 
Morris  Grier,  M.D.,  Secy. 

828  Medical  Arts  Building 
Omaha,  Nebraska 
Nebraska  Tuberculosis  Association 
Delmer  Serafy,  Eexecutive  Secy. 

406  W.O.W.  Building,  Omaha,  Nebraska 
Omaha,  Nebraska 
Omaha  Mid-West  Clinical  Society 
1613  Medical  Arts  Building 
Rita  M.  Crowell,  Executive  Secretai^ 

POISON  CONTROL  CENTER 
Childrens  Memorial  Hospital 
502  South  44th  Street,  Omaha 
University  of  Nebraska  College  of  Medicine 
J.  P.  Tollman.  M.D.,  Dean 
42nd  and  Dewey 
Omaha,  Nebraska 
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THE  ART  OF  WRITING  SCIENTIFIC 
PAPERS 

There  is  a movement  afoot  to  permit  indi- 
vidual literary  style  of  the  scientific  writer 
to  emerge  from  the  often  dull  recitation  of 
scientific  facts.  In  looking  through  many 
medical  journals  it  is  evident  at  once  that 
the  language  of  the  writers  often  is  made 
to  fit  a preconceived  patteim.  The  pattern 
may  change  from  journal  to  journal,  but  the 
the  imprint  of  the  given  editor’s  blue  pencil 
or  of  his  re-write  squad  will  be  obvious. 

It  is  pointed  out  that,  in  the  past,  the 
individual  style  of  the  writer  often  made 
the  reading  of  otherwise  dull  scientific  data 
and  observations  a pleasure  rather  than  a 
burden;  that,  often,  the  “science”  of  the 
subject  matter,  while  accurately  presented, 
was  well  embellished  by  the  “art”  of  writ- 
ing. 

In  the  April,  1961,  Quarterly  Bulletin  of 
the  American  Medical  Writers’  Association 
this  thesis  is  supported  by  a quotation  which 
I make  bold  to  repeat.  It  is  a perfect  illus- 
tration of  the  fact  that  one  can  “come  out 
smelling  like  a rose.”  The  exact  reference 
for  this  quotation  is  not  given,  but  it  first 
appeared  in  the  Americayi  Journal  of  Proc- 
tology, was  written  by  Doctor  Walter  C. 
Boremeier,  and  titled  “Sphincter-Protecting 
Hemorrhoidectomy.” 

“The  prime  objective  of  a hemorrhoidec- 
tomy is  to  remove  the  offending  varicosity 
with  as  little  damage  as  possible  to  the  pa- 
tient. You  can  damage,  defoiTn,  ruin,  re- 
move, abuse,  amputate,  maim,  or  mutilate 
every  structure  in  and  around  the  anus  ex- 
cept one.  That  structure  is  the  sphincter 
ani.  There  is  not  a muscle  or  structure  in 
the  body  that  has  a more  keenly  developed 
sense  of  alertness  and  ability  to  accomodate 
itself  to  varying  situations. 

“They  say  that  man  has  succeeded  where 
the  animals  fail  because  of  the  clever  use  of 
the  hands,  yet  when  compared  to  the  hands, 
the  sphincter  ani  is  far  superior.  If  you 
place  into  your  cupped  hands  a mixture  of 
fluid,  solid,  and  gas  and  then  through  an 
opening  at  the  bottom  try  to  let  only  the  gas 


escape,  you  will  fail.  Yet  the  sphincter  ani 
can  do  it!  The  sphincter  apparently  can 
differentiate  between  solid,  fluid,  and  gas. 
It  apparently  can  tell  whether  its  owner  is 
alone  or  with  someone;  whether  standing 
up  or  sitting  down;  whether  its  owner  has 
his  pants  off  or  on.  No  other  muscle  in 
the  body  is  such  a protector  of  the  dignity 
of  man,  yet  so  ready  to  come  to  his  relief. 
A muscle  like  this  is  worth  protecting!” 
Enough  said. 

ADVISE  AND  CONSENT 

In  or  out  of  government,  Wilbur  J.  Cohen 
has  worked  assiduously  and  avidly  for  a 
quarter  of  a century  toward  the  goal  of 
socialized  medicine.  He  was  one  of  the  most 
active  supporters  of  the  Murray-Wagner- 
Dingell  bill.  Cohen  was  one  of  President 
Kennedy’s  early  appointees  to  be  Assistant 
Secretary  in  the  Department  of  Health,  Edu- 
cation and  Welfare  — the  man  next  in  line 
to  Secretary  Ribicoff,  a member  of  the  Cab- 
inet. 

Cohen’s  appointment  had  to  be  confiiined 
by  the  Senate,  but,  not  waiting  for  confirma- 
tion, he  immediately  went  to  work  in  the 
Department  of  H.E.W.  After  more  than 
two  months’  delay,  Cohen  appeared  before 
the  Senate  Finance  Committee  on  March 
23,  preliminary  to  action  by  the  Senate,  as 
is  customary.  Senator  Curtis  of  Nebraska 
took  over  the  job  of  questioning  Cohen, 
which  he  carried  on  very  deftly  for  two 
hours.  He  drew  from  the  appointee  a great 
amount  of  information  about  his  plans  for 
the  welfare  state.  Much  of  Cohen’s  plan- 
ning is  truly  frightening.  One  item  alone, 
a plan  to  step  up  the  tax  base  for  Social  Se- 
curity to  $9000  during  the  present  decade, 
is  illuminating.  This  alone  would  compel  a 
man  with  wife  and  two  children  to  pay  So- 
cial Security  tax  equal  to  one-half  his  in- 
come tax.  If,  as  Cohen  hopes  and  plans, 
medical  care  by  the  government  is  extended 
to  the  whole  population  via  the  Social  Se- 
curity route.  Social  Security  taxes  would  be 
increased  to  5 to  6 per  cent  of  the  payroll 
on  the  $9000  base.  In  such  a case  the  So- 
cial Security  tax  may  well  exceed  the  income 
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tax.  Senator  Curtis  effectively  brought 
out  this  and  much  more  of  Cohen’s  socialistic 
planning. 

Mrs.  Marjorie  Shearon  has  accumulated 
a tremendous  file  on  Cohen,  over  the  years 
she  has  knovm  him  and  followed  his  activ- 
ities. From  the  infonnation  in  her  file  she 
testified  before  the  Senate  Finance  Commit- 
tee. She  was  allowed  much  too  brief  a time, 
and  this  late  in  the  day.  She  presented  a 
mass  of  material  tracing  Cohen’s  course, 
which  always  skirted  perilously  and  suspi- 
ciously close  to  Communistic  front  organi- 
zations. She  brought  to  the  attention  of  the 
Committee  his  efforts  with  international  or- 
ganizations aimed  at  worldwide  Socialism, 
especially  the  socialization  of  medicine,  and 
many  irregularities  in  his  relationship  to 
the  departments  of  our  Goveimment  with 
which  he  happened  to  be  associated  at  the 
moment. 

In  the  printed  “Testimony  on  Appoint- 
ment of  Wilbur  J.  Cohen  to  be  Assistant 
Secretaiy  of  the  Department  of  Health, 
Education  and  Welfare,”  on  page  33,  Shear- 
on says: 

“It  would  be  a gi’eat  and  irreparable  dis- 
seiwice  to  this  Republic  if  the  Senate  Fi- 
nance Committee  should  approve  this  ap- 
pointment. The  questions  at  issue  in  this 
case  are  subversion  and  moral  turpitude.  I 
believe  this  man  before  you  has  already 
done  more  damage  to  the  country  as  a 
whole  than  any  other  man  of  his  time. 
Through  the  positions  he  has  held  and  the 
power  he  has  wielded  he  has,  more  than 
anyone  else,  thrust  the  United  States  into 
the  world  conspiracy  not  only  for  the  na- 
tionalization of  medicine,  but  for  the  estab- 
lishment of  a Socialist  form  of  Govern- 
ment.” 

Excepting  Senator  Curtis  from  Nebraska, 
the  Committee  apparently  gave  scant  atten- 
tion to  the  mass  of  testimony  against 
Cohen’s  confirmation  by  the  Senate.  On 
April  6,  the  appointment  of  Wilbur  J.  Co- 
hen to  be  Assistant  Secretaiy  of  the  De- 
partment of  Health,  Education  and  Welfare 
came  up  for  advise  and  consent.  Only  a 
few  Senators  had  been  in  and  out  of  the 
Chamber  during  the  afternoon.  About  2 :00 
p.m.,  the  Chief  Clerk  read  the  nomination 
of  Cohen,  and  Senator  Humphrey  spoke 
briefly  that  the  Senate  Finance  Committee 
had  considered  the  nomination  very  thor- 


oughly and  reported  favorably  on  it.  Sen- 
ator Curtis  obtained  the  floor,  but  by  the 
time  he  began  his  half-hour  speech,  only  one 
Senator  aside  from  the  Chairman  remained 
to  listen.  Senator  Curtis  set  forth  Cohen’s 
views  clearly  and  forcibly,  stated  he  was 
against  the  appointment,  and  called  for  a 
vote.  Sufficient  delay  was  obtained  to 
get  a total  of  seven  Senators  from  the  cloak 
rooms.  The  vote  to  “advise  and  consent” 
was  four  for  and  three  against. 

It  is  not  possible  in  our  limited  space  to 
picture  the  “one  act  drama,”  as  Shearon 
calls  it,  perhaps  farce  would  be  a better 
teiTn,  that  happened  in  our  Senate  on  this 
occasion.  It  makes  the  descriptions  in  Mr. 
Drury’s  book,  “Advise  and  Consent,”  sound 
like  child’s  play.  A thorough-going  descrip- 
tion of  the  “drama”  as  well  as  the  booklet 
containing  Shearon’s  testimony  before  the 
committee  may  be  obtained  by  writing 
Shearon  Legislative  Service,  8801  Jones  Mill 
Road,  Chevy  Chase  15,  Maiyland. 


WHAT  OF  THE  BIRTH  RATE? 

Two  news  items  recently  received  threat- 
en us  with  either  a decline  or  rise  in  the 
birth  rate.  The  first  of  these  related  that, 
at  a recent  annual  meeting  of  the  Federa- 
tion of  American  Societies  for  Experimental 
Biologjq  a group  of  doctors  associated  with 
the  Sterling  - Winthrop  Research  Institute 
announced  a compound  designated  as  Win- 
19446  which  produced  a complete  arrest  of 
spennatogenesis  without  effect  on  andro- 
gen production.  The  blocking  effect  was 
at  the  primaiy  spermatocyte  stage.  It  is 
said  not  to  have  noticeably  affected  the  sex 
drive  of  the  male  rat. 

The  second  item,  designated  the  Fertility 
Tester,  is  a simple  devise  said  to  indicate  a 
woman’s  period  of  ovulation.  The  produc- 
ers (Weston  Laboratories,  Inc.)  state  “our 
marketing  campaign  will  be  directed  at  the 
millions  of  childless  couples  who  have  had 
difficulty  in  conceiving.”  Present  infonna- 
tion does  not  inform  us  whether  or  not  a 
negative  reading  may  be  interpreted  as  indi- 
cating the  “safe  period.” 

If  these  two  items  are  as  successful  as 
they  are  said  to  be,  we  may  well  expect  a 
sharp  decline  in  the  birth  rate.  On  the  other 
hand,  failure  of  one  or  both  to  function 
smoothly  and  efficiently  might  give  us  a 
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sharp  upward  spike  in  the  cuiwe.  Would 
anyone  like  to  place  any  bets  or  offer  any 
odds?  Wow! 

CACOETHES  SCRIBENDI 

In  the  issue  for  March,  1961,  of  The  New 
Physician,  a number  of  articles  on  medical 
writing  may  be  found.  Among  these  is  one 
entitled  “Cacoethes  Scribendi,”  by  Selma  De- 
Bakey,  Head,  Editorial  Division,  Alton 
Ochsner  Medical  Foundation,  New  Orleans. 

In  spite  of  the  title,  the  article  is  easy  to 
read.  It  can  be  summarized  in  a sentence 
such  as  the  following:  Doctors  write  too 
much  and  do  it  poorly.  The  author  adds 
some  of  her  ideas  about  how  to  curb  this 
“flood  of  literature.” 

It  is  the  title  that  is  disturbing.  Of 
course,  it  has  the  prime  requisite  of  being 
brief  and  pointed.  In  urging  writers  to  use 
simple  language  put  together  in  good  gram- 
matical style ; to  construct  good  paragraphs ; 
to  follow  an  outline  without  deviation;  to 
avoid  being  repetitious ; to  be  honest  in  pre- 
senting data;  to  draw  only  such  conclusions 
as  the  data  will  substantiate;  and,  finally, 
to  conclude  with  a summary  that  summar- 
izes, nothing  has  been  said  about  the  title. 

If  you  cannot  accurately  translate  the 
above  title,  do  not  try  to  use  an  ordinary 
“College  Standard  Dictionary,”  go  to  an  un- 
abridged edition  of  Webster. 


Chancellor  Hardin  Trustee  of  Rockefeller 
Foundation — 

It  was  announced  by  John  D.  Rockefeller, 
3rd,  Chairman  of  the  Board,  that  Chancellor 
Clifford  M.  Hardin  of  the  University  of  Ne- 
braska had  been  appointed  a trustee  of  the 
Rockefeller  Foundation. 

Status  and  Needs  of  Mental  Patients  Reported — 

From  This  Month,  we  quote  the  following 
enlightening  data  about  the  care  of  mental 
patients ; 

“That  you  can’t  buy  for  $4  per  day  what 
costs  $30  is  dramatically  and  depressingly 
demonstrated  in  the  final  report  of  the 
Joint  Commission  on  Mental  Illness  and 
Health,  a five-year  national  study.  State 
hospitals  spend  an  average  of  $4.44  per  pa- 
tient day  compared  to  $31.16  for  community 
general  hospitals.  The  contrast  in  quality  of 


care  is  just  as  great.  Only  20  per  cent  of 
the  277  state  mental  hospitals  in  the  U.S. 
are  trying  to  become  treatment  centers 
rather  than  custodial  institutions.  Less  than 
one-half  of  the  540,000  institutionalized  pa- 
tients receive  any  treatment.” 

Economics  of  Social  Security  Medicine — 

The  economics  of  medical  care  for  the 
aged  merit  careful  discussion  because  the 
cost  Avill  be  large  and  can  vary  widely  with 
different  methods  of  payment,  according  to 
an  editorial  in  the  Pennsylvania  Medical 
Journal. 

Under  legislation  known  as  the  Kerr- 
Mills  Law,  payment  for  medical  care  of  the 
needy  and  the  near  needy  aged  is  from  the 
general  funds  of  the  Federal  and  State  Gov- 
eiTiment.  With  such  a plan  the  cost  of 
medical  care  rendered  plus  moderate  ad- 
ministrative costs  constitutes  a total  cost 
which  is  equitably  bom  by  all  tax  payers. 

In  contrast,  the  cost  of  medical  care  for 
all  aged  people,  regardless  of  need,  if  fi- 
nanced by  compulsary  contributions  to  the 
social  security  fund,  results  in  a lack  of 
equitable  treatment  by  many  taxpayers.  " 

Although  labor  leaders  proclaim  the  will- 
ingness of  their  members  to  bear  one-half 
of  the  cost  of  medical  care  for  the  aged 
through  additional  contributions  to  the  so- 
cial security  fund,  implications  of  this  cost 
are  often  not  realized.  The  self-employed 
single  employee  and  members  of  small 
gi’oups  of  employees  not  represented  by  labor 
union  can  be  expected  to  bear  this  cost  in- 
definitely. Members  of  labor  unions  would 
bear  the  cost  only  as  long  as  existing  con- 
tract terms  would  prevent  the  negotiation 
of  wage  scales  to  a point  where  they  will 
offset  the  increased  deduction  for  medical 
care  for  the  aged.  The  only  way  that  labor 
union  members  could  actually  be  expected 
to  continue  to  bear  a fair  share  of  the  cost 
of  medical  care  under  the  social  security 
system  would  be  to  freeze  wages  at  the  level 
existing  when  the  program  goes  into  effect. 
This  would  not  meet,  it  is  anticipated,  \vith 
much  favor  on  the  part  of  union  leaders. 

If  the  cost  of  social  security  contribu- 
tions is  transferred  from  the  employee  to 
the  employer,  the  result  is  an  increase  in 
the  cost  of  labor  and  a resulting  inflationary 
force  to  be  reflected  ultimately  in  further 
increases  in  commodity  indexes. 
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Comments  From 
Your  President 


The  gfreatest  challenpre  that  faces  medicine 
in  the  60’s  is  the  real  threat  of  state  social- 
ism in  health  care.  The  proposed  amend- 
ment to  the  Social  Security  system  would 
put  the  government  in  the  health  care  field 
in  a big  way  with  a full  set  of  government 
controls  and  regulations.  It  is  late,  but  not 
yet  too  late,  to  change  the  course  of  events 
if  we  act  boldly,  with  courage  and  deter- 
mination. 

The  medical  profession  and  its  allies  have 
a strong  program  for  positive  action.  The 
tremendous  acceptance  by  the  American 
people  of  the  voluntary  health  insurance 
idea,  particularly  the  Blue  Cross-Blue  Shield 
approach,  is  proof  positive  that  the  people 
are  in  favor  of  the  voluntary  way  to  insure 
the  costs  of  health  care.  They  have,  by  their 
actions,  accepted  personal  responsibility  for 
their  own  welfare  in  the  matters  of  health 
care. 

At  a recent  national  meeting  of  a religious 
group,  the  following  statement  was  issued: 

The  Personal  Responsibility 
of  Free  Men 

Their  statement  said: 

“If  our  future  is  to  be  worthy  of  our  past, 
if  the  fruit  of  America’s  promise  is  not  to 
wither  before  it  has  reached  full  maturity, 
our  present  pre-eminent  need  is  to  reaffirm 
the  sense  of  individual  obligation,  to  place 
clearly  before  ourselves  the  foundation  on 
which  PERSONAL  RESPONSIBILITY 
rests,  to  determine  the  causes  of  its  decay, 
and  to  seek  the  means  by  which  it  can  be 
revived  . . . 

“An  inordinate  demand  for  benefits,  most 
easily  secured  by  the  pressures  of  organiza- 
tion, has  led  an  ever-growing  number  of  our 
people  to  relinquish  their  rights  and  to  ab- 
dicate their  responsibilities. 

“This  concession  creates  a widening  spiral 
of  increasing  demands  and  pressures  with  a 
further  infringement  on  personal  freedom 
and  responsibility  . . . 


“Intensive  socialization  can  achieve  mass 
benefits,  but  man  and  morality  can  be  seri- 
ously hurt  in  the  process.” 

We  must  continue  our  efforts  to  persuade 
the  American  people  to  accept  personal  re- 
sponsibility for  themselves  in  the  field  of 
health  care,  through  the  mechanism  of  vol- 
untary health  insurance,  particularly  Blue 
Cross  and  Blue  Shield.  We  must  rededicate 
ourselves  as  salesmen  for  the  voluntary  way 
to  underwrite  the  costs  of  health  care. 

To  assist  those  persons  of  low  income  and 
small  means  in  the  high  risk  and  high  util- 
ization groups,  particularly  those  over  65 
years  of  age,  the  current  proposal  in  the 
Kerr-Mills  Bill  is  a sound  constructive  pro- 
gram, and  should  have  the  strong  support  of 
every  member  of  the  medical  profession. 
By  this  program,  we  can  help  those  in  a 
dignified  manner  who  cannot  help  them- 
selves. Almost  half  of  the  states  have  some 
tjTpe  of  program  along  the  lines  of  the  Kerr- 
Mills  legislation  to  assist  the  over  age  65 
group  of  persons  whose  limited  resources 
make  it  impossible  for  them  to  help  them- 
selves in  the  matter  of  adequate  health  care. 

In  conclusion,  before  it  is  too  late,  we  must 
revive  in  our  midst,  and  present  to  the 
world,  the  true  ideals  and  principles  that 
have  been  the  real  source  of  our  national 
gi’eatness  and  strength. 

ARTHUR  J.  OFFERMAN,  M.D., 

President. 
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^ ARTICLES 


A CLINICAL  INVESTIGATION  of 

Promazine  Hydrochloride 

for 

Pre-Delivery  Sedation 


There  seems  to  be  a persistent  search  for  im- 
proved methods  and  materials  for  predelivery 
sedation,  keeping  in  mind  both  efficiency,  and 
safety  of  mother  and  baby.  Chlorpromazine 
(Thorazine)  and  promethazine  (Phenergan)  have 
been  tried.  The  former  was  found  to  be  too  un- 
predictable, but  Phenergan  was  a good  and  safe 
potentiator  of  meperidine  (Demerol)  and  scopala- 
mine.  These  authors  decided  to  investigate  a 
close  chemical  relative  of  chlorpromazine,  pro- 
mazine hydrochloride  (Sparine).  They  found  this 
agent  to  be  an  improvement,  in  some  respects, 
over  Phenergan.  It  appears,  from  this  investiga- 
tion, to  be  approximately  as  safe  except  for  a 
significant  percentage  of  hypotension  in  the 
mother  and,  at  the  some  time,  a better  potentiator 
of  Demerol  and  scopalomine.  The  methods  of 
investigation  are  given  in  detail. 

—EDITOR 

The  search  for  the  ideal  method 
of  analgesia  and  sedation  dur- 
ing labor  and  delivery  still  con- 
tinues for  most  obstetricians  today,  as  it 
has  in  the  past.  The  last  few  years  have 
introduced  several  new  drugs,  among  which 
are  those  derived  from  phenothiazine.  Chlor- 
promazine (Thorazine)  has  been  used  and 
reported  extensively.^-  Promethazine 

has  received  prominent  attention,  and  for 
the  last  several  years  has  been  used  routine- 
ly on  the  University  Service  at  Creighton 
Medical  Center.  These  drugs  used  in  con- 
junction with  meperidine  (Demerol)  and 
scopolamine  seem  to  potentiate  the  effect 
and  give  better  analgesia  and  sedation. 
Chlorpromazine,  however,  was  unpredictable 
in  response  and  often  left  much  to  be  de- 
sired.^ Promethazine  (Phenergan  hydro- 
chloride) has  received  enthusiastic  response 
by  our  obstetrical  staff  and  has  proved  safe 
to  mother  and  infant. 

Interest  was  then  focused  on  promazine 
hydrochloride  (Sparine*  hydrochloride).  Its 
molecular  structure  is  the  same  as  chlorpro- 
mazine except  that  promazine  lacks  the 
chlorine  atom. 

Purpose  of  Investigation 

The  purpose  of  this  study  was  to  deter- 
mine: (1)  if  promazine  hydrochloride  used 

*Sparine  supplied,  in  part,  by  Wyeth  Laboratories. 


ROBERT  M.  LANGDON,  M.D. 
and 

MAURICE  E.  GRIER,  M.D. 

From  the  Department  of  Obstetrics  and  Gynecology, 
The  Creighton  University  School  of  Medicine 
and  Creighton  Memorial  St.  Joseph's  Hospital 
Omaha,  Nebraska 


in  conjunction  with  meperidine  and  scopola- 
mine constituted  satisfactory  analgesia  and 
sedation  to  allow  delivery  by  pudendal  block 
anesthesia;  (2)  if  promazine  is  a better 
potentiator  of  meperidine  than  prometha- 
zine which  is  routinely  used  on  the  Creigh- 
ton Obstetrical  Seiwice;  (3)  if  promazine 
would  significantly  reduce  the  amount  of 
meperidine  necessary  for  good  analgesia  and 
sedation;  and  (4)  if  promazine  is  without 
hazard  to  mother  and  infant. 

The  fact  was  realized  that  the  degree  of 
analgesia  and  sedation  necessarily  would 
have  to  be  better  than  that  required  when 
general  anesthesia  is  used.  Therefore,  the 
amount  of  analgesia,  amnesia,  and  sedation 
had  to  be  sufficient  to  allow  not  only  a 
good  effect  during  labor,  but  also  to  render 
the  patient  relaxed  and  sedated  adequately 
to  be  delivered  by  means  of  pudendal  block 
anesthesia.  Consequently,  some  patients  in 
this  series  who  had  fairly  good  response 
during  early  labor  but  unsatisfactory  de- 
livery under  local  anesthesia  did  not  receive 
a good  rating.  General  anesthesia  for  de- 
livery may  have  resulted  in  a better  class- 
ification for  these  patients. 

Method  and  Procedure 

One  hundred  and  fifty  unselected  patients 
who  entered  the  Obstetrical  Unit  at  Creigh- 
ton Memorial  St.  Joseph’s  Hospital  received 
promazine  hydrochloride  during  active  la- 
bor. A second  group  of  150  obstetrical  pa- 
tients entering  the  same  unit  received  our 
routine  sedation  including  promethazine. 
These  service  patients  were  analyzed  and 
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compared  with  the  promazine  gi-oup.  A 
third  group  of  70  service  patients  served 
as  a contiv)!  for  the  promazine  group  strictly 
for  evalution  of  blood  pressure  changes. 


PHENOTHIAZINE  DERIVATIVES 


Promazine  Hydrochloride 
(gamma-dimethylamino-propyl 
phenothiazine) 


CH, 

CH. 

I ' 

CH, 


CH,  CHjHCI 


Chiorpromazine  Hydrochloride 


Promethazine  Hydrochloride 
-iO-(2-Dimethyl-aminopropyl ) phenothiazine 
hydrochloride 


CH5 


Anesthesia 

One  hundred  forty-six  patients,  regardless 
of  dilatation,  received  promazine  hydrochlor- 
ide 50  mg.,  meperidine  50  mg.,  and  scopola- 
mine 0.4  mg.  as  a single  injection  given  in- 
travenously when  good  active  labor  was 
established.  The  four  remaining  patients 
received  promazine  50  mg.  intravenously, 
but  no  other  initial  medication. 

The  comparison  group  received  prometha- 
zine, meperidine,  and  scopolamine  in  vary- 
ing amounts  either  intramuscularly  or  intra- 
venously. The  amount  of  promethazine  was 
usually  25  to  75  mg. 

The  70  - patient  blood  - pressure-control 
group  received  meperidine  50  mg.  and 
scopolamine  0.4  mg.  intravenously  as  the 
initial  sedation  with  or  without  additional 
intramuscular  meperidine  but  no  promazine 
was  given.  No  barbiturates  were  used  in 
the  promazine  or  control  group. 

The  patients  were  evaluated  as  to  their 
emotional  state  by  a set  criterion  before  re- 
ceiving medication.  This  w a s compared 
after  sedation  as  to  freedom  from  pain,  re-  ' 
laxation,  amnesia,  and  cooperation  during 
labor  and  at  the  time  of  deliveiy  by  pudendal 
block  anesthesia.  (The  14  private  patients 
were  delivered  with  the  patient  under  gen- 
eral anesthesia.)  Severity  of  contractions 
before  medication,  time  of  medication  after 
onset  of  labor,  station,  and  dilatation  were 
noted.  Blood  pressure  and  fetal  heart  tones 
were  recorded  before  sedation  and  at  5,  15, 

30,  45,  and  60  minutes,  and  at  15-minute 
intervals  thereafter.  A base  line  blood  pres- 
sure was  taken  on  each  patient  in  active 
labor  before  medication.  All  blood  pressures 
on  each  individual  patient  were  taken  by  the 
same  person.  In  each  patient,  all  blood 
pressure  readings  were  made  on  the  same 
arm.  One  Baumanometer  was  used  for  the 
entire  study.  Observation  of  the  patient  and 
recordings  were  made  by  the  obstetrical  res- 
ident or  the  chief  nurse.  Therefore,  the 
group  of  personnel  was  held  to  a minimum, 
namely,  the  obstetrical  resident  and  3 chief 
nurses. 

The  average  age  of  the  primigravidas  in 
the  promazine  group  was  20.6  years,  rang- 
ing from  16  to  29  years.  The  average  age 
of  the  multiparas  was  24.5,  ranging  from 
17  to  41  years. 

Table  1 reveals  that  there  were  35  primi- 
gravidas (23.3  per  cent)  and  115  multiparas 
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(76.7  per  cent)  in  the  promazine  group. 
Gravidity  varied  from  1 to  11,  parity  from 
0 to  10.  Forty-three,  or  22  per  cent,  had 
borne  more  than  two  children.  Fourteen 
patients  were  mildly  preeclamptic  or  had 
essential  hypertension  (blood  pressure 
140/90  or  above).  The  comparison-group 
using  promethazine  closely  parallels  these 
findings.  There  were,  however,  a few  more 
primigravidas  in  the  promazine  group.  The 
incidence  of  toxemia  was  about  the  same 
in  both  groups.  Our  incidence  of  toxemia  in 
seiwice  patients  is  undoubtedly  higher  than 
in  private  patients,  because  many  of  the 
former  do  not  seek  early  prenatal  care. 

TABLE  1 

PATIENT  CLASSIFICATION 


Promazine  Promethazine 

Group  Group 

Primigravida 35  (23.3%)  29  (19.3%) 

Multipara 115  (76.7%)  121  (80.7%) 

Toxemia  14  ( 9.3%)  12  ( 8.0%) 

Service  Patients  _136  150 

Private  Patients  _ 14  0 

Total  Patients 150  150 


Results 

The  degree  of  sedation  was  graded  as 
good,  satisfactory,  or  poor.  In  order  to  re- 
ceive a “good”  classification,  the  patient  had 
to  be  relatively  free  of  pain,  emotionally  at 
ease,  and  well  relaxed,  not  only  during  labor, 
but  also  at  the  time  of  delivery  under  local 
anesthesia. 


TABLE  2 

ANALGESIC  AND  SEDATIVE  RESULTS 

Promazine  Promethazine 

Group  Group 

Good  94  (62.7%)  100  (66.7%) 

Satisfactory 24  (16.0%)  33  (22.0%) 

Poor  (overall)  __  32  (21.3%)  17  (11.3%) 

(Corrected) (18.0%) 


Table  2 indicates  that  the  analgesic  and 
sedative  results  during  labor  and  delivery 
were  slightly  in  favor  of  our  routine  method 
of  sedation  using  promethazine.  However, 
the  fact  must  be  emphasized  that  the  good 
and  satisfactory  results  in  the  promazine 
group  were  accomplished  with  smaller 
amounts  of  meperidine.  Three-fourths  of 
the  primigravidas  received  at  least  50  mg. 
less  meperidine.  Approximately  two-thirds 
of  the  multiparas  received  at  least  50  mg. 


less  meperidine.  The  primigravidas  seemed 
to  get  the  better  response.  The  average 
primigravida  required  107.1  mg.  of  meperi- 
dine when  50  mg.  of  promazine  was  used 
as  a poteniator  and  total  labor  was  8.7  hours. 
The  primigravida  in  the  promethazine  group 
required  the  average  of  193.4  mg.  of  meperi- 
dine and  labored  8.9  hours. 

Thirty-two  patients  had  poor  results 
which  made  delivery  by  pudendal  block  an- 
esthesia totally  unsatisfactory  because  of 
pain,  emotional  response,  and  hyperactivity. 
Five  patients  received  medication  too  late 
and  delivered  within  a half  hour.  It  would 
seem  fair  to  deduct  these  from  the  poor  re- 
sults, thus  giving  a corrected  incidence  of 
18  per  cent  as  compared  to  11.3  per  cent 
for  the  group  receiving  our  routine  sedation 
with  promethazine. 

Dosage 

One  hundred  thirty-three  service  patients 
were  delivered  vaginally  by  pudendal  block 
anesthesia  in  the  promazine  group.  Three 
additional  clinic  patients  were  delivered  by 
Caesarean  section.  The  remaining  14  moth- 
ers were  private  cases  and  were  delivered 
under  general  anesthesia  (nitrous  oxide, 
ether  and  oxygen  combination). 

One  hundred  forty-seven  service  patients 
were  delivered  vaginally  by  pudendal  block 
anesthesia  in  the  promethazine  group.  The 
remaining  three  had  Caesarean  section. 
There  were  no  private  patients  in  this  group. 

TABLE  3 

DELIVERY  PRESENTATIONS 


Promazine  Promethazine 

Group  Group 

Spontaneous  80  (53.3%)  88  (58.7%) 

Low  forceps 51  (34.0%)  44  (30.0%) 

Mid  forceps 1 ( 0.7%)  2 ( 1.3%) 

Rotations  10  ( 6.6%)  11  ( 7.3%) 

Breech 4 ( 2.7%)  1 ( 0.7%) 

Face  1 ( 0.7%)  0 ( 0.0%) 

C.  Section 3 ( 2.0%)  3 ( 2.0%) 


Table  3 indicates  that  the  incidence  of 
use  of  outlet  forceps  was  high  in  both 
groups,  because  the  patients  were  predom- 
inantly teaching  cases.  The  three  Caesarean 
sections  in  the  promazine  group  were  per- 
formed for  cephlopelvic  disproportion.  The 
three  Caesarean  sections  in  the  prometha- 
zine group  were  for  prolapsed  cord,  severe 
erythroblastosis,  and  cephlopelvic  dispropor- 
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tion,  one  each.  The  section  rate  of  two  per 
cent  in  both  groups  is  well  within  accepted 
limits.  The  number  of  occiput  posterior 
and  ti'ansverse  positions  requiring  rotation 
were  about  the  same.  There  was  only  one 
breech  presentation  in  the  comparison  group 
and  four  in  the  promazine  group. 

T.\BLE  4 

INFANT  CLASSIFICATION 


Promazine  Promethazine 

Infants  Group  Group 

Viable  Infants 

Mature  129  ( 86.0%)  124  ( 82.7%) 

Pre-mature* 18  ( 12.0%)  25  ( 16.7%) 

Stillborn  3 ( 2.0%)  1 ( 0.6%) 

Total  150  (100.0%)  150  (100.0%) 

Resuscitation: 

Mild  5 ( 3.4%)  4 ( 2.7%) 

Active  3 ( 2.0%)  7 ( 4.7%) 

Total  8 ( 5.4%)  11  ( 7.4%) 


* — Pre-mature  in  this  study  refers  to  infants  under  six 
pounds. 


There  was  a slightly  higher  incidence  of 
premature  infants  in  the  promethazine 
group  as  shown  in  table  4.  Those  infants 
classified  as  needing  mild  resuscitation  re- 
ceived only  small  amounts  of  oxygen  for 
cyanosis,  and  muscle  tone  remained  good. 
There  were  five  in  the  promazine  group  and 
four  in  the  comparison  group.  Infants  re- 
ceiving active  resuscitation  were  depressed 
enough  to  require  the  use  of  an  intratracheal 
catheter.  Surprisingly,  all  but  one  infant  re- 
quiring resuscitation  were  at  term.  This  in- 
fant was  in  the  promethazine  group.  Active 
resuscitation  in  the  promethazine  group  was 
more  than  double  that  in  the  promazine 
group.  Seven  infants  needed  resuscitation 
with  intratracheal  catheter  as  compared 
with  three  in  the  promazine  group.  One 
stillbirth  occurred  in  a patient  who  sus- 
tained a premature  separation  of  the  pla- 
centa and  hemorrhage  during  labor.  The 
male  infant  weighed  7 pounds,  4Yo  ounces. 
The  other  two  stillbirths  occurring  in  the 
promazine  group  were  antepartum  deaths  in 
utero  with  etiology  undetermined.  There  was 
only  one  stillbirth  in  the  promethazine 
group ; this  also  was  an  antepartum  death  in 
utero  with  etiology  undeteinnined. 

Side  Effects  ami  Complications 

There  was  neither  nausea  nor  vomiting 
following  administration  of  promazine.  One 
patient  developed  a cellulitis  of  the  arm, 
thought  to  be  an  infection  at  site  of  injec- 


tion rather  than  sensitivity  or  toxic  reaction 
to  the  drug.  Occasional  nausea  and  vomit- 
ing occurred  in  the  promethazine  group. 
There  were  no  toxic  reactions  in  this  group. 

Blood  Pressure  — All  significant  hypo- 
tensive reactions  occurred  after  initial  seda- 
tion with  the  combination  of  promazine  50 
mg.,  meperidine  50  mg.,  and  scopolamine  0.4 
mg.  intravenously  and  before  any  additional 
sedation  was  given.  This  rate  of  hypoten- 
sive reactions  was  compared  against  a con- 
trol gi’oup  of  70  patients  who  received  me- 
peridine 50  mg.  and  scopolamine  0.4  mg., 
and  with  or  without  an  additional  50  mg. 
of  meperidine  intramuscularly.  Promazine 
was  omitted.  The  medication  was  given  over 
the  same  period  of  time  (5  minutes)  and 
by  the  same  route  in  each  group. 


TABLE  5 

MODERATE  HYPOTENSIVE  REACTION 
IN  PROMAZINE  GROUP 


B.P. 

Before 

Lowest 

B.P. 

After 

Amt.  of  Fall 

Time 

After 

Medication 

Medication 

S. 

D. 

Medication 

1 _ 

__128/82 

90/68 

38 

14 

60  min. 

2 _ 

__122/90 

90/56 

32 

34 

15  min. 

S _ 

__118/78 

90/58 

28 

20 

15  min. 

4 _ 

—164/94 

100/60 

64 

34 

30  min. 

5 _ 

__130/80 

94/54 

36 

26 

15  min. 

6 _ 

__132/82 

102/58 

30 

24 

30  min. 

7 _ 

__122/74 

90/64 

32 

10 

60  min. 

8 _ 

—134/82 

96/64 

38 

18 

60  min. 

As 

seen  in 

table  5,  there 

were 

eight  mod 

erate  hypotensive  reactions.  The  greatest 
fall  was  in  number  (4),  a hypertensive  pa- 
tient who  sustained  a 64  mm.  of  Hg.  systolic 
fall  and  34  mm.  of  Hg.  diastolic  fall.  This 
is  probably  not  unusual  in  a hypertensive 
person.  The  other  seven  patients  were  nor- 
motensive  and  all  sustained  at  least  25  mm. 
of  Hg.  fall  ranging  from  38  mm.  of  Hg. 
systolic  and  34  mm.  of  Hg.  diastolic,  to  28 
mm.  of  Hg.  systolic  to  as  little  as  10  mm. 
of  Hg.  diastolic.  All  readings  were  taken 
between  contractions. 

There  were  actually  14  patients  who  de- 
veloped severe  hypotension  but  two  of  them 
had  associated  hemorrhage,  one  from  a par- 
tial separation  of  the  placenta  and  the  other 
from  retained  placenta  superimposed  on  a 
severe  anemia.  Therefore,  it  seemed  rea- 
sonable to  exclude  these  from  our  percent- 
ages in  an  attempt  to  evaluate  the  hjqpo- 
tensive  effect  of  promazine,  meperidine,  and 


278 


Nebraska  S.  M.  J. 


TABLE  6 

SEVERE  HYPOTENSIVE  REACTION 
IN  PROMAZINE  GROUP 


Lowest 


B.P. 

Before 

B.P. 

After 

Amt.  of  Fall 

Time 

After 

Medication 

Medication 

s. 

D. 

Medication 

] 

108/80 

60/40 

48 

40 

30  min. 

2 

118/76 

50/0 

68 

76 

90  min. 

3 

118/72 

80/50 

38 

22 

30  min. 

4 

142/90* 

88/60 

54 

30 

60  min. 

5 

102/66 

80/44 

22 

18 

30  min. 

6 

118/72 

80/60 

38 

12 

60  min. 

7 

___122/60 

94/50 

28 

10 

45  min. 

8 

126/76 

76/56 

50 

20 

60  min. 

& 

160/110 

100/60 

60 

50 

30  min. 

10 

118/68 

86/60 

32 

8 

60  min. 

11 

122/90 

86/52 

36 

38 

60  min. 

12 

110/80 

76/56 

34 

24 

30  min. 

* — Promazine  60  m.g.  and  scopolamine  0.4  m.g.  I.V.  No 
meperidine  given  in  this  injection.  Meperidine  50 
mg.  LM.  given  3 hours  before  B.P.  fall. 


scopolamine  combination.  Excluding  these 
two  cases  we  see,  in  table  6,  twelve  cases  of 
severe  hypotension.  Only  one  patient  was 
hypertensive  before  medication.  The  severe 
episodes  ranged  as  much  as  68  mm.  of  Hg. 
systolic  fall  and  as  much  as  a 76  mm.  of 
Hg.  diastolic  fall.  Interestingly  enough,  all 
of  the  severe  hypotensive  reactions  occurred 
30  minutes  or  more  after  intravenous  injec- 
tion. Half  of  them  occurred  approximately 
one  hour  or  more  after  medication.  One 
would  expect  drugs  given  by  the  intravenous 
route  to  cause  this  effect  more  promptly. 

We  see,  then,  that  the  overall  incidence  of 
significant  hypotension  after  the  promazine 
combination  medication  was  13.3  per  cent. 
Severe  hypotension  occurred  in  8.0  per  cent 
of  the  entire  promazine  series  of  150  pa- 
tients. The  hypotension  is  apparently  of 
short  duration.  Upon  elevating  the  foot  of 
the  bed,  pressures  returned  to  a safe  level 
within  15  minutes,  although  oftentimes  not 
to  their  original  state  for  several  hours.  Be- 
cause of  poor  response,  Levophed  was  used 
in  three  patients.  The  first  case  requiring 
the  drug  has  already  been  mentioned  as  a 
premature  separation  of  the  placenta  with 
hemorrhage.  The  hypotension  could  not  be 
attributed  to  the  sedation  and  this  case  is 
not  included  in  our  percentages.  The  sec- 
ond patient  to  receive  Levophed  was  slightly 
hypertensive  before  medication,  having  a 
blood  pressure  of  142/90.  She  received  pro- 
mazine 50  mg.  and  scopalamine  0.4  mg.  in- 
travenously but  no  meperidine  at  this  time. 
One  hour  later  her  pressure  was  80/60.  This 


represents  a 54  mm.  of  Hg.  fall  in  the  sys- 
tolic and  30  mm.,  in  the  diastolic  reading. 
Elevation  of  foot  of  bed  did  not  improve  the 
situation  and  administration  of  Levophed 
was  started  by  slow  intravenous  drip.  The 
pressure  rose  to  118/78  in  four  minutes 
and  remained  at  this  safe  level.  The  third 
patient  to  receive  a vasopressor  was  a se- 
verely anemic  patient.  Upon  entering  the 
hospital  in  active  labor  her  hemoglobin  was 
8.7  gm.  per  100  cc.  She  delivered  before 
whole  blood  was  available  and  sustained  a 
retained  placenta  with  a hemorrhage  esti- 
mated at  500  cc.  The  original  blood  pres- 
sure was  130/92.  Five  minutes  after  deliv- 
ery of  the  placenta,  the  blood  pressure  fell 
to  80/50 ; the  pulse  became  weak  and  rapid. 
A shock  picture  developed.  Levophed  ad- 
ministration was  started,  to  maintain  her 
systolic  pressure  at  100  mm.  of  Hg.  until 
whole  blood  became  available  and  the  pa- 
tient was  then  transfused.  The  infant  had 
no  difficulty.  This  hypotension  was  obvi- 
ously due  to  blood  loss  superimposed  upon  a 
severe  anemia.  This  case  is,  therefore,  not 
included  in  the  percentages  of  hypotension 
already  mentioned.  We  find,  then,  one  case 
in  the  series  requiring  Levophed  to  control 
the  hypotension  in  which  there  was  no  ob- 
vious cause  for  the  blood  pressure  change 
other  than  the  sedation. 


TABLE  7 

BLOOD  PRESSURE  CHANGES:  BLOOD 
PRESSURE  CONTROL  GROUP 
(70  CASES) 


Lowest 


B.P. 

Before 

Medication 

B.P. 

After 

Medication 

Amt.  of  Fall 
S.  D. 

Time 

After 

Medication 

1 

140/100 

120/92 

20 

8 

2 

130/90 

110/80 

20 

10 

5 min. 

3 

112/78 

100/64 

12 

14 

15  min. 

4 

132/82 

100/76 

32 

6 

30  min. 

5 

126/82 

108/58 

18 

24 

15  min. 

6 

136/92 

120/100 

16 

0 

15  mim 

7 

164/98 

140/92 

24 

6 

15  min. 

8 

138/98 

122/78 

16 

20 

60  min. 

— Post  delivery. 


Table  7 is  a representation  of  the  most 
significant  blood  pressure  changes  in  the 
blood  pressure  control  group.  This  group 
received  meperidine  50  mg.  and  scopolamine 
0.4  mg.  as  one  injection  given  intravenously, 
but  promazine  was  purposely  omitted  from 
the  injection.  Only  one  decrease  in  blood  pres- 
sure of  more  than  25  mm.  of  Hg.  was  noted 
(Case  No.  4).  Three  of  the  eight  cases 
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were  slightly  hypertensive.  There  was  no 
decrease  in  blood  pressure  below  100  mm. 
of  Hg.  systolic  in  the  entire  70  control  cases. 
This  control  group  was  used  specifically  to 
rule  out  the  possibility  that  the  hypotension 
in  the  study  group  may  have  resulted  from 
the  meperidine  or  scopolamine. 

Fetal  Heart  Tones — Fetal  heart  tones  re- 
mained noi-mal  (120  to  180  per  minute)  dur- 
ing labor  in  all  but  two  infants  in  the  pro- 
mazine series.  This  was  true  in  all  cases 
regardless  of  whether  they  received  only  the 
initial  sedation  or  repeated  sedation  was  ad- 
ministered. One  patient,  who  sustained  a 
decrease  in  blood  pressure  from  118/72  to 
80/60,  had  the  fetal  heart  rate  decrease  from 
144  to  90  per  minute  with  irregular  beat.  At 
birth  the  infant  breathed  spontaneously  and 
there  was  no  fetal  distress.  There  was  no 
other  apparent  cause  for  the  intrapartum 
change  in  the  fetal  heart  rate  and  rhythm. 
One  of  the  three  stillbirths  had  regular  fetal 
heart  tones  until  two  hours  before  deliveiy, 
at  which  time  they  ceased.  This  mother  had 
a premature  separation  of  the  placenta  with 
severe  blood  loss  and  shock.  The  fetal 
heart  tones  in  the  comparison  group,  using 
promethazine,  remained  within  normal  lim- 
its as  to  rate  and  quality. 

Blood  Loss  — Excluding  the  two  cases  of 
hemorrhage,  from  causes  placental  in  na- 
ture, the  average  third  stage  blood  loss  in 
the  vaginal  deliveries  of  the  promazine  group 
was  150  cc.  The  average  blood  loss  in  the 
comparison  group  was  161.9  cc. 

Discussion 

It  becomes  apparent  from  this  study  that 
good,  or  at  least  satisfactory  analgesia,  am- 
nesia, and  sedation  closely  parallel  each 
other  with  the  use  of  either  promazine  or 
promethazine  as  a potentiator  of  meperidine 
and  scopolamine.  However,  this  sedative  ef- 
fect is  accomplished  with  significantly  less 
meperidine  when  promazine  is  used.  The 
primigravidas  all  required  less,  and  approxi- 
mately two-thirds  of  the  multiparas  required 
less  meperidine.  This  amounted  to  an  aver- 
age of  86  mg.  less  meperidine  in  primi- 
gravidas and  at  least  50  mg.  less  in  multi- 
paras. Wallisi2  found,  in  his  study  with 
chlorpromazine,  that  the  dose  of  sedatives 
could  be  reduced  by  one  half.  Promazine, 
in  our  series,  seems  to  have  had  the  same 
effect  in  all  of  the  primigravidas  and  in 
about  two-thirds  of  the  multiparas.  The 
patients  having  good  result  slept  soundly  be- 


tween contractions,  roused  very  little  with 
contractions,  and  did  not  cry  out.  They  re- 
membered very  little  of  labor  and  delivery. 
Those  with  satisfactory  results  would  sleep 
fairly  well  between  contractions,  would  pro- 
test moderately,  and  turn  from  side  to  side 
with  contractions.  They  were  moderately 
hyperactive  at  delivery  but  pudendal  block 
could  be  accomplished  with  little  difficulty. 
The  somnifacient  action  of  promazine  is 
shared  by  other  phenothiazine  compounds, 
termed  by  Decourt^  as  narcobiosis,  and  by 
Holzmann"  as  “psychic  sedation.”  Decourt 
has  said  that  alteration  in  subcortical  func- 
tion with  blocking  of  encephalic  activity,  and 
the  vomiting  center,  is  to  be  distinguished 
from  true  narcotic  action,  which  is  believed 
to  correspond  to  simple  activity  on  the 
physical  structure  of  the  cells  of  the  cortex. 
Therefore,  in  his  opinion,  the  intensity  of 
the  response  to  abnormal  stimuli  is  reduced 
without  depression  of  the  mental  faculties. 
Thus,  in  the  laboring  mother  the  degree  of 
actual  muscular  relaxation  is  possibly  the  re- 
sult of  easing  of  apprehension  and  emotional 
tension.  This  seems  to  be  borne  out  in  the 
primigravidas  in  this  study  whose  length  of 
labor  after  sedation  was  very  short.  The 
total  length  of  labor  averaged  8.7  hours. 
However,  the  promethazine  group  exhibited 
the  same  phenomena,  the  average  length  of 
labor  being  8.9  hours.  In  this  respect  pro- 
mazine does  not  appear  to  have  any  advant- 
age over  promethazine. 

The  active  resuscitation  rate  was  reduced 
by  one  half,  in  the  promazine  group,  below 
that  in  the  promethazine  group.  It  would 
seem  that  this  was  not  completely  due  to  the 
decreased  amounts  of  meperidine  used  but, 
as  noted  by  Sprague,ii  perhaps  promazine 
produces  a paradoxical  effect  on  the  respira- 
tory depressant  action  of  meperidine. 

Occiput  posterior  and  transverse  positions 
requiring  rotation  were  approximately  the 
same  in  the  two  groups. 

In  general,  blood  loss  in  the  third  stage 
was  not  abnormal  and  approximately  the 
same  as  that  of  the  comparison  group.  Pro- 
mazine seems  to  completely  block  the  vomit- 
ing center,  as  none  of  the  150  patients  de- 
veloped nausea  or  vomiting.  It  is  superior 
to  promethazine  in  this  respect. 

An  undesirable  and  serious  side  effect  be- 
came apparent  when  using  promazine  in  con- 
junction with  meperidine  and  scopolamine 
intravenously,  namely,  the  high  percentage 
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of  hypotension.  Total  hypotensive  reactions 
for  the  entire  study  were  13.3  per  cent. 
Even  more  significant,  8 per  cent  of  these 
reactions  were  considered  severe.  These 
findings  are  in  contrast  to  the  findings  of 
Sprague^^  and  of  Kuntze.®  They  have  re- 
poi*ted  hypotensive  reactions  to  be  minimal. 
Ten  of  the  12  severe  cases  were  normoten- 
sive  before  medication.  The  decrease  in 
pressure  was  pronounced,  amounting  to  as 
much  as  a fall  of  68  mm.  of  Hg.  in  the  sys- 
tolic and  as  much  as  76  mm.  of  Hg.  diastolic 
fall,  as  shown  in  table  6.  The  hypotension 
was  of  short  duration  and  corrected  by  sim- 
ply elevating  the  foot  of  the  bed,  except  in 
one  case  which  required  intravenous  drip 
Levophed.  Fetal  distress  was  evidenced  in 
only  one  of  the  hypotensive  reactions,  and  at 
deliveiy  there  was  no  other  apparent  cause 
for  this  distress.  Nevertheless,  hypotension 
occurred  often  enough,  when  the  medication 
M^as  given  by  the  intravenous  route,  to  cause 
considerable  apprehension  concerning  its 
routine  use  in  our  obstetrical  department. 
The  hypotensive  reaction  seems  to  be  de- 
layed, usually  after  one-half  hour,  and  often 
as  late  as  an  hour  after  medication.  If  one 
is  not  familiar  with  this  delayed  reaction, 
the  hypotension  might  go  unnoticed  in  the 
routine  observation  of  the  obstetrical  pa- 
tient. These  women  seldom  exhibit  any  ex- 
ternal evidence  of  shock  to  alert  one  to  the 
situation.  Some  of  the  blood  pressure  levels 
in  this  study  were  barely  above  a level  at 
which  one  could  expect  interference  with 
placental  circulation. 

The  hypotensive  experience  we  have  had 
using  promazine  corresponds  closely  to  an- 
other phenothiazine  compound,  chlorproma- 
zine.  Harer®  found  that  this  drug  produced 
unpredictable  and  marked  hypotension  in  18 
per  cent  of  patients  in  labor.  Albert  et  al.,^ 
in  studies  of  the  effect  of  chlorpromazine  on 
the  cardiovascular  system,  state  that  if  the 
drug  is  administered  intravenously  in  doses 
of  0.5  to  3 mg./Kg.,  blood  pressure  is  re- 
duced 25  to  50  per  cent  of  the  base  level  of 
systolic  and  diastolic  readings.  The  fall  in 
pressure  is  influenced  greatly  by  the  rapid- 
ity of  the  injection.  The  degree  of  the  fall 
in  pressure  is  not  predictable,  but  shock 
levels  may  be  reached.  Although  these  pa- 
tients seemed  to  be  relaxed  and  asleep,  elec- 
troencephalographic  tracings  showed  no 
sleep  spindle  patterns.  There  were  no 
changes  in  body  temperature.^ 

When  promazine  is  used  intravenously  in 


obstetrics  the  blood  pressure  should  be  taken 
frequently,  and  any  significant  fall  should 
receive  prompt  attention.  It  should  prob- 
ably not  be  used  at  all  in  hypertensive  pa- 
tients. If  hypotension  requires  a vaso- 
pressor drug,  epinephrine  and  most  sym- 
pathomimetic amines  should  not  be  used. 
Promazine  may  reverse  the  action  of  epine- 
phrine, causing  further  lowering  of  the 
blood  pressure  instead  of  its  usually  elevat- 
ing effect.  Apparently  promazine  acts  like 
chlorpromazine  which  is  a vasodilator  and 
blocks  the  pressor  effect  of  epinephrine  but 
only  diminishes  the  pressor  action  of  nor- 
epinephrine. Norepinephrine  (Levophed) 
appears  to  be  the  most  suitable  medication. 

Summary 

One  hundred  forty-six  unselected  patients 
received  promazine  50  mg.,  meperidine  50 
mg.,  and  scopolamine  0.4  mg.  intravenously 
as  soon  as  active  labor  was  established.  The 
remaining  four  patients  received  promazine 
50  mg.  intravenously  only.  The  resulting 
analgesic,  amnesic,  and  sedative,  as  well  as 
side  effects,  were  compared  with  a group  of 
150  patients  receiving  promethazine,  me- 
peridine, and  scopolamine.  Hypotensive  ef- 
fect of  the  promazine  group  was  also  com- 
pared with  an  additional  70-patient  control 
group  receiving  meperidine  and  scopolamine 
only. 

Conclusions 

1.  Promazine  hydrochloride  used  intra- 
venously in  conjunction  with  meperidine  and 
scopolamine  produce  good  results  in  62.7  per 
cent,  satisfactory  results  in  16  per  cent,  and 
poor  results  in  21.3  per  cent  of  the  patients. 
The  poor  results  were  corrected  to  18  per 
cent. 

2.  Our  routine  method  of  sedation  using 
promethazine  produced  slightly  better  seda- 
tion-results, but  in  so  doing  required  approx- 
imately twice  as  much  meperidine  in  the  pri- 
migravida  and  at  least  50  mg.  more  meperi- 
dine in  the  multipara. 

3.  Promazine  is  a better  potentiator  of 
meperidine  and  scopolamine  than  is  pro- 
methazine. 

4.  There  were  no  toxic  or  sensitivity  re- 
actions. 

5.  Promazine  is  a potent  antiemetic. 

6.  The  duration  of  labor  was  about  the 
same  in  both  groups,  the  patient  often  de- 
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livering  in  a very  short  time  after  receiving 
sedation. 

7.  There  were  no  fetal  deaths  attributed 
to  the  drug. 

8.  The  requirement  for  active  resuscita- 
tion was  reduced  by  one  half  over  that  need- 
ed in  the  promethazine  group. 

9.  Promazine  does  not  alter  the  amount 
of  bleeding  in  the  third  stage. 

10.  Promazine  used  in  conjunction  with 
meperidine  and  scopolamine  causes  a signifi- 
cant percentage  (13.3  per  cent)  of  hypoten- 
sion, found  to  be  severe  in  8 per  cent. 

11.  The  use  of  promazine  hydrochloride 
intravenously  in  labor  and  delivery  should 
be  employed  only  with  the  full  realization 
that  unpredictable,  severe  hypotension  is  a 
possibility. 
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CONSIDERATIONS  for  Management  of  some 
Extensive  and  Recurrent  Cancers 


A Panel 

The  following  four  fxipers  composed  a panel 
discussion  on  various  methods  of  controlling  or 
ameliorating  t h e symptoms  produced  by  ad- 
vanced, incurable  cancer.  This  discussion  was 
presented  before  the  afternoon  session  of  the 
Omaha  Mid-West  Clinical  Society  on  Tuesday, 
November  1,  1960. 

—EDITOR 

HORMONE  MANAGEMENT  OF  CANCER 
(Malignancies  of  Males  and  Females. 

Surgical  and  Nonsurgical) 

I.  Malignancies  of  females,  surgical  and 
non-surgical. 

Mammary  tissue  depends  on  estrogenic 
stimulation.  It  is  thought  that  some  breast 
carcinomas  are  also  dependent  upon  this 
same  stimulation.  This  seems  to  be  bom  out 
by  the  fact  that  breast  cancer  is  the  malig- 
nancy most  likely  to  respond  to  changes  in 
hormonal  environment. 

At  the  present  time  there  is  no  test  which 
will  accurately  foretell  the  effect  of  depriva- 
tion of  homional  stimulation. 

Since  we  are  discussing  extensive  and  re- 
current cancer,  our  problem  then  is  one  of 
palliation,  as  advanced  cancer  culminates 
ultimately  in  death  to  the  host. 

Endocnne  ablation-therapy  in  breast  can- 
cer began  with  the  clinical  observation  of 
Schlesinger  in  1889,  who  first  proposed  cas- 
tration in  this  disease. 

We  know  that  radical  definitive  mastec- 
tomy in  patients  without  nodal  involvement 
has  at  best  a 75%  five  year  survival.  This 
means  that  unrecognized  distant  spread  is 
present  in  one  patient  out  of  four.  With  this 
in  mind,  the  question  of  prophylactic  versus 
therapeutic  castration  in  the  premenstrual 
patient  must  be  answered  in  the  total  treat- 
ment of  breast  cancer. 

Bilateral  oophorectomy  is  indicated  in  ad- 
vanced carcinoma  of  the  breast,  both  in  the 
pre-  and  postmenopausal  patient. 

X-ray  therapy  does  not  completely  destroy 
ovarian  function  and  is  not  advocated. 
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If  I’esponse  after  oophorectomy  is  mani- 
fest, then  it  is  likely  that  further  ameliora- 
tion will  follow  subsequent  ablative  effects. 

When  no  further  improvement  occurs, 
testosterone  proprionate  therapy  is  tried. 

Occasionally,  if  testosterone  proprionate 
does  not  alter  the  condition,  a trial  of  estro- 
gen is  in  order.  Our  last  resorts  are  adren- 
alectomy and  hyphophysectomy.  Previous 
response  to  hormone  therapy  remains  the 
most  reliable  index  to  the  expected  and  hoped 
for  result,  which  is  a prolongation  of  useful 
life  from  several  months  to  three  years,  the 
operative  mortality  in  good  hands  is  low. 

Ian  MacDonald  (Los  Angeles)  reports  the 
work  of  a joint  commission  on  analysis  of 
500  hypophysectomies  and  about  400  adren- 
alectomies. Both  by  the  relative  frequency 
of  objective  regression  and  by  the  pro- 
longed sui-vival  of  responsive  patients  as 
compared  to  the  unresponsive,  adrenalec- 
tomy and  hypophysectomy  are  of  equal  ef- 
fectiveness. With  each  procedure  objective 
regression  occurred  in  one  of  every  four  pa- 
tients. I have  had  no  experience  with  hypo- 
physectomy, but,  from  the  literature,  I can 
see  no  difference  in  the  result  obtained. 

There  is  little  hope  for  critically  ill  pa- 
tients with  extensive  disease  or  with  liver 
or  brain  metastases. 

“The  androgen  and  estrogen  derivatives 
that  palliate  breast  cancer,  the  estrogen  that 
palliates  prostatic  cancer  may  represent  not 
specific  carcinostatic  agents  acting  directly 
on  tumor  cells,  but  indirect  agents.  They 
act  indirectly  by  inhibiting  tumor  stimulat- 
ing pituitary  hormones.”  This  is  the  ration- 
ale of  hypophysectomy. 

II.  Malignancies  of  males,  surgical  and 
nonsurgical. 
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In  cancer  limited  to  the  prostate  gland, 
surgical  care  should  be  attempted  by  total 
excision  of  the  prostate  and  seminal  vesicles 
with  a cuff  of  the  bladder  neck.  This  may 
be  done  perineally  or  retropubically. 

If  the  malignancy  has  spread  beyond  the 
capsule  or  distant  metastases  are  present, 
some  form  of  palliation  is  indicated.  Anti- 
androgenic  control  of  cancer  of  the  prostate 
was  first  advocated  by  Huggins,  in  1940. 

Prostatic  cancer  responds  remarkably  to 
castration.  This  is  generally  believed  to  be 
a better  procedure  than  the  administration 
of  estrogens.  Some  initially  do  both,  cas- 
tration and  administration  of  estrogens. 
Usually  castration  is  done  first  and  when 
progression  occurs,  the  administration  of 
estrogen  often  gives  additional  relief.  By 
antiandrogenic  means  a fairly  comfortable 
life  is  extended  from  2 to  5 years  and  in  some 
cases  longer. 

After  these  measures  are  no  longer  effec- 
tive, additional  benefit  is  sometimes  obtained 
by  treatment  with  steroids. 

Medical  adrenalectomy  is  produced  by  the 
administration  of  cortisone. 

Doctor  Albert  Segaloff,  Alton  Ochsner 
Medical  Foundation,  New  Orleans,  Louisi- 
ana, states  “recently  cancer  of  the  endo- 
metrium has  been  added  to  the  list  of  re- 
sponsive tumors  and  some  striking  regi’es- 
sions  have  been  obtained  in  advanced  meta- 
static disease  from  the  uterine  fundus  by  the 
administration  of  any  one  of  several  proges- 
tational agents.” 

THIO-TEPA  AND  RELATED  AGENTS 
IN  THE  MANAGEMENT  OF  FAR 
ADVANCED  CANCER 

DANIEL  M.  MILLER,  M.D. 

Omaha,  Nebraska 

Today  we  consider  the  chemotherapeutic 
drugs  such  as  thio-tepa  and  its  related  agents 
an  effective  tool  for  palliation  in  the  treat- 
ment of  far  advanced  cancer.  This  short 
resume  is  based  on  our  work  at  the  Univer- 
sity of  Nebraska  Surgical  Tumor  Clinic  and 
from  my  private  practice.  Many  of  our 
studies  have  been  made  in  conjunction  A\dth 
a nationwide  Surgical  Adjuvant  Research 
Program  of  which  the  University  of  Ne- 
braska is  a part.  This  progi*am  now  em- 
braces leading  medical  centers  throughout 
our  country;  its  objective  is  the  pooling  of 


all  chemotherapeutic  knowledge,  procedures, 
and  results. 

Our  purpose  for  instituting  treatment  in 
these  advanced  cases  is  two-fold: 

1.  Determine  whether  these  agents  sig- 
nificantly inhibit  tumor  growth. 

2.  Attempt  to  make  the  patient’s  remain- 
ing days  as  comfortable  as  possible. 

Our  only  concern  is  vdth  the  patient  on 
whom  all  knovm  curatives  and  all  established 
palliative  procedures  have  failed  or  are  con- 
traindicated. 

In  some  cases  our  results  with  thio-tepa 
and  related  agents  have  been  most  gratify- 
ing, while  in  others  no  significant  changes 
have  been  noted.  Most  of  our  patients  ex- 
perienced one  thing  in  common  — a tre- 
mendous “psychological  lift.”  These  people 
required  fewer  narcotics;  some,  none  at  all. 
They  were  no  longer  completely  hopeless — 
fair  prey  for  treatment  by  the  nonprofes- 
sional. In  this  type  of  therapy,  we  always 
deal  with  a most  gi-ateful  patient  and  family. 

Now  let  us  consider  the  treatment  of  far 
advanced  cancer  with  thio-tepa.  Specifical- 
Ij^  thio-tepa  is  given  as  a solution  contain- 
ing 5 mg.  to  15  mg.  per  cc.  by  any  one  of 
the  following  routes: 

1.  Directly  into  the  tumor  mass. 

2.  Intravenously  and  intramuscularly  for 
general  effect. 

3.  Into  serous  cavities,  such  as  the  thor- 
acic and  peritoneal,  in  an  attempt  to 
control  malignant  effusions. 

Direct  injection  of  tumor  masses  has  been 
of  some  value  when  such  masses  produce 
sjTnptoms  of  pressure,  erosion  into  blood 
vessels,  or  infiltration  of  vital  structures. 
The  dosage  thus  given  varies  from  30  to 
60  mg.  This  direct  route  of  administration, 
more  than  any  other,  allows  a larger  dosage 
of  the  drug  to  be  used  without  producing  as 
marked  a change  on  the  hematopoetic  sys- 
tem. Alhough  little  pain  is  produced  by  the 
injection,  a local  anesthetic  may  first  be 
used.  We  prefer  to  use  a fanning  or  multi- 
ple puncture  technique  to  introduce  the 
drug,  rather  than  confinement  to  a single 
site. 

Our  treatment  of  patients  given  thio-tepa 
intramuscularly  or  intravenously  is  gov- 
erned by  the  results  of  a complete  blood 
count  and  platelet  count.  Hospitalized 


284 


Nebraska  S.  M.  J> 


adults  are  given  15  mg.  of  thio-tepa  daily 
by  these  routes;  providing  their  leukocyte 
count  is  4,000  or  more  and  the  platelet  count 
is  100,000  or  more.  Many  of  our  out-pa- 
tients, however,  who  travel  long  distances  to 
and  from  the  Clinic,  are  given  30  mg.  intra- 
venously every  3 to  4 weeks  as  a mainten- 
ance dose,  depending  on  the  results  of  their 
complete  blood  count  and  platelet  counts. 

Our  third  route  of  administration  is  the 
instillation  into  serous  cavities.  This  va- 
ries by  individual  dose  from  30  to  60  mg. 
diluted  in  50  to  100  cc.  of  normal  saline. 
The  drug  is  instilled  after  the  fluid  has  been 
removed  from  the  cavity  involved. 

Here  at  the  University  Surgical  Tumor 
Clinic  we  have  included  in  our  program,  re- 
search with  some  of  the  other  alkylating 
agents : 

Triethylenemelamine  has  been  given  oral- 
ly in  divided  doses  of  2 to  5 mg.  per  week. 
The  dinig  is  given  before  breakfast  with  so- 
dium bicarbonate  or  Gelusil  to  lessen  gas- 
tric irritation  and  promote  absorption. 

Nitrogen  mustard  has  been  used  intraven- 
ously only,  in  hospitalized  patients.  The 
dosage  employed  is  0.1  mg.  per  kilo  daily  for 
a total  of  0.4  to  0.6  mg. ; or  one  single  dose 
of  0.4  to  0.6  mg.  per  kilo.  This  drug  must 
be  instilled  as  soon  as  it  is  prepared,  or  it 
breaks  down  and  is  less  potent.  By  fortify- 
ing the  patient  with  corticoids,  barbiturates, 
or  Thorazine  prior  to  treatment,  one  can 
minimize  nausea  and  vomiting  commonly  en- 
countered with  the  intravenous  injections  of 
this  drug. 

Cyclophosphoramide,  also  known  as  Cy- 
toxin,  is  one  of  the  newest  of  the  alkylating 
agents  we  are  now  using  in  our  Clinic.  It 
can  be  given  intravenously,  intramuscularly, 
intrapleurally  and  orally  — which  makes  it 
very  valuable  as  a palliative  drug.  Prepar- 
ation is  by  addition  of  5 cc.  distilled  water 
to  each  100  mg.  of  powder.  If  this  agent 
is  given  orally  or  intravenously  in  daily 
doses  of  200  mg.  or  less,  the  side  effects, 
nausea  and  vomiting,  are  minimized.  Alo- 
pecia has  been  reported  by  some  investiga- 
tors as  a troublesome  result  of  usage.  So 
far  we  have  had  little  trouble  with  this  toxic 
effect;  though  patients  are  advised  of  its 
possibility.  Regrowth  of  hair  occurs,  how- 
ever, in  10  to  12  weeks.  A depression  in  the 
peripheral  blood  elements  has  also  been  not- 
ed 3 to  14  days  after  completion  of  treat- 
ment; with  a return  to  prior  levels  in  7 


to  10  days.  With  Cytoxin  we  have  not  found 
platelet  depression  significant.  Our  experi- 
ence, corroborated  by  other  investigators, 
has  been  that  the  platelet  count  may  actually 
go  up  in  spite  of  the  leukopenia  that  de- 
velops. The  relative  lack  of  thrombocyto- 
penia and  the  very  few  gastrointestinal 
symptoms  have  made  Cytoxin  a useful  addi- 
tion to  our  treatment  of  far  advanced  cancer. 

From  our  experience,  some  general  com- 
ments on  the  use  of  these  experimental  drugs 
should  be  made:  It  is  imperative  that  the 

dosage  schedule  be  individualized,  as  the  ef- 
fect on  bone  marrow  varies  greatly  from  pa- 
tient to  patient;  it  is  also  important  to  re- 
member that  when  these  drugs  are  used  in 
conjunction  with  radiation  therapy,  hema- 
topoesis  is  placed  in  double  jeopardy,  and 
therefore  combined  therapy  must  be  ap- 
proached with  extreme  caution.  To  the  sur- 
geon confronted  with  an  inoperable  case  at 
the  operating  table,  these  agents  have  proved 
of  some  value  when  injected  directly  into 
the  tumor  mass  or  into  the  artery  or  vein  of 
the  involved  organ. 

To  summarize,  the  results  of  this  type  of 
palliative  therapy  fall  far  short  of  their  de- 
sired goals.  For  all  practical  purposes,  our 
work  is  experimental  and  all  improvements 
must  be  considered  temporary.  Our  prime 
objective  is  palliation  for  those  who  no  long- 
er benefit  from  accepted  procedures.  It  is 
our  hope  that  more  specific  work  in  this 
field  will  one  day  produce  a treatment  of 
more  lasting  value. 


CHEMOTHERAPEUTIC  PROCEDURES 
IN  THE  MANAGEMENT 
OF  CANCER 

JOHN  A.  RASMUSSEN,  M.D. 

Omaha,  Nebraska 

Until  a specific  and  definitive  modendum 
is  available  for  treatment  of  cancer,  it  be- 
hooves all  doctors  to  employ  the  various 
methods  currently  available  in  the  manage- 
ment of  this  disease.  As  we  all  know,  in 
some  cases  surgeiy,  X ray  or  radium  will 
effect  a cure.  In  others,  all  attempts  at  cure 
are  hopeless,  and  yet  symptomatic  relief  and 
delay  of  the  inevitable  can  be  obtained. 
There  remains  still  another  type  of  patient. 
This  is  the  one  who  might  have  been  cured 
if  all  the  presently  available  means  had  been 
employed,  while  otherwise  with  conventional 
procedures  failure  would  be  inevitable.  It 
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is  with  these  last  two  groups  of  patients 
that  this  paper  is  primarily  concemed. 

Much  is  known  as  to  the  behavior  of  can- 
cer. We  have  all  seen  recurrent  tumors  in 
wounds  following  radical  mastectomies. 
These  are  wounds  which  have  been  seeded 
at  the  time  of  the  original  surgery.  This 
may  be  contamination  by  glove,  instrument, 
transection  of  a tumor-cell-filled  lymphatic, 
or  by  venous  shower  from  compression  of 
the  tumor  mass.  Various  authors^- ^ have 
shown  that  seeding  does  occur  in  10  to  15 
per  cent  of  radical  mastectomies  and  in 
23.9  to  43.6  per  cent  of  head  and  neck  tu- 
mors. Many  reports®-  ^ indicate  the  high  in- 
cidence of  venous  showers  of  tumor  cells  in 
the  curable  as  well  as  the  incurable  patient. 
These  cells  are  more  frequently  found  in 
veins  draining  the  diseased  site,  but  also  are 
found  in  the  peripheral  blood  in  up  to  39  per 
cent  of  the  patients.  Fortunately  not  all  of 
these  cells  survive  and  grow.  It  is  well 
known  that  cancer  cells  can  remain  dormant 
for  long  periods  and  then  resume  active 
growth.  This  is  common  in  cancer  of  the 
breast.  Dormant  tumor  cells  in  the  liver  can 
be  activated  by  manual  manipulation  of  the 
liver.®  It  has  also  been  shown®  that  there  is 
an  increased  incidence  of  tumor  gi’owth  at 
anastomotic  sites  in  the  bowel.  Bacterial 
flora  altered  by  antibiotics  and  surgical 
trauma  contribute  to  this.  Palpation  of  a 
tumor  mass  can  easily  liberate  many  cells 
to  seed  the  peritoneal  cavity. 

Ligation  of  the  blood  supply  to  the  tumor 
area  early  in  the  surgical  procedure,  and 
certainly  prior  to  any  tumor  mobilization, 
will  reduce  the  danger  of  a major  venous 
shower.  Tying  off  the  lumen  proximal  and 
distal  to  the  tumor  area  early  in  the  proce- 
dure will  reduce  the  number  of  cells  in  the 
intestinal  lumen  following  its  mobilization. 
Cole''  and  his  group  have  made  major  con- 
tributions to  this  field.  They  have  investi- 
gated many  agents  in  an  attempt  to  find 
an  effective  as  well  as  a safe  drug  that 
can  be  used  to  reduce  the  surgical  spread  of 
cancer.  They  have  shown  experimentally 
that  wounds  inoculated  with  cancer  cells  can 
show  significant  difference  in  cancer 
“takes,”  depending  on  the  drug  used  in 
wound  irrigation.  The  percentages  varied 
from  4 per  cent  with  nitrogen  mustard  to 
100  per  cent  with  isotonic  saline.  It  is  ap- 
parent, at  least  on  a theoretical  basis,  that 
sigificant  benefits  could  arise  from  the  use 
of  an  effective  agent.  Time  will  be  neces- 


sary to  justify  this  conclusion  statistically. 
The  agents  now  available  are  obviously  quite 
effective  against  the  free  cells,  but  as  yet 
safe  drugs  which  are  equally  successful 
against  solid  growths  of  tumor  are  not 
known. 

Cole  and  his  group  have  used  nitrogen 
mustard  in  tumor  resections  of  the  colon. 
Part  of  the  drug  is  given  in  a portal  vein 
tributary,  part  is  left  in  a saline  solution 
intraperitoneally  and  part  is  given  in  a per- 
ipheral vein  the  first  and  second  postopera- 
tive days.  This  drug  is  quite  toxic  and  pro- 
longs the  recovery  phase.  Its  chief  danger 
is  bone  marrow  depression. 

Chlorpactin-XCB  is  in  common  use.  It  is 
not  as  effective  in  safe  intraperitoneal  con- 
centrations as  is  nitrogen  mustard.  We 
have  used  it  primarily  in  open  wounds  such 
as  radical  neck  dissections  and  mastectomies. 
When  sufficiently  diluted  for  intraperi- 
toneal use.  Cole  reports®  a 54  per  cent  ef- 
fectiveness. We  have  used  it  without  re- 
action on  this  basis  and  usually  leave  a quan- 
tity in  the  bowel  lumen  prior  to  its  final 
closure  to  destroy  the  viable  intraluminal 
tumor  cells. 

Buffered  0.5  per  cent  hj'pochlorite  solu- 
tion has  been  used  by  Cole,  and  this  material 
is  quite  effective  and  much  less  toxic.  It 
may  represent  the  best  such  material  now 
available.  It  is  an  unstable  solution  and  re- 
quires careful  control  if  it  is  to  be  employed 
safely. 

All  of  us  who  operate  upon  cancer  pa- 
tients must  give  them  every  possible  oppor- 
tunity for  a cure.  Certainly,  serious  consid- 
eration should  be  given  to  further  use  of  the 
aforementioned  techniques. 

Intra-arterial  perfusions  of  various  chem- 
icals are  also  utilized  in  the  treatment  and 
control  of  cancer.  This  procedure  can  be 
approached  from  two  aspects.  One  group  of 
patients  who  may  beneht  consists  of  those 
with  othenvise  untreatable,  symptomatic  le- 
sions. We  have  applied  this  technique  in 
extensive  sarcomas  of  an  extremity.  Post- 
treatment radiation  therapy  supplements  the 
effect.  Large,  fungating  tumor  masses  may 
melt  away  in  rather  dramatic  manner.  Per- 
fusions have  been  carried  out  in  extremity, 
lung,  pelvis,  breast,  face,  neck,  and  brain 
lesions,  but  technical  difficulties  increase  as 
one  employs  the  procedure  in  other  than  ex- 
tremity -lesions.  The  chemotherapeutic 
agents  used  include  nitrogen  mustard,  phe- 


286 


Nebraska  S.  M.  J. 


nylalanine  mustard  (PAM),  actinomycin-D, 
tri ethylene  thiophosphoramide  (TSPA)  and 
5-fluorouracil  (5-FU).  The  duration  of  ac- 
tion of  these  agents  varies,  and  this  influ- 
ences the  technique.  Nitrogen  mustard  and 
5-fluorouracil  are  active  for  5 to  20  minutes 
while  PAM  remains  active  for  a longer  time. 
The  latter  must  be  removed  from  the  perfu- 
sion circuit  to  reduce  its  general  body  in- 
fluence prior  to  termination  of  the  perfusion 
procedure. 

By  isolated  perfusion,  large  doses  of  these 
drugs  can  be  given.  For  example,  when  ni- 
trogen mustard  is  given  intravenously  the 
maximum  safe  dose  is  0.4  mg./kg  of  body 
weight.  In  an  isolated  body  extremity,  one 
can  give  0.8  mg./kg  of  body  weight.  Con- 
fining the  diaig  to  this  one  anatomic  area 
means  that  the  effective  dosage  to  the  leg 
is  increased  by  ten  times  or  more. 

Various  complications  have  been  noted  in 
some  of  the  patients.*-®  Leg-swelling,  ven- 
ous thrombosis,  skin-pigmentation,  leg-ten- 
derness, peripheral  nerve  injury  and  inter- 
ference with  hematopoiesis  have  been  en- 
countered. 

One  cannot  predict  just  what  case  is  most 
apt  to  respond.  Sarcomas  and  melanomas 
in  general  do  better  than  adenocarcinomas. 
Creech,®  reporting  on  120  cases,  indicated 
that  55  lesions  were  quiescent,  27  had  tem- 
porary regression,  and  in  30  perfusion  had 
failed  to  influence  the  lesion.  Patients  can 
be  reperfused  with  the  same  or  a different 
agent  and  again  secure  a desirable  response. 

The  second  and  perhaps  the  most  impor- 
tant group  of  patients  are  those  with  what 
appears  to  be  a curable  lesion.  In  this  situa- 
tion, the  first  therapeutic  approach  should 
be  the  one  to  eradicate  the  problem.  A ma- 
lignant melanoma  of  an  extremity  is  the 
ideal  example.  One  approach  is  to  excise  the 
lesion  widely  and  then  await  further  devel- 
opments. If  one  is  fortunate  the  patient  is 
cured,  but  if  one  lymph  node  or  lymphatic  is 
filled  with  active  metastatic  cells  the  proce- 
dure is  obviously  inadequate.  Delayed  ex- 
tensive surgery  offers  less  chance  of  cure. 
Another  commonly  employed  method  has 
consisted  of  wide  local  excision  of  the  lesion 
with  regional  lymph  node  resection.  This 
represents  a great  improvement  in  offering 
a chance  of  cure  but  fails  to  reach  the  cells 
in  the  inteiwening  lymphatics.  Dramatic 
demonstrations  of  this  are  some  of  the  re- 
currences seen  in  the  thigh  after  a radical 
groin  dissection.  Lymph  drainage  is  blocked 


by  the  procedure  and  the  trapped  cells  ex- 
plode in  a multitude  of  new  growths  along 
the  various  channels.  To  circumvent  these 
problems^®  some  have  recommended  the  ad- 
dition of  arterial  perfusion.  This  compli- 
cates the  original  management  of  the  patient 
by  more  major  surgery  and,  of  necessity,  en- 
tails more  morbidity.  It  has  one  salient  fea- 
ture of  offering  a somewhat  better  chance 
for  permanent  cure.  Accordingly,  we  have 
recommended  arterial  perfusion  followed  by 
immediate  lymph  node  resection  in  continu- 
ity with  wide  excision  of  the  melanoma. 

The  occasional  complication  is  trying  to 
patient  and  surgeon  alike,  but  on  the  other 
hand  the  disease  itself  is  most  ruthless  and 
destructive.  One’s  compensation  and  justi- 
fication come  in  the  continued  good  health 
of  patients  whose  pathologic  reports  show 
distant  metastases.  Lesser  procedures  fail 
to  encompass  the  area  of  spread  and  thus  are 
doomed  to  failure. 

New  techniques  and  drugs  will  be  devel- 
oped for  cancer  control,  but  until  the  ulti- 
mate cure  is  attained  one  should  give  careful 
consideration  to  the  use  of  current  methods 
which  reduce  the  danger  of  the  disease. 
Chemical  irrigation  of  operative  wounds  and 
chemotherapy  by  intra-arterial  perfusion 
are  such  techniques. 
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THE  NEUROSURGICAL  MANAGEMENT 
OF  INTRACTABLE  PAIN  IN 
CANCER  PATIENTS 

KENNETH  M.  BROWNE,  M.D. 

Omaha,  Nebraska 

Neurosurgical  treatment  for  intractable 
pain  in  cancer  patients  should  not  be  con- 
templated until  all  reasonable  and  proper 
methods  for  treatment  of  the  disease  itself 
Avhich  might  relieve  the  pain  have  been  em- 
ployed. The  possibility  that  some  cause  for 
pain  exists  which  is  unrelated  to  the  malig- 
nancy should  be  considered.  Proper  psycho- 
logic management  of  the  cancer  patient  and 
the  avoidance  of  the  early  use  of  large  doses 
of  narcotic  drugs  may  make  it  unecessary 
to  perform  surgery  for  the  relief  of  suffer- 
ing. Most  patients  with  cancer  die  without 
experiencing  intractable  pain,  but  anxiety 
and  depression  may  cause  so  much  distress 
that  the  patient  will  seek  relief  by  narcotics 
by  feigning  pain  if  necessary.  Addiction 
should  be  avoided  at  all  costs,  if  the  life  ex- 
pectancy is  one  month  or  more,  because  ad- 
diction disrupts  the  patient’s  relationship 
vith  his  family  and  physician,  results  in 
anorexia,  and  malnutrition,  adds  a severe 
financial  burden,  and  eventually  fails  to  al- 
leviate the  patient’s  suffering. 

IMany  surgical  procedures  are  available  for 
the  relief  of  intractable  pain,  so  that  a par- 
ticular operation  can  be  selected  which  best 
meets  the  need  of  the  individual  concerned. 
Nerve  block,  rhizotomy,  and  sjunpathectomy 
have  limited  use  in  patients  with  cancer,  be- 
cause the  widespread  innervation  of  the 
painful  area  usually  makes  such  procedures 
unsuccessful  or  impractical. 

Early  attempts  to  achieve  a chemical  rhiz- 
otomy by  the  subarachnoid  injection  of  ab- 
solute alcohol  were  associated  with  the  fre- 
quent occurance  of  sphincter  incontinence 
and  weakness  of  the  lower  extremities,  but 
when  the  patient  is  carefully  positioned  and 
small  amounts  of  alcohol  are  slowly  injected 
at  multiple  sites,  the  complications  became 
less  frequent  and  less  severe. 


An  improved  technic  for  chemical  rhiz- 
otomy has  been  developed  recently  which 
utilizes  phenol  mixed  with  a radio-opaque 
contrast  material  suitable  for  myelography. 
No  more  than  2 cc.  of  the  mixture  is  used 
at  a time,  which  is  sufficient  for  the  treat- 
ment of  3 to  4 segmental  neiwes.  The  mix- 
ture is  positioned  within  the  dural  sleeves  of 
the  selected  nerves  under  fluoroscopic  con- 
trol. Phenol  is  slowly  released  from  the  mix- 
ture which  is  removed  in  30  minutes.  If  the 
concentration  of  phenol  in  the  mixture  is  no 
gi’eater  than  1:15,  the  treatment  does  not  re- 
sult in  motor,  reflex  or  sensory  loss  yet 
pain-relief  is  often  gratifying.  The  injection 
may  be  repeated  if  necessary. 

Intractable  pain  can  be  relieved  by  divid- 
ing appropriate  pathways  within  the  spinal 
cord  or  the  brain.  Anterolateral  cordotomy 
is  the  most  useful  procedure  of  this  type. 
It  is  most  commonly  carried  out  at  the  upper 
thoracic  level  for  the  relief  of  pain  associat- 
ed nith  pelvic  malignancies,  especially  can- 
cer of  the  ceiwix.  The  operation  is  prefer- 
able to  the  use  of  large  doses  of  narcotic 
drugs,  if  the  life  expectancy  is  more  than 
one  month.  Satisfactory  results  are  ob- 
tained in  approximately  80  per  cent  of  cases. 
The  main  disadvantage  of  the  cordotomy 
are:  (1)  Failure  to  achieve  a satisfactory 
sensory  level  and  the  peristence  or  the  early 
recurrence  of  pain  in  approximately  20  per 
cent  of  cases;  (2)  the  necessity  of  perform- 
ing bilateral  cordotomy  in  most  cases,  which 
should  be  done  in  two  stages,  two  weeks 
apart  to  minimize  complications  thus  neces- 
sitating two  major  operations;  (3)  the  oc- 
currence of  sphincter  incontinence  of  the 
bladder  in  15  per  cent  and  of  the  bowel  in 
10  per  cent  of  cases  and  the  production  of 
weakness  in  one  or  both  lower  extremities  in 
10  per  cent  of  cases. 

A Russian  neurosurgeon  has  reported 
good  results  for  the  relief  of  pain  of  pelvic 
malignancies  by  dividing  the  cord  in  the  mid- 
line longitudinally  from  the  9th  through  the 
12th  thoracic  segments. 

Pain  in  the  shoulder  and  arm  or  in  the 
head  and  neck  areas  secondaiy  to  malignan- 
cies has  been  difficult  to  relieve  by  ceiwical 
or  medullaiy  tractotomy.  Stereotactic  le- 
sions in  the  region  of  the  primaiy  sensory 
nucleus  of  the  thalamus  have  afforded  ex- 
cellent relief  of  pain  in  the  head  and  neck. 
Sensory  loss  may  be  minimal  and  personal- 
ity changes  are  insignificant.  However  such 
patients  remain  fully  cognizant  of  their  des- 
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perate  situation  and  their  suffering  may  be 
intense  even  in  the  absence  of  intractable 
pain.  The  same  may  be  said  of  all  the  oper- 
ations for  pain  which  have  been  discussed  so 
far,  since  there  is  a fundamental  distinction 
betw'een  pain  and  suffering. 

Prefrontal  leukotomy  is  capable  of  reliev- 
ing the  suffering  which  attends  the  teiminal 
stage  of  malignant  neoplasms.  In  the  past, 
the  operation  was  so  often  accompanied  by 
such  severe  changes  in  personality,  behavior, 
and  even  in  the  state  of  consciousness  that 
its  use  was  definitely  limited.  Refinements 
in  technic  have  recently  been  developed 
which  make  the  procedure  much  less  hazard- 
ous. Prefrontal  leukotomy  has  several  ma- 
jor advantages  in  addition  to  relieving  suf- 
fering: (1)  it  is  not  a major  procedure  lim- 
ited to  patients  in  fair  or  good  general  con- 
dition; (2)  it  is  applicable  for  all  sites  of 
pain  and  all  types  of  cancer;  and  (3)  it  is 
not  contra-indicated  by  the  existence  of  ad- 
diction to  narcotics  nor  is  it  followed  by 
withdrawal  symptoms  when  narcotic  drugs 
are  discontinued  postoperatively  . 

The  refinement  in  technic  which  has  de- 
creased the  dangers  of  prefrontal  leukoto- 
my has  been  the  making  of  small,  staged  le- 
sions at  multiple  sites,  first  within  one  pre- 
frontal lobe  then  in  the  other.  This  can 
be  done  by  the  repeated-injection  of  saline, 
by  radio-frequency  currents  repeatedly  ap- 
plied to  chronically  placed  electrodes,  or  by 


repeatedly  inflating  a small  balloon  at  dif- 
ferent sites  within  the  prefrontal  lobe  as 
the  catheter  is  gradually  withdrawn  over  a 
period  of  several  days.  Patients  vary  in  the 
amount  of  personality  deterioration  and  de- 
gree of  relief  of  suffering  which  is  produced 
by  a given  lesion  in  a prefrontal  lobe.  The 
technic  of  making  small  serial  lesions  makes 
it  possible  to  achieve  the  best  balance  pos- 
sible between  relief  of  suffering  and  person- 
ality change.  In  this  manner  satisfactoiy 
results  can  be  achieved  in  more  than  75  per 
cent  of  cases  with  transient  or  minimal  con- 
fusion, blunting  of  affect  or  personality 
change. 

Hypophysectomy  is  limited  essentially  to 
the  treatment  of  breast  carcinoma.  In  the 
Columbia  series  of  400  such  operations,  50 
per  cent  of  cases  have  had  a favorable  al- 
teration in  their  course.  Relief  of  pain  may 
occur  without  objective  evidence  of  a remis- 
sion. The  operative  mortality  was  two  per 
cent,  the  30-day  mortality  was  seven  per 
cent.  In  choosing  candidates  for  surgery 
the  best  guide  is  the  history  of  a remission 
after  castration  in  premenopausal  women; 
90  per  cent  of  such  cases  obtain  a second  re- 
mission with  h>mophysectomy.  Approxi- 
mately one-fourth  of  the  patients  who  obtain 
a remission  by  adrenalectomy  and  castra- 
tion achieve  another  remission  after  hypo- 
physectomy. The  hypophysis  has  also  been 
destroyed  by  the  trans-sphenoidal  insertion 
of  beads  of  radio-active  yttrium. 


“It  is  interesting  to  note,  as  a confirmation  of  Parkinson’s  Law, 
that  although  there  may  have  been  a spark  of  scientific  cui’iosity 
in  the  original  project,  it  had  long  been  extinguished  by  the  ever- 
widening  scope  of  the  original  concept  by  a multitude  of  inter- 
departmental integrations  and  interlocking  joint  projects  resulting 
in  a mishmash  of  gobbledegook  where  no  one  can  distinguish  the 
tree  from  the  forest.”  (Geza  de  Takats:  Parkinson’s  Law  in  Medi- 
cine. New  England  J.  Med.  262:126  (Jan.  21)  1960). 
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Leukemia  Cutis  Universalis 


Leukemia  may  affect  the  skin 
in  several  different  ways,  and 
one  of  the  most  striking  forms 
is  leukemia  cutis  universalis.  This  form  of 
leukemia  cutis  is  characterized  by  infiltra- 
tion of  the  skin  with  leukemic  cells,  result- 
ing in  thickening  which  is  most  noticeable 
in  the  body  folds.  The  face,  scalp,  and  neck 
may  be  distorted  by  this  thickening.  The 
rather  loose  skin  in  these  areas  is  thrown 
into  folds  which,  on  the  scalp,  assume  the 
appearance  of  the  folds  of  the  cerebral  cor- 
tex. The  forehead,  eyebrows,  and  skin  of 
the  malar  regions  becomes  edematous,  thick- 
ened and  sometimes  nodular.  On  first  con- 
tact with  the  patient,  the  leonine  facies, 
especially  if  nodules  are  present,  calls  to 
mind  the  appearance  of  leprosy. 

A second  form  of  generalized  leukemia 
cutis  is  leukemic  erjd;hroderma.  It  is  gen- 
erally felt  that  these  two  forms  are  differ- 
ent stages  of  the  same  process,  since  the 
same  basic  disease  is  present,  and  because 
the  erythrodermic  form  may  be  followed  by 
the  more  severe  changes  of  thickening  and 
folding.  Leukemic  erythroderma  frequently 
precedes  other  manifestations  of  leukemia 
and  has  been  called  premycosic  erythrodenna 
or  erythrodermia  premycosique  by  the 
French. 

Leukemia  cutis  universalis  may  be  asso- 
ciated with  any  type  of  leukemia,  the  most 
common  being  chronic  Ijunphocytic  leu- 
kemia. There  is  an  aleukemic  or  subleu- 
kemic form,  which  has  the  features  of  ery- 
thema, swelling  and  intense  pruritis  with- 
out the  histological  findings  of  leukemia. 
The  skin  disease  is  called  a leukemid  when 
leukemia  is  present,  but  histological  examin- 
ation of  the  skin  lesion  fails  to  show  leu- 
kemic cells.  Treatment  and  prognosis  aie 
those  of  the  underlying  disease. 

The  case  presented  is  one  which  started 
as  the  erythrodermic  form,  and  progressed 
within  a few  months  to  leukemia  cutis  uni- 
versalis. Photographs  portray  the  appeal  - 
ance  of  the  disease  in  a striking  manner. 

Case  Report 

Our  patient  was  a 49-year-old  white 
man  who  had  received  a sunburn  of  the 
head  and  face  six  months  previously 
while  working  in  South  America.  The 
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erythema  progressed  to  involve  unex- 
posed areas  of  the  skin,  and  pruritis  be- 
came intense.  After  a few  weeks,  ex- 
foliation occurred.  Six  months  previ- 
ously he  had  had  a physical  examina- 
tion, and  no  abnormality  of  the  blood 
had  been  found.  Three  months  after 
the  onset,  steroid  therapy  was  given  for 
exfoliative  dennatitis.  Shortly  there- 
after, a blood  smear  showed  the  pres- 
ence of  chronic  lymphocytic  leukemia. 
Four  months  after  the  onset  he  was  giv- 
en corticotrophin  and  6-Mercaptopurine. 
His  white  blood  count  was  179,000/mm.^ 
Patient  had  no  further  infonnation 
about  the  hematological  studies,  except 
that  Ijunphocytic  leukemia  was  diag- 
nosed. The  white  blood  count  dropped 
to  30,000/mm3  by  four  and  one-half 
months  after  the  onset,  and  steroid 
maintenance  therapy  was  continued. 
One  month  later  facial  and  scalp  edema 
became  severe  and  during  the  next  four 
weeks  he  developed  lymphadenopathy, 
more  severe  exfoliative  dermatitis,  and 
secondary  infection  of  the  scalp  and  ex- 
ternal auditory  canals.  He  was  treated 
with  triethylenemelamine,  but  the  ex- 
act dosage  is  unknown.  The  skin  be- 
came infected  in  several  areas. 

On  admission,  six  and  o n e - h a 1 f 
months  after  the  original  erythema, 
generalized  nodular  infiltration  of  the 
skin  was  present.  There  was  general- 
ized lymphadenopathy.  A smear  from 
a skin  nodule  showed  pure  Ijnnphoid 
cells.  The  liver  and  spleen  w ere  en- 
larged. 

The  appearance  of  the  scalp,  face  and 
neck  w a s frightening.  The  finger- 
thick  skin  on  the  scalp  was  folded, 
wrinkled  and  grooved,  with  continu- 
ous discharge  of  sanguinopurulent  fluid. 
Tliere  was  a hard,  thick  cnist  which 

♦staff  Physician,  Medical  Service,  V.A.  Hospital,  Lincoln, 
Nebraska,  and  Assistant  Professor,  Department  of  Medicine. 
The  Creighton  University  School  of  Medicine,  Omaha,  Ne- 
braska. 
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bled  and  oozed  pus  on  removal,  and 
which  hindered  local  treatment.  The 
forehead  and  eyebrows  were  wrinkled 
and  nodular,  the  nose  was  flattened  and 
widened,  and  there  were  nodules  on  the 
earlobes.  The  appearance  strongly  sug- 
gested the  leonine  face  of  leprosy.  Be- 
cause of  this,  smears  for  Hansen’s 
bacilli  were  examined,  but  none  were 
found.  A Ijonph  node  biopsy  showed  a 
monotonous  picture  of  small  lympho- 
cytes with  round,  hyperchromatic  nu- 
clei and  scant  blue  staining  cytoplasm. 
A skin  biopsy  showed  a dense  infiltrate 
of  small  lymphocytes  in  the  outer  layer 
of  the  corium.  These  completely  sur- 
rounded the  rete  pegs  and,  in  some  in- 
stances, were  present  in  the  lower  lay- 
ers of  the  epidermis. 

Treatment  was  directed  at  the  leu- 
kemia and  the  secondary  skin  infection. 
The  patient  was  given  6-Mercaptopu- 
rine.  X-ray  therapy  to  the  scalp,  face 
and  groin,  antibiotics,  and  local  treat- 
ment. The  scalp  was  debrided  under 
anesthesia,  but  after  every  touch  of  the 


brush,  hundreds  and  hundreds  of  small 
nodular  infiltrates  with  vascularized 
buds  opened  and  bled.  Under  every 
crust  and  purulent  mass,  new  granula- 
tion and  vascularization  w ere  foi-med. 
The  picture  was  frightening.  The  en- 
tire body  was  covered  with  innumerable 
small  bleeding  erosions;  it  looked  like  a 
fully  excoriated  wound  — fresh  bleed- 
ing flesh  with  nearly  no  intact  epithelial 
layer.  His  white  blood  count  rose  to 
134,000  lymphocytes/mm, and  he  be- 
came febrile  and  confused.  He  expired 
seven  weeks  after  admission  and  eight 
months  after  the  onset  of  the  disease. 
Autopsy  confirmed  the  clinical  diag- 
nosis of  IjTnphocytic  leukemia  with  leu- 
kemia cutis  universalis. 

Summary 

A case  of  leukemia  cutis  universalis  is 
presented  with  photographs  showing  the  leo- 
nine facies  and  thickened  scalp.  It  is  of  in- 
terest that  erythroderma  was  the  initial 
manifestation.  The  similarity  of  the  ap- 
pearance to  leprosy  is  mentioned. 


“The  typical  picture  of  Weil’s  disease  is  easily  recognized  but 
other  leptospiroses  may  manifest  themselves  in  a nonspecific  way 
with  chills,  fever,  myalgia  and  headache  . . . Occupational  exposure 
to  swine,  stagnant  water  or  rats,  and  the  finding  of  episcleral 
conjunctival  injection,  cerebrospinal  pleocytosis  or  urinary  abnoian- 
alities  are  frequent  in  patients  with  leptospiral  fevers  . . . but  in 
many  sporadic  cases  diagnosis  is  established  retrospectively  by 
serologic  tests  only.  ’ (From  DM  for  November,  1957). 


June,  196] 


291 


WHAT'S  NEW 


What's  New 
In  Anesthesia 
In  1961 


^ L RGICAL  anesthesia  is  purely 
an  American  invention.  While 
current  literature  referred  to 
in  this  review  has  appeared  in  American, 
British,  Canadian,  and  Scandinavian  jour- 
nals, it  seems  important  to  me  to  say,  with 
a great  deal  of  pride,  that  the  vast  majority 
of  the  major  advances  in  this  humanitar- 
ian field,  as  well  as  the  birth  of  the  idea, 
occurred  in  the  United  States.  Recent  an- 
esthesia articles  have  dealt  to  a small  extent 
with  new  techniques,  have  included  a large 
number  of  new  drugs,  and  are  conveniently 
divided  into  the  following  groups : 

1.  Workers  in  pediatric  anesthesia  have 
expressed  a preference  for  better  psycholog- 
ical approach  rather  than  drug  depression, ^ 
for  endotracheal  technique,^  individualized 
preanesthetic  medication,  and  where  pos- 
sible, for.  intravenous  induction.2  The  child 
is  not  to  be  regarded  as  merely  a small  per- 
son, but  as  one  Avhose  anatomy  and  physiol- 
ogy change  rapidly  and  are  usually  well  cor- 
related Avith  his  age.  In  considering  an- 
esthesia for  the  neAA'born,  the  premature  in- 
fant is  said  to  be  unable  to  cough  effectively 
and  may  therefore  be  the  better  for  broncho- 
scopy and  Avithout  atropine;  the  latter  gen- 
erally renders  bronchial  secretions  more 
A’iscid  than  othei’Avise.® 

2.  Taa'o  significant  negative  reports  have 
appeared.  These  articles  are  ahvays  AA'el- 
come,  since  positive  conclusions  are  too  often 
gloAving  and  present  only  a one-sided  and 
sometimes  prejudged  opinion,  while  failures 
go  unpublished  and  the  truth  lies  hidden. 
Thus,  AA'hile  it  is  often  felt  that  atropine  is 
good  for  laryngospasm,  evidence  is  noAv 
brought  forth  to  disprove  this  theory.-*  In 
considering  the  A-alue  of  intragastric  oxygen 
in  hypoxic  neonates,  it  Avas  found  that  in 
neAA'born  kittens  there  Avas  no  proof  of  the 
transfer  of  significant  quantities  of  oxygen 
from  the  gastrointestinal  tract  to  the  blood 
stream.® 

3.  Derivath-es  of  phenothiazine  appear 
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to  make  up  the  bulk  of  neAv  agents  intro- 
duced in  this  field.  These  drugs  are  usually 
tranquilizing,  have  antisialogogue  and  an- 
tiemetic properties,  and  haA'e  been  employed 
in  preanesthetic  medication.  The  neAver  ones 
include  fluphenazine  (Permitil,  Prolixin) ; 
leA'omepromazine®’ * (NozinanR  shoAA'n  to 
be  effectiA’e  premedicant;  methdilazine’'’ ® 
(Tacaryl) ; pecazine  (Mepazine,  PacataP-®); 
perphenazine  ( Trilafon® );  pipamazine 
(IMornidine®) ; proclorperazine  (Compazine, 
Stemetil®’"’ ; promazine  (Sparine®-*);  pro- 
methazine ( Phenergan® ) ; propiomazine 
(Largon) ; thiopropazate  (Dartal,  Darta- 
lan®) ; tofranil  (Imipramine") ; trifluopera- 
zine (Stelazine"- *)  ; trimeprazine  (Tema- 
riP®) ; and  prothipendyl  (Dominal,  Timo- 
A’an*),  perhaps  not  a true  phenothiazine 
deriA'ative,  but  closely  related  to  promazine. 

4.  NeAver  general  anesthetic  agents  in 
elude  inactin**  (Inaktin)  Avhich  is  a sulfur 
derivative  of  butabarbital  sodium,  and  brev- 
ital  (Methohexital)  and  AA'hile  some  arti- 
cles have  described  the  safety  of  halothane 
(Fluothane)  in  general  surgery,  in  cardiac 
surgery,**  and  in  pulmonary  procedures,*® 
and  its  antiemetic  property,*®  its  disadvant- 
ages have  been  shoAvn  by  others  to  include 
its  tendencies  to  hypotension,*"  irregular 
pulse,  cardiac  arrest,**  and  marked  respira- 
tory depression,  as  Avell  as  its  striking  re- 
semblance to  chloroform.*® 

5.  Antiemetic  agents  continue  to  enter 
the  field  of  new  anesthesia  agents.  The  list 
now  includes  such  drugs  as  cyclizine  (i\Iare- 
zine),2®-2i  dimenhyrinate  (Dramamine),  per- 
phenazine (Trilafon),2*  fluphenazine  (Pro- 
lixin) ,2®  meclizine  (Bonamine,  Bonine),  Pro- 
methazine (Phenergan),2®  triflupromazine 
(Vesprin),2®  and  trimethobenzamide  (Ti- 
gan). 

6.  One  new  local  anesthetic  agent  is  de- 
scribed in  recent  literature,  mepivocaine 
(Carbocaine).22 

7.  Several  excellent  articles  have  ap- 
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peared  dealing  with  resuscitative  techniques 
and  drugs.  The  use  of  closed  chest  cardiac 
massage  to  accomplish  spontaneous  cardiac 
activity  without  resorting  to  thoracotomy 
has  been  described. The  mouth-to-mask 
method  of  performing  artificial  respiration 
was  devised  in  an  attempt  to  overcome  the 
various  objections  to  mouth-to-mouth 
breathing.2'*  Two  new  brain  stem  stimu- 
lants and  pentobarbital  antagonists^-’  have 
been  studied  and  found  more  active  than 
bemegride  (Megimide),  pentylenetetrazol 
(Metrazol),  and  picrotoxin.  The  endotra- 
cheal method  has  been  described  and  evalu- 
ated in  newborn  babies  and  again  in  neo- 
nates, it  has  been  shown  that  cardiac  mas- 
sage has  had  few  reports  and  is  a useful  de- 
vice.And  finally,  it  was  demonstrated 
that  decomposition  of  exhaled  ether  vapor  in 
the  presence  of  the  heating  element  of  the 
incubator  during  the  immediate  postopera- 
tive period  may  result  in  the  presence  of 
formaldehyde  gas,  whose  concentration  may 
be  diminished  by  the  use  of  lower  tempera- 
tures and  higher  oxygen  flows.^* 

8.  Among  the  analgesic  agents  discussed 
in  recent  articles  are  dihydrocodeine^^  (Na- 
deine,  Paracodin),  oxymoiq)hine  (Numor- 
phan),’®  palfium  (Dextromoramide.  Dimor- 

lin),®i  phenazocine,^2  phenampromid,’^  and 

d-propoxyphene  (Darvon),’’  to  which  list 
may  be  added  one  hypnotic  and  sedative 
drug,  glutethimide  (Doriden).-^-* 

9.  Several  new  contributions  have  been 
made  to  the  literature  of  open-heart  surgery 
and  the  bypass  technique.”-’* 

10.  Two  studies  have  shown  that  hyper- 
ventilation and  controlling  or  assisting 
respiration  during  anesthesia  are  far  from 
harmless  and  are  techniques  to  be  performed 
when  specifically  indicated  and  not  routine- 
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Change  and  progress,  like  husband  and 
wife,  go  together  but,  as  Jack  and  Mrs. 
Spratt,  may  pursue  opposite  directions. 
There  can  be  no  advance  without  change, 
but  to  mistake  the  one  for  the  other  without 
evidence  is  fallacy.  Science  takes  infrequent 
giant  steps  and  many  little  ones,  and  its 
march  is  made  of  equal  parts  of  both.  There 
have  been  only  some  four  score  of  the  great 
advances  or  breakthroughs  in  anesthesiol- 
ogy, and  none  of  these  seem  to  have  occurred 
during  the  past  year.  But  the  small  go- 
aheads  have  continued,  perhaps  in  larger 
numbers  than  before,  and  have  given  us  the 


phenothiazines,  one  or  two  general  anes- 
thetic agents  to  try,  at  least  one  promising 
analgesic,  a few  antiemetics,  and  a great 
deal  to  think  about  in  connection  with  re- 
suscitation. It  may  be  that  none  of  this  will 
change  our  habits,  and  occasionally  we  read 
of  someone  who  would  have  been  better  for 
drop  ether  than  for  some  too-modern  tech- 
nique, but  some  of  what  has  been  written 
will  very  likely  affect  us.  Perhaps  we  should 
“be  not  the  first  by  whom  the  new  is 
tried.” 

“Nor  yet  the  last  to  cast  the  old  aside.” 
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“If  he  were  here  today,  he  would  warn  us  that  if  the  doctor 
is  to  do  his  best  he  must  remain  free  and  uncontrolled;  that  only 
as  the  doctor  finds  the  inspiration  and  enjoys  the  right  of  indirtdual 
action  that  freedom  gives  — to  explore,  to  inquire,  to  discover, 
to  serae  in  his  own  way  — only  then  can  he  give  his  best,  only 
then  can  we  continue  the  maiwelous  progress  of  U.  S.  Medicine.” 
(Senator  Lister  Hill,  speaking  about  his  father.  Doctor  Luther  L. 
Hill). 
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Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 

June  3,  Alliance,  Central  School  Building 

June  17,  Wayne,  Wayne  State  Teachers 
College 

June  24,  Grand  Island,  St.  Francis  Hos- 
pital 

July  8,  Chadron,  Elks  Club 

July  22,  North  Platte,  Lutheran  Education 
Building 

ANNUAL  MEETING  of  the  American 
Medical  Association  — New  York  City, 
June  26-30,  1961. 

24th  ANNUAL  EXHIBIT  AMERICAN 
PHYSICIANS  ART  ASSOCIATION  — 
June  26-30,  1961;  in  conjunction  with  an- 
nual meeting  of  the  A.M.A.,  New  York 
City.  (See  “Announcements”). 

THE  15th  ANNUAL  ROCKY  MOUNTAIN 
CANCER  CONFERENCE  — Denver, 
Colorado;  Brown  Palace  West  Hotel;  July 
12  and  13,  1961.  Write  Rocky  Mountain 
Cancer  Conference,  835  Republic  Build- 
ing,  Denver  2.  (See  also  under  “Announce- 
ments”). 

AMERICAN  COLLEGE  OF  SURGEONS— 
48th  Annual  Clinical  Congress,  Atlantic 
City,  N.J.,  October  15-19,  1961. 


Medicare  in  Operation 

Under  the  Medicare  Program,  the  only 
services  which  may  be  performed  in  a Doc- 
tor’s office  or  as  a hospital  outpatient,  are 
for  prenatal  maternity  care  and  accidental 
injury  care.  All  other  covered  seiwices  must 
be  perfonned  while  the  dependent  is  hos- 
pitalized. If  medical  care  other  than  pre- 
natal or  accident  care  is  rendered  in  the 
Doctor’s  office  or  on  an  outpatient  basis, 
all  charges  would  be  the  responsibility  of 
the  service  member.  When  accidental  in- 
jury care  is  rendered  in  the  Doctor’s  office 
or  on  an  outpatient  basis,  the  first  $15.00 
of  the  physician’s  charge  is  also  the  respon- 
sibility of  the  service  member.  This  applies 
whether  or  not  the  service  member  and  the 
dependent  receiving  care  are  residing  to- 
gether. 


Financial  Renuineiation  for  Interns 
And  Residents — 

There  has  been  competitive  bidding  for 
the  seiwices  of  internes  and  residents  in 
medicine.  There  has  been  an  idea  prevalent 
among  obseiwers  that  these  postgraduate 
students  mav  be  influenced  more  bv  the 
available  nay  than  bv  the  qualitv  of  teach- 
ing in  a given  hospital.  It  has  been  suggest- 
ed that  the  interne-year  mav  have  lost  some 
of  its  educative  value  as  internes  became 
more  and  more  the  hired  hands  of  the  hos- 
pital rather  than  students  under  control  of 
the  staff  for  educational  purposes. 

There  has  become  a dearth  of  “free” 
cases  for  teaching  purposes,  because  insur- 
ance pays  for  the  health  care  of  so  many 
people.  Recently  strong  recommendations 
have  been  made  that  internes  and  residents 
should  receive  adequate  compensation  for 
the  services  they  render,  with  the  implica- 
tion that  the  hospital  should  be  held  respon- 
sible for  paying  them.  It  seems  that,  with 
hospitals  always  running  perilously  near  the 
red,  and  with  cost  of  care  in  hospitals  ris- 
ing so  rapidly  that  patients  as  well  as  insur- 
ers may  be  unable  to  pay  them,  it  is  going  to 
be  extremely  difficult  to  add  adequate  pay 
for  internes  and  residents  to  the  patient’s 
hospital  bills.  Premiums  for  insurance  can 
well  be  raised  so  high  that  the  goose  that 
lays  the  golden  eggs  may  be  priced  out  of 
the  market. 

The  above  statesments,  disconnected  as 
their  presentation  is,  enumerate  only  a few 
of  the  problems  confronting  those  who  fur- 
nish this  postgraduate  training.  For  a long 
time  there  has  been  a desire  to  get  insurance 
payments  into  the  hands  of  hospital  staffs 
for  distribution  as  they  see  fit.  Just  how 
this  would  alleviate  the  problems  is  some- 
what difficult  to  understand;  in  fact,  new 
problems  might  well  be  created.  In  the 
face  of  these  and  many  other  facts,  the 
American  College  of  Surgeons  has  seen  fit 
to  take  the  action  delineated  in  the  follow- 
ing quotation:  (Bulletin  of  the  American 
College  of  Surgeons,  May-June,  1961,  p.  72). 

INSURANCE  BENEFITS  RECOM- 
MENDED FOR  THE  SERVICE  OF 
INTERNS  AND  RESIDENTS 

Before  medical  care  insurance  was  so 
prevalent,  the  question  of  payment  for  the 
services  to  patients  provided  by  interns  and 
residents  was  not  an  issue.  Patients  were 
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either  private  patients  of  the  attending 
physicians,  or  they  were  cared  for  by  the 
house  staff  upon  the  free  bed  services.  In 
either  case,  no  payment  was  expected  for  the 
services  that  young  doctors  gave  to  these  pa- 
tients. 

The  phenomenal  growth  of  medical  care 
insurance  has  changed  the  established  prac- 
tice of  the  past,  because  many  patients  with 
insurance  benefits  are  now  cared  for  by  the 
house  staff,  under  the  supeiwision  of  the  at- 
tending surgeons,  even  to  the  extent  that 
the  patients  are  operated  upon  by  the  house 
staff.  This  practice  has  been  ap])roved  by 
the  College,  provided  that  the  patient  is  so 
informed  and  consents  thereto,  and  provided 
further  that  the  attending  surgeons  provide 
adequate  supeiwision  at  all  times. 

Since  the  American  College  of  Surgeons 
has  always  maintained  that  every  doctor 
who  participates  in  the  care  of  a patient  is 
entitled  to  compensation  from  the  patient, 
commensurate  with  the  services  given,  the 
College  recognizes  the  impact  of  medical 
care  insurance  as  it  relates  to  those  in  grad- 
uate training,  provided  they  are  licensed 
by  the  state  to  practice  medicine. 

Therefore,  the  Board  of  Regents  of  the 
American  College  of  Surgeons  unanimously 
approved  the  following  recommendations  of 
its  Committee  on  Graduate  Training  in 
Surgery  at  its  meeting  in  San  Francisco 
on  October  14,  1960; 

1.  It  is  proper  that  insurance  benefits 
be  collected  for  the  services  rendered  by  li- 
censed physicians,  including  interns  and 
residents,  whether  they  be  in  practice  or 
taking  extended,  formal  training. 

2.  Funds  collected  for  seiwices  rendered 
by  licensed  physicians  taking  extended,  for- 
mal training  may  be  collected  in  a variety 
of  ways  but  the  final  approval  of  distribu- 
tion of  such  funds  should  rest  with  the  med- 
ical staffs  or  component  services,  and  not 
with  the  institutions’  administrative  or  gov- 
erning bodies. 

The  College  reaffirms  its  opinion  that  fi- 
nancial statements  to  patients  should  be  pre- 
sented by  the  surgeon  for  his  own  services 
and  urges  that  insurance  companies  honor 
charges  for  services  rendered  directly  by 
licensed  physicians  taking  extended  train- 
ing. 


SEAT  BELTS  AND  DRIVER  SAFETY 

The  recent  agreement  by  automobile  man- 
ufacturers to  provide  built-in  attachment 
points  for  seat  belts  in  1962  cars  is  a wel- 
come step  in  auto  safety,  in  that  it  will  pro- 
vide a strong  impetus  to  public  acceptance 
of  seat  belts.  This  achievement  can  be 
credited  to  the  persuasive  efforts  of  the  U.S. 
Public  Health  Service,  the  American  Medi- 
cal Association,  the  National  Safety  Council, 
the  American  College  of  Surgeons,  several 
state  legislatures,  and  other  organizations 
and  individuals  concerned  with  traffic  safe- 
ty. Consumers  Union  has  also  been  support- 
ing the  use  of  seat  belts  (and  testing  them) 
for  several  years. 

Despite  the  a]Dpropriateness  of  welcoming 
this  deyelopment.  Consumers  Union  belieyes 
that  there  is  a possibility  that  it  may  back- 
fire and  eyentually  damage  the  cause  of  seat 
belts  and  of  other  safety  measures.  In  or- 
der to  ayoid  this  contingency,  it  behooves 
the  proponents  of  seat  belts  to  take  a sober 
look  ahead,  to  recognize  and  pass  along  to 
the  public  some  realistic  perspectives  on  the 
matter.  These  include; 

(1)  The  benefits  to  be  derived  from  the 
installation  of  belt  attachment  points  are  en- 
tirely dependent  on  the  public’s  cooperation 
in  buying  and  using  seat  belts. 

(2)  The  scientifically  established  facts* 
about  the  effect  of  seat  belts  in  controlling 
death  and  injury  are  these;  belt  users  are 
just  as  likely  to  be  hurt  in  accidents  as  non- 
users of  belts,  but  belt  users  are  likely  to 
sustain  injuries  of  a less  severe  nature;  in 
comparable  accidents,  belt  users  experience 
about  35%  fewer  serious  injuries  than  non- 
users; aside  from  “off-the-cuff”  opinions 
and  the  judgments  of  clinical  observers, 
there  are  no  conclusive  data  with  respect  to 
fatalities  — but  carefully  qualified  predic- 
tions based  on  large-scale  studies  suggest  a 
reduction  in  fatalities  of  25%  to  50%. 

(3)  Even  though  the  individual  using  a 
seat  belt  can  reduce  his  own  risk  of  severe 
injury  bj^  about  35%  and  might  reduce  his 
own  risk  of  death  by  anywhere  from  25  to 
50%,  the  national  highway  fatality  toll 

^Source:  Automotive  Crash  Injury  Research  of  Cornell 

Ui'iversity,  the  only  group  in  the  U.S.  to  have  collected  and 
analyzed  massive  statistical  data  on  actual  accidents  involving 
seat  belts.  The  pertinent  ACIR  studies  furnishing  informa- 
tion relative  to  seat  belt  effectiveness  are:  Safety  Belt  Ef- 

fectiveness in  Rural  California  .Automobile  Accidents,  by  B. 
Tourin  and  .1.  W.  Garrett,  Feb.,  1960,  and  Ejection  and  Auto- 
mobile Fatalities,  by  B.  Tourin,  May,  1958.  Earlier  reports 
from  the  same  Cornell  group,  furnished  in  Congressional  testi- 
mony in  1956  and  1957.  made  more  optimistic  estimations  of 
seat  belt  effectiveness. 
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would  reflect  this  much  reduction  only  if 
all  cars,  old  and  new,  have  seat  belts  for  all 
passengers,  and  the  belts  are  used. 

(4)  It  follows  that  even  if  all  cars  (but 
only  1962  cars)  were  to  be  equipped  by  their 
owners  with  belts  for  the  anchors  provided, 
and  if  1962  cars  were  to  be  10%  of  the  cars 
on  the  road  in  1962,  the  overall  reduction  of 
severe  injuries  could  be  no  more  than  3.5% 
(10%  of  35%)  and  the  overall  reduction  of 
deaths  would  be  likely  to  be  no  more  than 
about  2.5  to  5.0%  (10  of  25%,  50%). 

Clearly,  then,  under  the  most  favorable 
conditions,  we  cannot  expect  even  as  much 
as  a 5%  improvement  in  the  overall  picture 
from  the  seat  belt  attachment  points  in  the 
1962  cars. 

The  public,  however,  has  been  blithely  led 
to  expect  (by  recent  newspaper  reports) 
that  the  seat  belt  anchors  will  lead  to  a re- 
duction of  injuries  and/or  deaths  by  as 
much  as  50%  or  60%.  We  therefore  must 
consider  the  possibility  that  widespread  dis- 
illusionment with  seat  belts  may  result  in 
1963,  if  the  touted  50%  or  60%  turns  out 
to  be  in  the  order  of  3 to  5%.  Public  ac- 
ceptance of  seat  belts,  and  of  other  safety 
measures,  may  thereby  receive  a body  blow. 

It  is  therefore  imperative  that  all  respon- 
sible organizations  and  individuals  who  ap- 
preciate the  value  of  seat  belts  intensify 
their  efforts  to ; 

(1)  persuade  the  public  to  install  seat 
belts  in  all  cars  and  to  use  them ; 

(2)  clarify  in  more  realistic  terms  the 
degree  of  improvement  which  can  be  ex- 
pected ; 

(3  educate  the  public  to  recognize  its  OAvn 
role  in  determining  the  size  of  the  improve- 
ment. 

Consumers  Union  believes  that  one  fur- 
ther step  should  be  undertaken,  as  well. 

This  proposed  step  is  based  on  the  need 
to  demonstrate  to  the  public  any  real  im- 
provement resulting  from  their  use  of  seat 
belts.  Since  the  improvement  at  first  may 
be  small,  and  may  be  easily  masked  by  other 
changes  operating  in  the  automotive  safety 
field,  it  will  be  necessary  to  conduct  careful 
studies  during  this  crucial  period  when  seat 
belts  may  rise  or  fall.  We  therefore  suggest 
that  steps  be  taken  before  1962  to  lay  the 
groundwork  for  suitably  valid  studies. 


Highway  patrols  and  state  motor  vehicle 
bureaus  should  be  encouraged  now  (by  what- 
ver  legislative  authority  and  fiscal  means 
which  may  be  necessary)  to  collect  data  on 
the  presence  and  use  of  seat  belts  in  cars 
(at  least  those  involved  in  accidents).  Re- 
ports on  the  severity  of  injuries  should  also 
be  obtained.  Techniques  such  as  that  al- 
ready developed  by  the  Cornell  Automotive 
Crash  Injury  Research  program  should  be 
utilized  fully,  and  expanded  in  whatever 
way  may  be  possible. 

Consumers  Union  urges  all  organizations 
and  individuals  interested  in  the  use  of  seat 
belts  to  take  appropriate  action  to  promote 
such  statistical  studies  as  an  essential  need. 

The  recently  publicized  figure  of  a saving 
of  19,000  lives  per  year  by  the  projected  use 
of  seat  belts  documents  the  need  for  valid 
statistics  and  their  appropriate  interpreta- 
tion. 

For  several  years  experts  have  estimated 
that  seat  belts  may  reduce  fatalities  by  50%, 
but  furnished  no  supporting  statistical  evi- 
dence. Cornell,  in  1960,  showed  a 50%  re- 
duction of  fatality  among  a massive  sample 
of  seat  belt  wearers  in  accidents  — but  cau- 
tioned that  the  fatality  data  on  which  tfiis 
figure  was  based  were  too  sparse  for  sta- 
tistical significance  (among  the  10,000  auto- 
mobile occupants  studied  there  were  only  65 
deaths,  of  both  users  and  non-users  of  belts).' 

It  is  apparent  that  some  over-enthusiastic 
supporters  of  seat  belts  have  seized  this  50% 
estimate  and  applied  it  to  the  38,000  deaths 
seen  annually.  Thus  they  concluded  that  a 
saving  of  19,000  lives  is  possible.  Further- 
more, they  failed  to  take  into  account  that 
some  16,000  of  the  38,000  fatalities  are 
pedestrians,  bicyclists,  and  occupants  of 
trucks  and  buses. 

In  whatever  areas  statistically  significant 
data  are  not  available,  this  should  be  recog- 
nized and  steps  taken  to  obtain  the  necessary 
data.  One  of  the  reasons  for  the  sparseness 
of  data  in  the  past  has  been  that  too  few 
people  have  had  seat  belts  to  make  a detailed 
study  feasible.  This  situation  makes  it  in- 
cumbent on  safety-minded  organizations  and 
individuals  to  promote  (1)  the  accumulation 
of  more  data  at  a time  when  more  people 
will  be  using  belts,  and  (2)  the  statistical 
study  of  the  data,  lest  the  general  public  suf- 
fers an  unwarranted  disillusionment. 

It  is  also  the  view  of  Consumers  Union 
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that  the  promotion  of  other  passenger  pro- 
tective features  — such  as  built-in  crash 
paddings,  better  door  locks,  and  recessed 
hub  steering  wheels  — should  not  be  neglect- 
ed during  the  period  of  upsurge  in  public 
interest  in  seat  belts.  Consumers  Union  will 
continue  to  advocate  further  development, 
testing,  and  use  of  all  such  devices. 

^^^e  would  be  interested  in  receiving  your 
comments  on  the  educational  and  evaluation 
proposals  on  seat  belts  suggested  herein. 

Public  Service  Projects 
Department  of  Consumers 
Union, 

Irving  Michelson,  Director 
Boris  Tourin,  Asst.  Director 

We  take  the  libertv  of  quoting,  in  toto,  an 
editorial  from  the  Bulletin  of  the  Omaha- 
Douglas  County  Medical  Society,  the  May, 
1961  issue.  The  Editor  presents  a problem 
to  which  all  of  us  should  consider  a solution 
■ — misrepresentation  to  the  public  of  the 
medical  picture  in  our  nation : 

Which  Way  the  Shore? 

Today  we  are  living  in  a world  as  tumul- 
tuous as  a slashing  ocean  whose  shores  are 
obscured  by  the  storm,  moving  so  fast  and 
developing  in  such  leaps  and  bounds,  there 
is  precious  little  time  to  study  and  learn  for 
ourselves  — to  find  our  way  to  the  proper 
shore.  So  often  we  have  to  take  the  word 
of  “the  other  fellow”  the  one  who  really 
“knows”  what  it’s  all  about.  We  read  this 
word  in  newspapers,  books  and  journals,  we 
hear  it  on  radio  and  television  — and  we 
foi-m  opinions  — pro  and  con  — this  is  hu- 
man nature. 

The  true  tragedy  of  this  situation  is  when 
the  word  is  not  from  the  real  expert  — not 
from  the  best  authority  — not  based  on  valid 
and  factual  infomiation,  but  slanted  or  edit- 
ed or  revised  to  express  the  opinion  of  a 
person  or  a gi’oup  of  persons  because  they 
want  their  beliefs  expressed  — they  want 
others  to  conform. 

As  an  example  of  comparison  in  telecast- 
ing, our  local  WOW-TV  video-taped  a con- 
troversial panel  session  at  the  Nebraska 
State  Medical  Association  Annual  Meeting 
and  presented  this  in  its  entirety  at  a later 
time,  for  the  benefit  of  all  the  people  within 
the  radius  of  their  transmission  power. 


Editing  of  this  tape  could  have  been  dis- 
astrous to  either  side  or  to  all  concerned. 
In  its  entirety,  the  public  could  exercise  its 
God  given  right  of  freedom  of  choice  — they 
were  given  the  opportunity  of  deciding  be- 
cause they  had  both  sides.  In  contrast  con- 
sider the  national  CBS  progi-am  of  a few 
weeks  ago  that  through  editing,  quoting  out 
of  context  and  relating  isolated  cases  gave 
a completely  erroneous  picture  of  the  true 
situation  of  medical  care  today. 

By  contrast  also  consider  the  very  recent 
NBC  White  Paper  No.  5 on  hospitals.  It 
began  with  an  aerial  view  of  Harvard  Medi- 
cal School  and  then  swept  over  the  Charles 
River  to  land  on  the  Cambridge  City  Hos- 
pital. 

Cambridge  City  Hospital  is  an  overcrowd- 
ed. understaffed  and  politicallv  ridden  insti- 
tution of  the  tjqje  which  occasionally  survive 
in  the  backwash  of  industrially  decadent 
areas.  This  facility  Avas  described  as  tjqjical 
of  the  average  American  hospital  — no 
comment  was  made  as  to  why  such  hospitals 
as  Boston  City  Hospital,  Massachusetts 
General,  Peter  Bent  Brigham,  New  England 
Deaconess,  Beth  Israel  or  a dozen  other 
fine  hospitals  in  the  Boston  area  were  not 
selected  for  this  distinction.  The  public 
could  not  possibly  know  that  this  maneuver 
would  be  the  same  as  passing  over  the 
chrome  and  glass  of  a hundred  super  mar- 
kets to  land  on  a grubby,  unsanitaiy  corner 
gi’oceiy  in  the  slums  of  the  city  and  desig- 
nate this  as  typical  of  the  food  distribution 
facilities  of  America.  The  remainder  of  the 
program  Avas  concerned  Avith  the  problems 
of  this  “typical”  institution  — lack  of 
money,  seven  foreign-trained  interns  and 
residents  doing  the  Avork  of  tAvelve,  over- 
croAvding,  political  haggling,  etc.  The  in- 
evitable ending  Avas  the  expected  inuendo 
that  the  only  solution  is  to  let  the  expei*ts 
in  Washington  take  over. 

The  millions  of  people  Avatching  must  con- 
clude also  — something  must  be  done  — this 
is  incredible  — the  American  hospitals  are 
in  a deplorable  state.  We’ve  just  heard  this 
from  the  experts  — the  true  expert  being 
the  narrator  Avhose  superbly  modulated  voice 
contained  just  the  proper  hint  of  alarm  to 
excite  one’s  sense  of  impending  disaster. 

We  speak  only  in  the  area  of  our  OA\m  pro- 
fession but  believe  the  rules  are  the  same  in 
all  areas.  The  American  people  are  entitled 
to  be  told  the  truth. 
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History  proves  the  tumult  will  not  cease  as 
long  as  the  desire  for  power  above  all  exists. 
We  see  this  in  countless  other  countries  to- 
day. By  the  same  token,  the  American  peo- 
ple cannot  know  the  real  facts  about  medi- 
cine, about  hospitals,  about  national  health 
programs  when  they  hear  or  see  the  story 
told  by  proponents  of  socialism.  They  can- 
not beat  their  way  to  the  shore  through  a sea 
of  half-truths  and  misrepresentation.  Let 
us  not  cease  to  tell  the  true  story.  Let  us 
be  gi'ateful  that  locally,  at  least,  we  have 
true  supporters  in  our  publicity  media,  citi- 
zens who  strive  to  present  a true  picture  to 
our  community. 

A Thank  You  Note  From  the  Cancer  Society — 
Dear  Dr.  Covey: 

The  American  Cancer  Society  during  the 
1961  Cancer  Crusade  conducted  a life-sav- 
ing program  and  also  a fund-raising  pro- 
gram with  the  help  of  many  of  the  doctors 
in  the  93  counties  of  Nebraska. 

In  a number  of  counties  a doctor  was 
chairman  of  the  drive;  in  others  they  were 
co-chairmen  and  workers.  In  every  county 
they  have  contributed  funds  for  the  Ameri- 
can Cancer  Society  Crusade. 

I Avish  to  take  this  opportunity  to  thank 
the  doctors  of  Nebraska  for  their  participa- 
tion in  our  1961  crusade  and  also  for  taking 
such  a sincere  interest  in  our  professional 
education  program  on  cancer. 

Please  let  me  know  if  we  can  be  of  service. 

Sincerely, 

Harry  H.  McCarthy,  M.D., 
President  of  the 
Nebraska  Division 

Medicine  in  the  News 

From  the  News-Press,  Nebraska  City — 

Camp  Floyd  Rogers,  sponsored  by  the  Ne- 
braska Diabetes  Association,  will  begin  its 
11th  season  June  11  at  Camp  Catron  north 
of  Nebraska  City. 

Outdoor  activities,  handicraft  activity  and 
specialized  medical  care  for  diabetic  young- 
sters eight  and  older,  will  be  provided 
through  June  24. 

Although  a fee  of  $50  for  the  two  week 
camp  is  asked,  no  child  has  ever  been  turned 


away  for  lack  of  funds  said  Dr.  Michael 
Crofoot,  Omaha,  member  of  the  society 
board. 

Applications  are  being  taken  for  camp  by 
Miss  Anna  Smrha,  State  Health  Depart- 
ment, State  House,  Lincoln,  Nebraska.  Ten 
dollars  should  accompany  the  applications. 

From  the  Omaha  World-Herald — 

Creighton  University  has  recently  re- 
ceived an  electron  microscope,  made  possible 
by  a $28,652  grant  from  the  American  Can- 
cer Society. 

Dr.  James  M.  Severens,  chairman  of  the 
Department  of  Microbiology  at  Creighton, 
Avill  be  in  charge  of  the  microscope’s  opera- 
tions — which  will  be  many. 

The  microscope  is  the  second  in  the  city. 
Another  Cancer  Society  grant  placed  the 
first  one  in  the  University  of  Nebraska  Col- 
lege of  Medicine. 

Dr.  Severens  said  the  microscope  will  be 
valuable  in  the  study  of  viruses. 

From  the  Omaha  World-Herald — 

The  Universitv  of  Nebraska  Regents  have 
approved  two  grants  from  the  United  States 
Public  Health  Service.  The  grants : — $55,- 
966  for  a trainee  program  in  obstetrics  and 
gynecology  under  the  direction  of  Dr.  Roy 
Holly. 

— $98,715  for  research  by  Dr.  Cecil  Witt- 
son,  head  of  the  department  of  neurology 
and  psychiatry,  for  a pilot  screening  treat- 
ment unit  for  mentally  retarded. 

Doctors  in  the  News 

Dr.  Whipple  Awarded  Gold-headed  Cane — 

Dr.  George  Hoyt  Whipple,  82-year-old 
pathologist  who  pioneered  research  in  ane- 
mia, Whipple’s  disease,  metabolism  and  oth- 
er basic  medical  studies,  was  named  recipi- 
ent of  the  Gold  Headed  Cane  of  the  Ameri- 
can Association  of  Pathologists  and  Bacteri- 
ologists at  its  annual  meeting,  April  26-28. 
Dr.  Whipple  is  meritus  professor  of  pathol- 
ogy at  the  University  of  Rochester  School  of 
Medicine  and  Dentistry,  Rochester,  New 
York. 

Dr.  Whipple  shared  the  Nobel  Prize  for 
physiology  and  medicine  in  1934  for  a dis- 
covery that  saved  the  lives  of  anemia  suffer- 
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ers  all  over  the  world  when  he  proved  “with 
absolute  reliability’’  that  “first  liver,  then 
kidney,  meat  and  certain  other  foods,  e.g. 
apricots,’’  to  quote  from  the  Nobel  citation, 
stimulate  production  of  red  blood  corpuscles. 
Dr.  Whipple  recently  recalled  that  when  a re- 
searcher first  proposed  the  theory,  10  years 
before  Dr.  Whipple  proved  it,  the  young  re- 
searcher was  “laughed  out  of  the  wards”  — 
a tragedy  for  hundreds  who  died  of  anemia 
between  1918  and  1928.” 

Dr.  Whipple  has  added  other  significant 
contributions  to  medical  history  of  the  past 
half-century.  He  isolated  and  named  two 
diseases  — intestinal  lipodystrophy,  often 
called  Whipple’s  disease,  and  thalassemia, 
also  called  ^lediterranean  anemia.  His  basic 
research  in  normal  and  pathologic  function 
of  the  liver,  in  blood  plasma  protein  metab- 
olism, in  the  role  of  body  pigments,  and  in 
the  production  and  fate  of  red  blood  cells, 
is  the  foundation  of  modern  medical  practice 
in  these  fields.  He  has  also  contributed  sub- 
stantially to  medical  knowledge  about  tuber- 
culosis, the  pancreas,  chloroform  poisoning 
in  animals,  iron  metabolism,  and  shock. 

In  addition.  Dr.  Whipple  is  regarded  by 
colleagues  as  a great  medical  teacher  and 
leader.  As  an  instructor  and  associate  pro- 
fessor of  pathology-  at  John  Hopkins,  then 
director  of  the  Hooper  Foundation  for  Med- 
ical Research  and  professor  and,  later,  dean 
of  the  medical  school  of  the  University  of 
California,  and  from  1921  to  1955  profes- 
sor of  pathology  and  (1921-1953)  dean  of 
the  School  of  Medicine  and  Dentistry,  Ro- 
chester, New  York,  he  moulded  the  careers 
and  achievements  of  scores  of  today’s  emi- 
nent research  pathologists.  He  was  largely 
responsible  for  establishment  of  the  student 
fellowship  program  that  permits  promising 
medical  students  to  spend  a year  in  research 
and  study,  usually  between  their  sophomore 
and  junior  years,  a program  that  with  fi- 
nancial help  from  the  U.S.  Public  Health 
Service  has  now  been  adopted  by  all  medical 
schools.  The  Gold  Headed  Cane  is  named 
for  one  used  from  1689  to  1825  by  British 
royal  physicians  including  IMatthew  Baillie, 
author  of  one  of  the  first  books  on  path- 
ology. The  orginal  cane,  which  was  sup- 
posed to  have  contained  within  its  perfor- 
ated gold  head  aromatic  preparations  that 
would  prevent  contagion,  is  at  the  College 
of  Physicians  in  London. 

Dr.  Whipple  is  the  10th  pathologist  to  re- 


ceive the  A.A.P.B.  Cane  in  its  42-year  his- 
tory, and  the  first  to  be  awarded  it  in  absen- 
tia. Extreme  sensitivity  to  tree  pollens  pre- 
vents travel  to  Chicago. 

Dr.  Whipple  was  born  in  Ashland,  New 
Hampshire,  in  1878.  He  took  his  A.B.  at 
Yale  University  in  1900,  and  his  medical  de- 
gi'ee  and  pathology  training  at  Johns  Hop- 
kins. 


Human  Interest  Tales 

Dr.  S.  R.  Rathbun,  CravTord,  has  moved 
to  Chadron,  where  he  has  opened  his  office. 

Dr.  William  Bradley,  formerly  of  Sagu- 
ache, Colorado,  has  opened  his  office  in  Lew- 
ellen. 

Dr.  Robert  J.  ilMorgan,  Alliance,  spoke  at 
a regular  meeting  of  the  Alliance  Woman’s 
Club  in  April. 

Dr.  W.  C.  Kenner,  Nebraska  City,  attend- 
ed a clinical  review  program  at  the  Mayo 
Clinic  in  April. 

Dr.  Paul  S.  Read,  Omaha,  has  been  elected 
vice  president  of  the  American  Academy  of 
General  Practice. 

Dr.  J.  S.  Bell,  York,  has  been  admitted 
as  a Fellow  of  the  American  Society  of  Ab- 
dominal Surgeons. 

Dr.  Leo  T.  Heywood,  Omaha,  has  been 
named  president  of  the  Creighton  Univer- 
sity Alumni  Association. 

Dr.  J.  Harry  Murphjq  Omaha,  has  been 
appointed  as  medical  director  of  Children’s 
Hospital  Therapy  Center. 

Dr.  S.  L.  Larson,  Superior,  was  seriou.sly 
injured  in  a one-car  accident  on  Highway  14 
north  of  that  city,  in  April. 

Dr.  William  J.  Jarvis,  Lincoln,  has  been 
elected  president  of  the  Nebraska  Urological 
Society  for  the  coming  year. 

Dr.  Quinten  Bradley,  Lincoln,  was  a guest 
speaker  at  an  April  meeting  of  the  York 
County  women  held  in  York. 

Dr.  Warren  Bosley,  Grand  Island,  was  a 
guest  speaker  at  the  April  meeting  of  the 
Dawson  County  Medical  Society. 

Drs.  A.  W.  Anderson,  R.  H.  Scherer,  and 
L.  J.  Chadek,  West  Point,  have  contracted 
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for  a new  clinic  facility  which  will  have  30 
rooms. 

Dr.  Ivan  M.  French,  Wahoo,  attended  the 
Annual  Scientific  Assembly  of  the  American 
Academy  of  General  Practice  held  in  Miami, 
in  April. 

Dr.  Floyd  0.  Ring,  Omaha,  was  the  guest 
speaker  at  the  quarterly  family  fellowship 
night  at  Emmanuel  Lutheran  church  in  Te- 
kamah,  in  April. 

Dr.  Morris  Margolin,  Omaha,  received  a 
Braille  watch  following  his  talk  to  the  Oma- 
ha Lions  Club  at  its  regular  meeting  in 
Omaha,  in  April. 

Dr.  and  Mrs.  Warren  R.  Miller,  Columbus, 
attended  the  Annual  Scientific  Assembly  of 
the  American  Academy  of  General  Practice, 
in  Miami,  in  April. 

Dr.  James  Ramsay,  Atkinson,  presented  a 
discussion  on  emergency  and  first  aid  treat- 
ment, at  the  Firemen’s  Auxiliary  meeting 
in  Stuart,  in  April. 

Dr.  Henry  M.  Lemon,  foianerly  of  Boston, 
has  been  named  the  new  director  of  the 
Eugene  C.  Eppley  Institute  for  Research  in 
Cancer  and  Allied  Diseases. 

Dr.  Harold  Nordlund,  York,  was  moder- 
ator at  a forum  on  heart  research  and  the 
present  day  treatment  of  cardiovascular  pa- 
tients, held  in  York,  in  April. 

Dr.  and  Mrs.  Richard  A.  Serbousek  and 
family  have  returned  to  Atkinson  following 
a two-year  absence  during  which  Dr.  Ser- 
bousek seiwed  in  the  armed  forces. 


Announcements 

Summer  Camp  for  Diabetic  Children — 

The  Camp  Committee  of  the  Nebraska  Di- 
abetes Association  announces  a camping 
period  for  diabetic  children  from  June  11th 
through  June  24th.  Camp  Floyd  Rogers 
will  be  in  operation  as  in  previous  seasons, 
utilizing  the  facilities  of  Camp  Catron  near 
Nebraska  City.  Under  close  medical  and 
nursing  supervision  in  a typical  camping  en- 
vironment, these  children  come  to  accept 
their  situation,  learn  much  about  the  disease 
and  also  to  assume  more  responsibility  in 
their  own  care. 

Full  information  may  be  obtained  by  ad- 
dressing inquiry  to : Miss  Anna  Smrha, 


Camp  Director,  Department  of  Health,  State 
Capitol,  Lincoln  9,  Nebraska. 

The  15th  Annual  Rocky  Mountain 
Cancer  Conference — 

The  15th  Annual  Rocky  Mountain  Cancer 
Conference  will  be  held  at  Denver’s  com- 
pletely air-conditioned  Brown  Palace  West, 
July  12,  13,  and  will  feature  panel  discus- 
sions on  “Detect  Cancer  in  Time!  — Pro- 
cedures, Problems  and  Solutions,”  and  “Neo- 
plasms of  the  Female  Genital  Tract.” 

Presidents  of  both  the  American  Cancer 
Society  and  the  American  Medical  Associa- 
tion will  participate  in  the  two  day  program. 
Application  has  been  made  for  A.A.G.P.  ac- 
creditation for  the  Conference.  Morning  ses- 
sions on  both  days  of  the  program  will  be 
devoted  to  the  panel  discussions  followed  by 
round  table  luncheons  with  speakers.  Indi- 
vidual papers  will  be  delivered  in  the  after- 
noon sessions. 

The  Rocky  Mountain  Cancer  Conference, 
held  annually  in  Denver,  is  co-sponsored  by 
the  Colorado  Division  of  the  American  Can- 
cer Society  and  the  Colorado  State  Medical 
Society. 

Further  information  may  be  obtained  by 
writing  Rocky  Mountain  Cancer  Conference, 
835  Republic  Bldg.,  Denver  2,  Colorado. 

% 

Annual  (24th)  Exhibit  American 
Physicians  Art  Association — 

The  American  Physicians  Art  Association 
will  be  held  from  June  26th  to  30th  in  New 
York  City  in  conjunction  with  the  annual 
meeting  of  the  American  Medical  Associa- 
tion. The  exhibit  will  include  works  of 
sculpture,  painting,  crafts  and  photography 
by  physicians  throughout  the  United  States. 

Further  information  can  be  obtained  from 
Alfred  A.  Richman,  M.D.,  Secretary,  307 
Second  Avenue,  New  York  3,  N.Y. 

Educational  Awards  Offered  by  Arthritis 
And  Rheumatism  Foundation — 

The  Arthritis  and  Rheumatism  Founda- 
tion offers  predoctoral,  postdoctoral  and 
senior  investigatorship  awards  in  the  funda- 
mental sciences  related  to  arthritis  for  work 
beginning  July  1,  1962.  Deadline  for  appli- 
cations is  October  31,  1961. 

These  awards  are  intended  as  fellowships 
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to  advance  the  training  of  young  men  and 
women  of  promise  for  an  investigative  or 
teaching  Career.  They  are  not  in  the  nature 
of  a gi'ant-in-aid  in  support  of  a research 
project. 

The  program  provides  for  three  awards ; 

(1)  Predoctoral  Felloivships  are  limited 
to  students  who  hold  a bachelor’s  degi'ee. 
Each  applicant  studying  for  an  advanced 
degree  must  be  acceptable  to  the  individual 
under  whom  the  work  will  be  done.  These 
Fellowships  are  tenable  for  one  year,  with 
prospect  of  renewal.  Stipends  range  from 
$2,000  to  $3,000  per  year,  depending  upon 
the  family  responsibilities  of  the  Fellow. 

(2)  Postdoctoral  Fellowships  are  limited 
to  applicants  with  the  degree  of  Doctor  of 
Medicine,  Doctor  of  Philosophy  — or  their 
equivalent.  These  Fellowships  are  tenable 
for  one  year,  with  prospect  of  renewal.  Sti- 
pends range  from  $5000  to  $7000  per  year, 
depending  upon  the  family  repsonsibilities 
of  the  Fellow. 

(3)  Senior  Investigator  Awards  are  made 
to  candidates  holding  or  eligible  for  a “fac- 
ulty rank’  such  as  Instructor  or  Assistant 
Professor  (or  equivalent)  and  who  are  spon- 
sored by  their  institution.  Stipends  are 
from  $7,000  to  $10,000  per  year  and  are  ten- 
able for  five  years. 

A sum  of  $500  will  be  paid  to  cover  the 
laboratoiy  expenses  of  each  Postdoctoral 
Fellow.  An  equal  sum  will  be  paid  to  either 
cover  the  tuition  expenses  or  laboratory  ex- 
penses of  each  Predoctoral  Fellow.  In  the 
case  of  Senior  Investigators,  instead  of  the 
$500,  an  additional  10%  of  the  stipend  will 
go  to  the  institution  to  be  applied  to  annuity 
programs,  laboratory  expenses,  travel,  etc. 

For  further  information  and  application 
forms,  address  the  Medical  Director,  Ar- 
thritis and  Rheumatism  Foundation,  10  Co- 
lumbus Circle,  New  York  19,  N.Y. 


News  and  Views 

Steroids  Check  Deadly  Kidney  Effects  of 
Lupus,  Reports  Arthritis  Foundation — 

The  deadly  kidney  damage  caused  by  one 
of  the  most  serious  rheumatic  diseases,  sys- 
temic lupus  erj’thematosus,  has  been  suc- 
cessfully checked  by  large  doses  of  steroids, 
according  to  an  article  in  the  current  issue 


of  the  Bulletin  on  Rheumatic  Diseases,  the 
Arthritis  and  Rheumatism  Foundation’s 
publication  for  physicians.  It  had  been  be- 
lieved that  these  cortisone  derivatives  either 
aggi*avated  or  had  no  effect  on  such  kidney 
complications. 

Once  thought  to  be  a rare  disease,  lupus 
is  now  being  found  increasingly  thanks  to 
better  diagnostic  techniques,  the  Foundation 
points  out.  Eighty  to  90  per  cent  of  its 
victims  are  women  in  the  child-bearing 
years,  and  it  often  attacks  the  lungs,  heart, 
liver  and  kidney  as  well  as  the  joints  and 
sun'ounding  tissues.  Tliough  lupus  is  no 
longer  considered  as  dread  a disease  as  it 
once  was,  it  is  its  effect  on  the  kidney  which 
most  often  leads  to  dangerous  complications. 

Writing  in  the  Bulletin,  three  Chicago 
physicians  report  that  nine  of  16  lupus  pa- 
tients with  kidney  involvement  are  still  alive 
on  an  average  of  three  and  a half  years  after 
treatment  with  large  doses  of  prednisone. 
According  to  Drs.  Victor  E.  Poliak,  Robert 
M.  Kark  and  Conrad  L.  Pirani  of  the  Uni- 
versity of  Illinois  College  of  Medicine,  all 
of  an  earlier  series  of  10  patients  with  a 
similar  degree  of  kidnej^  involvement  who 
received  only  small  doses  of  the  drug  died 
in  slightly  more  than  a year’s  time. 

In  stating  their  belief  that  enough  steroids 
should  be  given  to  suppress  “all  disease  ac- 
tivity” rather  than  just  symptoms,  the  au- 
thors warn  that  though  most  tissue  damage 
seems  to  have  healed  and  kidney  function 
has  not  deteriorated  in  the  nine  living  pa- 
tients, certain  tissue  changes  have  continued. 
They  also  explain  that  no  dosage  has  been 
effective  in  patients  where  kidney  damage 
has  reached  a certain  stage.  Almost  all  the 
patient  deaths  were  in  this  group. 

The  clinical  research  team  adds  that  large 
doses  of  steroids  can  have  dangerous  side 
effects,  though  “a  high  daily  intake  of  cal- 
ories, protein,  calcium  and  potassium  will 
go  far  to  minimize  the  problem.” 

According  to  the  Foundation,  the  cause 
of  systemic  lupus  eiythematosus  remains 
unknoAvm,  though  certain  “triggers”  such  as 
exposure  to  sunlight,  local  infection,  pneu- 
monia, drug  reactions  and  emotional  tension 
are  found  when  it  begins  or  gets  worse.  It 
has  been  called  an  auto-immune  disorder; 
and,  it  some  phases,  may  imitate  rheuma- 
toid arthritis. 
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Traffic  Deaths  and  Injuries,  1960 — 

Public  opinion  could  force  the  adoption  of 
uniform  traffic  laws  throughout  the  country, 
thereby  saving  countless  lives,  a spokesman 
for  one  of  the  nation’s  largest  automobile 
insurers  said  recently. 

“The  lives  that  could  be  saved  by  such  a 
reform  could  never  be  counted,  nor  could  the 
pain  and  suffering  that  would  be  spared  un- 
told thousands  ever  be  fully  documented,’’  he 
declared. 

A look  at  the  past  year’s  highway  traffic 
toll  indicates  that  such  a program  would  be 
based  on  fact  rather  than  fancy.  Reports 
show  that  violations  of  traffic  laws  figured 
in  more  than  80  per  cent  of  all  personal  in- 
jury accidents  last  year.  “We  believe.’’  said 
the  spokesman,  “that  in  at  least  some  of 
these  cases  confusion  and  misunderstanding 
of  the  law  caused  the  violations.” 

As  an  example  of  this,  he  pointed  out  that 
signal  lights  mean  different  things  in  vari- 
ous parts  of  the  country.  One  state  stipu- 
lates that  an  amber  light  is  a walk  light  for 
pedestrians  while  in  a neighboring  state,  the 
amber  light  merely  denotes  caution  before 
the  red  signals  are  flashed.  In  one  state 
a motorist  stops  immediately  when  the  am- 
ber light  comes  on  because  he  knows  it  is  a 
walk  light.  If  he  did  the  same  thing  in  the 
next  state  the  car  behind  would  slam  into 
him. 

Warning  signs  differ  from  state  to  state, 
speed  limits  change  radically  and  road  mark- 
ings vary.  In  one  state  it  is  proper  to  make 
a right  turn  on  a red  light ; in  another ; this 
constitutes  running  a red  light.  Reporting 
procedures  vary  from  tovm  to  town  and 
many  towns  even  fail  to  report  nonfatal  ac- 
cidents. The  varied  interpretation  of  oper- 
ating-under-the-influence  laws  throughout 
the  country  make  national  studies  on  this 
complex  safety  problem  nearly  impossible. 

The  need  for  uniform  traffic  laws  in  the 
nation  is  only  too  obvious  to  the  public 
which  must  cope  with  this  dangerous  state 
of  confusion. 

The  following  compilation  emphasizes  the 
need  for  serious  consideration ; 

The  Deadly  Reckoning  of  1960 — 

38.000  Deaths 

IfOO  More  Than  1959 

3.078.000  Injuries 

208,000  More  Than  1959 


263,100  Pedestrian  Casualties 
5%  More  Than  1959 

More  Than  1,000,000  Casualties  From 

Speeding 

14,900  Deaths  Occurred  on  Weekends 
Almost  Jf0%  of  the  Total 

More  Than  34%  of  the  Drivers  Involved 
in  Fatal  Accidents  Were  Under  25  or 
Over  65  Years  of  Age 

Almost  84%  of  the  Casualties  Oc- 
curred When  the  Weather  Was 
Clear 

More  Than  95%  of  the  Vehicles  In- 
volved Were  in  Apparently  Good 
Condition 

Saturday  Was  the  Most  Dangerous 
Day  of  the  Week 


Bine  Shield  Offers  New  Uniform  Program 
On  National  Basis — 

The  variety  and  diversity  of  premiums 
and  benefits  inherent  in  the  various  autono- 
mous Blue  Shield  Plans  in  the  United  States 
has  hampered  securing  national  accounts, 
that  is,  coverage  for  the  workers  in  organ- 
izations having  plants  in  a number  of  states. 
This  situation  is  now  in  the  process  of  be- 
ing remedied  as  may  be  seen  from  the  fol- 
lowing quotation  from  Newsletter,  the  offi- 
cial organ  of  the  National  Association  of 
Blue  Shield  Plans,  for  May,  1961 : 

The  1961  Annual  Business  Meeting  of 
Blue  Shield  Plans  held  in  Chicago,  April  16- 
18,  was  one  of  the  most  active  and  progres- 
sive sessions  ever  held,  and  was  marked  by  a 
series  of  developments  which  will  undoubted- 
ly have  a tremendous  effect  upon  the  future 
of  Blue  Shield. 

Primary  among  these  developments  was 
the  adoption  of  a proposal  which,  when  im- 
plemented, will  enable  Blue  Shield  Plans  to 
offer  an  entirely  new  uniform  program  on  a 
national  basis.  This  new  Blue  Shield  pro- 
gram is  one  of  the  most  significant  achieve- 
ments in  the  history  of  Blue  Shield  and  will 
equip  the  organization  to  compete  with  full 
effectiveness  for  the  first  time  in  the  en- 
rollment of  companies  whose  operations  and 
employees  are  located  in  widely  separated 
areas  across  the  nation. 

The  most  important  aspect  of  the  new 
program  is  the  method  developed  to  establish 
the  payments  for  covered  seiwices  to  be  pro- 
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vided.  This  method  was  arrived  at  by  means 
of  an  exhaustive  analysis  of  all  existing  Blue 
Shield  benefit  pa^-ments  to  determine  a 
means  of  deriving  benefit  schedules  that 
would  be  applicable  on  a nationwide  basis. 
The  study  ultimately  produced  a method  of 
devising  benefit  schedules  adaptable  to  lo- 
cal administration  and  prevailing  local  costs 
in  any  number  of  Blue  Shield  Plans  any- 
where in  the  country. 

The  new  nationwide  program,  when  made 
available,  will  supplement  existing  Blue 
Shield  offerings  for  local  groups  and  will  in 
no  way  conflict  with  local  Plan  operations. 
On  the  contrary,  the  progi’am  will  simply 
extend  the  capability  of  individual  Plans  to 
seiwe  national  accounts  on  a more  competi- 
tive and  realistic  basis  than  is  presently  pos- 
sible under  the  more  or  less  inflexible  sys- 
tem of  attempting  to  fit  varying  local  pro- 
grams to  a situation  in  which  uniformity  is 
essential. 

The  new  Blue  Shield  program  is  a pro- 
gressive move  fol’^vard  which  will  enable 
Blue  Shield  to  meet  in  a dramatic  fashion  a 
growing  demand  among  national  employers 
for  better  fomis  of  health  benefits  cover- 
age. 

A Few  Highligrhts  From  American  College  of 
Obstetrics  and  Gynecology — 

The  following  are  a few  highlights  culled 
from  the  recent  (April)  sessions  of  the 
American  College  of  Obstetrics  and  Gyne- 
cology- held  in  Bar  Harbour,  Florida : 

— Doctor  Edith  H.  Quimby,  professor  of 
radiology-  at  Columbia  University,  X.Y.C., 
believes  the  lives  of  mother  and  baby  may 
sometimes  be  saved  by  appropriate  X-ray 
examination  during  pregnancy,  preferably 
late  in  pregnancy,  even  though  there  is  a 
certain  low  risk  to  the  foetus. 

— Doctor  Robert  A.  Kimbrough,  Jr.,  says 
dramatic  results  in  preventing  thousands  of 
maternal  deaths  have  been  credited  to  the 
active  work  of  local  and  state  maternal  mor- 
tality committees.  This  has  resulted  simply 
by  ferreting  out  the  true  cause  or  contribut- 
ing factors  in  each  death  and  determining 
ways  and  means  to  control  them. 

— Doctor  Alan  Rubin  of  the  University  of 
Pennsylvania  states  that  “test  tube  cancer” 
may  predict  a patient’s  resistance  to  her  dis- 
ease. Tissue  cultures  of  a given  patient’s 


cancer  in  a medium  containing  her  own 
blood  serum,  are  compared  yvith  growth  on 
a medium  containing  serum  from  a healthy 
individual  of  the  same  color,  sex,  reproduc- 
tive era,  major  blood  gi-oup  and  Rh  factor. 
The  comparison  measures,  in  a sense,  the 
patient’s  own  resistance. 

— IMaiy  Jane  Gray,  IM.D.,  says  fear  of  ra- 
diation injury  should  not  deter  the  gy-necolo- 
gist  from  using  radio-therapy  in  treating 
cancer  of  the  cervix.  Of  500  women  so 
treated,  survival  more  than  five  years  was 
54.5  per  cent,  and  nearly  90  per  cent  for 
those  treated  early.  Only  one  per  cent  suf- 
fered any  permanent  disability  of  bladder 
or  rectum. 

Control  of  Fluoro-^icopy — 

Large  numbers  of  fluoroscopes  are  oper- 
ated throughout  the  United  States  by  physi- 
cians who  are  not  specialists  in  radiology-. 
This  use  of  the  fluoroscope  involves  an  ex- 
posure to  radiation  which  should  be  con- 
trolled, according  to  an  editorial  in  the 
Pennsylvania  Medical  Journal. 

The  critical  measurement  of  radiation  ex- 
posures which  has  occuiTed  in  recent  years 
indicates  that  fluoroscopy  delivers  a rela- 
tively high  dose  to  the  patient  as  compared 
to  the  dose-rate  resulting  from  the  exposure 
of  diagnostic  films.  Both  uses  of  the  X ray 
are  of  great  value,  but  because  the  making 
of  films  is  more  laborious  they  have  been 
used  chiefly  by  the  radiologist,  and  fluoros- 
copy by  the  nonradiologist. 

The  operation  of  a fluoroscope  requires  the 
same  degi-ee  of  caution  and  care  as  is  used 
by  the  physician  who  sterilizes  his  syringes 
or  the  surgeon  who  counts  his  sponges.  A 
study  made  in  Philadelphia  indicated  that  50 
per  cent  of  fluoroscopes  exceeded  the  maxi- 
mum recommended  dose-delivery  of  lOR  per 
minute  and  that  the  dose-rates  throughout 
the  suiweyed  area  vary  from  2 to  64R  per 
minute.  The  average  dose  rate  used  by  ra- 
diologists was  half  that  used  by  other  physi- 
cians. 

A physician  using  fluoroscopy  was  urged 
to  have  his  machine  modernized  and  cali- 
brated by  a radiation  physicist.  The  oper- 
ator was  urged  to  be  strict  as  regards  dark 
adaptation  and  to  combine  a high  kilovolt- 
age  ^^-ith  a low  milliamperage  current.  A 
small  screen  aperture  and  a short  time  of 
fluoroscopy  is  recommended.  The  patient 
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should  be  subjected  to  fluoroscopy  only 
when  this  technique  will  yield  the  best  and 
most  valuable  data.  For  the  physician’s 
protection,  the  use  of  lead  apron  and  gloves 
with  dark  adaptation  and  a time  clock  was 
considered  important. 


Workmen’s  Compensation  Criticized — 

Workmen’s  compensation  is  one  of  Ameri- 
ca’s oldest  social  insurance  plans  and  hav- 
ing existed  for  50  years  is  currently  the  ob- 
ject of  much  criticism  according  to  the 
Wall  Street  Journal. 

Workmen’s  compensation  constitutes  one 
of  the  most  complex  bodies  of  social  legisla- 
tion in  existence.  It  covers  many  different 
ailments  and  has  developed  within  each 
state  a system  of  rather  specific  price  tags 
for  the  various  injuries  of  the  worker. 

It  is  also  unique  because  it’s  a form  of 
governmental  social  insurance  in  which  pri- 
vate enterprise  plays  the  major  role  in  the 
distribution  of  benefits.  Although  some 
systems  are  handled  by  state  insurance 
funds  or  by  companies  large  enough  to  oper- 
ate their  own  funds,  the  majority  of  bene- 
fits have  been  paid  out  by  private  insurance 
firms. 

The  annual  premium  paid  by  the  employer 
is  periodically  revised  in  the  light  of  experi- 
ence but  the  amount  varies  from  state  to 
state  according  to  hazards  of  the  work  be- 
ing done. 

It  is  estimated  that  at  any  one  time  about 
400,000  persons  are  receiving  compensation 
for  either  physical  injury  or  for  the  loss  of 
time  resulting  from  this  injury. 

Business  firms  which  supply  the  funds  for 
the  system  complain  that  the  continuing  lib- 
eralization of  benefits  threatens  to  turn  this 
program  into  a limited  foiTn  of  socialized 
medicine  for  anyone  who  has  a job.  Spokes- 
men for  labor  complain  that  the  benefits 
are  inadequate  and  that  the  coverage  is 
patchy  because  of  the  complexity  of  the  laws 
which  have  developed  concerning  the  pro- 
gram. 

An  example  of  the  complexity  of  the  laws 
concerning  workmen’s  compensation  is  the 
Massachusetts  statute  which  has  been 
amended  400  times.  This  trend  is  alleged 
to  have  increased  the  opportunity  for  litiga- 


tion in  connection  with  benefits.  Another 
criticism  of  some  state  laws  is  that  they 
make  it  possible  for  a doctor  to  stretch  out 
medical  care  and  it  is  difficult  for  the  fam- 
ily doctor  to  dispute  a claim  made  by  his 
owm  patient. 

Another  criticism  is  that  the  system  has 
emphasized  the  payment  of  pensions  for  dis- 
ability and  has  not,  at  least  in  some  states, 
made  any  strong  provisions  to  encourage  re- 
habilitation of  the  injured  worker.  The 
latest  tabulation  of  benefits  is  for  1959, 
when  they  were  double  those  paid  out  in 
1950,  although  the  number  of  work  injuries 
is  said  to  remain  about  the  same.  The  in- 
creasing cost  is  attributed  both  to  the  in- 
creasing cost  of  medical  care  and  to  the 
broadening  of  laws  and  the  increasing  bene- 
fit schedule. 

Spokesmen  for  industries  have  voiced  con- 
cern for  the  liberalization  of  the  law  so  as 
to  make  industry  liable  for  degenerative  dis- 
eases, relation  of  which  to  employment  is 
said  to  be  doubtful.  One  industrialist  is 
quoted  to  the  effect  that  if  industry  is  to 
pay  for  every  degenerative  disease,  we 
should  decide  if  we  really  want  sociali^;ed 
medicine  for  the  worker  and  if  the  answer 
is  yes,  then  give  the  program  an  honest 
label. 

As  for  rehabilitation,  only  23  states  have 
laws  which  make  a provision  for  rehabilita- 
tion of  the  injured  worker,  and  in  only  14 
states  is  a worker  given  financial  encour- 
agement to  have  treatment  at  a rehabilita- 
tion clinic,  in  spite  of  the  opinion  that  every 
dollar  spent  on  rehabilitation  can  save  up  to 
six  dollars  in  pensions. 

The  extension  of  the  social  security  pro- 
gram. to  cover  persons  totally  and  perma- 
nently disabled,  regardless  of  the  relation- 
ship of  the  disability  to  the  employees  job, 
has  encroached  upon  workmen’s  compensa- 
tion. The  Council  of  State  Government  is 
attempting  to  develop  a model  law  to  incor- 
porate the  best  features  of  the  fifty  existing 
statutes.  An  attempt  will  be  made  to 
streamline  the  entire  workmen’s  compensa- 
tion system.  Previous  similar  attempts  have 
failed  but  hope  for  this  effort  is  attributed 
to  the  participation  of  representatives  from 
all  interested  groups  — labor,  management, 
the  medical  and  legal  professions  and  the 
insurance  companies. 
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News  From  Nebraska  Heart 
Association 

Applications  from  research  investigators 
for  support  of  studies  to  be  conducted  dur- 
ing the  fiscal  year  beginning  July,  1962,  are 
now  being  accepted  by  the  American  Heaid 
Association. 

The  deadline  for  submitting  applications 
for  Research  Fellowships  and  Established 
Investigatorships  is  September  15,  1961. 

This  also  is  the  final  date  on  which  the 
Association  will  accept  applications  for  Re- 
search Fellowships.  In  future,  state  and  lo- 
cal Heart  Associations  will  assume  responsi- 
bility for  supporting  individuals  in  this  cate- 
gory. Those  applying  in  September  may  re- 
quest either  one-  or  two-year  appointments. 

Applications  in  the  Grants-in-Aid  cate- 
gory must  be  received  by  November  1,  1961. 

Awards  will  be  made  as  follows : 

Established  Investigatorships:  Usually 

awarded  for  five  years,  subject  to  annual 
review,  in  amounts  ranging  from  $7500- 
$9900  yearly  plus  dependency  allowances, 
to  scientists  of  proven  ability  who  have  de- 
veloped in  their  research  careers  to  the 
point  where  they  are  independent  investi- 
gators. Additionally,  a grant  of  $1000  is 
made  to  the  investigator’s  institution  for  the 
support  of  his  research  program.  At  the 
same  time,  applicants  for  Established  In- 
vestigatorships may  also  apply  for  a grant- 
in-aid  to  support  their  research. 

Advanced  Research  Felloivships:  Award- 
ed for  one  or  two-year  periods  to  postdoctor- 
al applicants  with  some  research  training 
and  experience  but  who  are  not  clearly 
qualified  to  conduct  their  own  independent 
research.  Stipends  range  from  $5500-$6000 
annually,  plus  dependency  allowance.  Dur- 
ing the  second  year  of  tenure,  they  are  per- 
mitted to  spend  up  to  25  per  cent  of  the 
time  in  professional  and  scientific  activities 
not  strictly  of  a research  nature,  provided 
that  these  will  contribute  to  their  profession- 
al development  and  do  not  involve  services 
for  a fee.  An  additional  grant  of  $500  is 
made  to  the  investigator’s  department. 

Research  F ellowships : Awarded  on  a lim- 
ited basis  to  provide  training  under  experi- 
enced guidance  for  young  scientists  with  doc- 
toral degrees.  Annual  stipends  range  from 
$4500  to  $7000. 


Grants-in-Aid : Made  to  experienced  in- 
vestigators to  help  underwrite  the  costs  of 
specified  projects,  such  as  equipment,  tech- 
nical assistance  and  supplies. 

Further  information  and  application 
forms  for  research  awards  may  be  obtained 
from  the  Nebraska  Heart  Association,  4202 
Harney  Street,  Omaha,  Nebraska. 


Deaths 

MOSER  — R.  Allyn  Moser,  M.D.,  Oma- 
ha. Dr.  R.  Allyn  Moser,  70,  died  at  his 
home  in  Omaha,  April  1,  1961,  after  a 
lengthy  illness.  Born  in  1890,  he  graduated 
from  the  University  of  Nebraska  College  of 
Medicine  in  1915.  He  remained  in  practice 
until  the  time  of  his  death  although  his  ac- 
tivities had  been  curtailed  by  his  failing 
health. 

CLARK  — Francis  Joseph  Clark,  M.D., 
Stuart.  Doctor  Francis  Joseph  Clark,  63, 
died  at  the  Atkinson  Memorial  Hospital, 
April  20,  1961.  Born  in  1898  at  Menominee, 
Michigan,  he  graduated  from  the  University 
of  Michigan  School  of  Medicine.  He  moved 
to  Stuart,  Nebraska,  in  1936,  where  he 
owned  and  operated  the  Stuart  Hospital  and 
Clinic  until  his  retirement  several  years  ago. 

NORTHCROSS  — Stephen  B.  Northcross, 
M.D.,  Omaha.  Doctor  Stephen  B.  North- 
cross,  69,  died  at  an  Omaha  hospital,  March 
30,  1961,  after  a lengthy  illness.  Born  in 
1892,  he  graduated  from  Meharry  Medical 
School,  Nashville,  Tenn.  He  maintained  his 
practice  in  South  Omaha  until  the  time  of 
his  death  although  his  activities  had  been 
curtailed  by  his  failing  health. 

HEINE  — Lyman  Howard  Heine,  M.D., 
Fremont.  Doctor  Lyman  Howard  Heine,  51, 
died  in  the  hospital  at  Fremont,  Nebraska, 
on  March  22,  1961.  Born  in  1910,  he  grad- 
uated from  the  University  of  Nebraska  Col- 
lege of  Medicine  in  1933.  He  was  a member 
of  the  faculty  of  the  University  of  Nebraska 
College  of  Medicine. 


Books 

Those  who  have  an  interest  in  the  histoi-y  of 
medicine  will  be  interested  in  a small  booklet  avail- 
able from  the  University  of  Nebraska  College  of 
Medicine  Libraiy  entitled  “The  Charles  F.  and  Olga 
C.  Moon  Collection  on  Obstetrics  and  Gynecology.” 
This  booklet  is  actually  a bound  reprint  from  Vol- 
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ume  48,  No.  3,  July,  1960,  Bulletin  of  the  Medical 
Library  Association,  and  this  booklet  is  essentially 
a catalog  of  the  188  books  that  comprise  this  col- 
lection, a collection  that  has  concentrated  on  books 
published  prior  to  1850.  The  collection  includes 
some  publications  of  the  fifteenth  centuiy.  It  also 
includes  books  by^  Alexander  Hamilton,  William 
Hanley,  Oliver  Wendell  Holmes,  William  Hunter, 
Charles  D.  Meigs,  Ambroise  Pare,  Ignaz  Philipp 
Semmelweis,  James  Marion  Sims,  Alfred  Velpeau, 
and  many  others  who  played  major  roles  in  the 
development  of  our  knowledge  in  the  field  of  ob- 
stetrics and  gynecology. 

The  Ciba  Foundation  has  sent  to  us  two  new 
books,  each  of  these  a classical  study  and  survey 
in  its  field.  The  first  of  these  is  a book  entitled 
“Adrenergic  Mechanisms”  and  is  a compilation  of 
the  papers  presented  (and  the  discussions  that  fol- 
lowed the  presentations)  at  a four-day  symposium 
(28-31  March  1960)  held  in  London,  sponsored 
jointly  by  the  Wellcome  Foundation  and  the  Ciba 
Foundation,  and  listing  among  its  participants  78 
of  the  world’s  foremost  authorities  in  this  field. 

The  following  subjects  were  among  the  many 
topics  discussed: 

a.  Formation  of  adrenaline  and  noradrenaline 

b.  The  fate  of  adrenaline  and  noradrenaline 

c.  Origin,  development  and  distribution  of  chro- 
maffin cells 

d.  Formation  and  inactivation  of  adrenergic 
transmitters 

e.  Storage  of  catechol  amines 

f.  Cell  types  of  the  adrenal  medulla 

g.  The  adrenergic  neurone 

h.  Adi’energic  mechanisms  in  man 

i.  Effects  of  adrenaline,  noradrenaline,  and  iso- 
propylnoradrenaline  in  man 

j.  Bretylium 

k.  Actions  of  adrenaline  and  noradrenaline  on 
the  effector  cell 

l.  Sympathomimetic  drugs  and  their  receptors 

m.  Mechanism  of  action  of  other  sympathomi- 
metic amines 

n.  Tyramine  and  tryptamine 

0.  Central  adrenergic  mechanisms 

p.  Biain  stem  reticular  activation 

q.  Clinical  effects  of  amine  oxidase  inhibitors 

r.  Adrenergic  mechanisms  in  inflammation 

“ADRENERGIC  MECHANISMS,”  a Ciba 
Foundation  Symposium  (jointly  with  the  Com- 
mittee for  Symposia  on  Drag  Action),  edited 
by  G.  E.  W.  Wolstenholme,  M.R.C.P.,  and 
Maeve  O’Connor,  B.A.  Published  by  Little, 
Brown  and  Company,  Boston,  April,  1961.  632 

pages.  $12.50. 


The  second  book  received  from  the  Ciba  Founda- 
tion is  entitled  “Metabolic  Effects  of  Adrenal  Hor- 
mones” and  is  a compilation  of  the  papers  present- 
ed (and  the  discussions  that  followed  the  presenta- 
tions) at  the  meeting  of  the  Study  Group  which 
met  in  London  on  15  July  1960.  This  group  in- 
cluded 27  of  the  world’s  most  productive  workers 
in  this  field. 


Subjects  discussed  included  the  following: 

a.  Actions  of  cortisol  and  related  compounds  on 
carbohydrate  and  protein  metabolism 

b.  The  role  of  adrenal  steroids  in  the  regulation 
of  hepatic  metabolism 

c.  The  adrenal  gland  and  in  vitro  protein  syn- 
thesis 

d.  Action  of  cortisol  on  trapping  of  amino  acids 
by  the  liver 

e.  Effect  of  adrenal  honnones  upon  adipose 
tissue 

“METABOLIC  EFFECTS  OF  ADRENAL 
HORMONES”  by  the  Ciha  Foundation  Study 
Group  No.  6,  edited  by  G.  E.  W.  Wolstenholme, 
M.R.C.P.,  and  Maeve  O’Connor,  B.A.  Published 
by  Little,  Brown  and  Company  of  Boston  in 
April,  1960.  109  pages.  $2.50. 


Lastly,  the  following  list  of  recent  book  acquisi- 
tions of  the  University  of  Nebraska  College  of  Med- 
icine’s Medical  Library  is  printed  for  the  use  of  our 
readers: 

Alexander,  P.  and  Block,  R.  J.,  Eds.:  Laboratoi-y 

manual  of  analytical  methods  of  protein  chemistry. 
N.Y.,  Pergamon  Press,  1960.  (547.8  A121)  v.  1. 

Astwood.  E.  B,.,  Ed.:  Clinical  endocrinology  .1. 

N.Y.,  Grane,  1960.  (616.4  As8i)  2d  ed. 

Beecher,  H.  K. : Measurement  of  subjective  re- 

sponses; quantitative  effects  of  drags.  N.Y.,  Ox- 
ford U.,  1959.  (615  B39m). 

Benz,  G.  S.:  Pediatric  nursing.  St.  Louis,  Mosby, 
1960.  (610.746  B44p4)  4th  ed. 

Bliss,  E.  L.,  and  Branch,  C.  H.:  Anorexia  Ner- 

vosa; its  history",  psychology  and  biology.  N.Y., 
Hoeber,  1960.  (616  39  B61a). 

Bonin,  Gerhardt  von,  tr. : Some  papers  on  the 

cerebral  cortex.  Sprgfd.,  Thomas,  1960.  (612.82 

B64s). 

Bowers,  W.  F. : Surgical  philosophy  in  mass 

casualty  management.  Sprgfd.,  Thomas,  1960. 
(617.99  B67s). 

Brooks,  S.  M.:  Basic  facts  of  body  water  and 

ions.  N.Y.,  Springer,  1960.  (612.39  B79b). 

Buie,  L.  A.,  Sr.:  Practical  proctology.  Sprgfd., 

Thomas,  1960.  (616.35  B86p2)  2d  ed. 

Caraway,  W.  T. : Michrochemical  methods  for 

blood  analysis.  Sprgfd.,  Thomas,  1960.  (616.076 

C18m). 

Carter,  C.  F. : Microbiology  and  pathology.  St. 

Louis,  Mosby,  1960.  (616.01  C24m7)  7th  ed. 

Cole,  W.  H , and  Puestow,  C.  B.:  First  aid,  diag- 

nosis and  management.  N.Y.,  Appleton,  1960. 

(617.1  C67f5)  5th  ed. 

Dargeon,  H.  W.:  Tumors  of  childhood.  N.Y., 

Hoeber,  1960.  (616.994  D24t). 

Davis,  D.  M.,  and  Warren,  K.  C.:  Urological 

nursing.  Phila.,  Saunders,  1959.  (610.749  D29u6) 

6th  ed. 

Dekaban,  Anatole:  Neurology  of  infancy.  Balt., 

Williams  & Wilkins,  1959.  (618.9  D36n). 

Djerassi,  Carl:  Optical  rotatory  dispersion;  ap- 

plication to  organic  chemistry.  N.Y.,  McGraw-Hill, 
1960.  (535.4  D65o). 

Florkin,  M.,  and  Mason,  H.  S.,  Eds.:  Compara- 
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tive  biochemistiy.  N.Y.,  Academic  Press,  1960. 
(574.19  F66c). 

Ford,  F.  R. : Diseases  of  the  nei*vous  system  in 

infancy,  childhood  and  adolescence.  Sprgfd.,  Thom- 
as, 1960.  (616.8  F75d4)  4th  ed. 

Geddes,  A.  K.:  Premature  babies.  Phila.,  Saun- 
ders, 1960.  (610.746  G26p). 

Grace,  W.  J.:  Practical  management  of  electro- 
lyte disorders.  N.Y.,  Appleton,  1960.  (612.014 

G75p). 

Graffam,  Shirley:  Care  of  the  surgical  patient. 

N.Y.,  McGra^y-Hill,  1960.  (610.742  G75c). 

Grinker,  R.  R.,  and  Others:  Neurolog>\  Sprgfd., 

Thomas,  1960.  (616.8  G88n5)  5th  ed. 

Hanahan,  D.  J. : Lipide  chemistry*.  N.Y.,  Wiley, 

1960.  (612  3978  H191). 

Hayek,  Heinrich  von:  The  human  lung.  N.Y., 

Hafner,  1960.  (611.24  H33mh2). 

Hayhoe,  F.  G. : Leukaemia:  research  and  clinical 
practice.  Boston,  Little,  Brown,  1960.  (616.15 

H.331). 

Heftmann,  Erich  and  Mosettig,  E.:  Biochem- 
istry of  steroids.  N.Y.,  Reinhold,  1960.  (547.73 

H36b). 

Johns  Hopkins  Hospital.  Nutrition  Dept.:  Manual 
of  applied  nutrition.  Balt.,  Johns  Hopkins  Press, 
1960.  (613.23  J62m4)  4th  ed. 

Kazanjian,  V.  H.:  The  surgical  treatment  of  fa- 

cial injuries.  Balt.,  Williams  & Wilkins,  1959. 
(617.52  K18s2)  2d  ed. 

Keuter,  E.  J.:  Predisposition  to  postvaccinial  en- 
cephalitis. Princeton,  N.J.,  Elsevier,  1960.  (616.832 

K51p). 

Kisch,  Bi-uno:  Electron  microscopy  of  the  cardio- 
vascular system.  Sprgfd.,  Thomas,  1960.  (612.17 

K63ue2)  rev.  ed. 

Kunklei’,  P.  B.,  and  Hains,  A.  J.,  Eds.:  Treat- 

ment of  cancer  in  clinical  practice.  Balt.,  Williams 
& Wilkins,  1960.  (616.994  K96t). 

Larks,  S.  D. : Electrohysterography : the  elec- 

trical activity  of  the  human  uterus  . . . Sprgfd., 
Thomas,  1960.  (612.63  L32e). 

Lennox,  W.  G.,  and  M.  A.:  Epilepsy  and  re- 

lated disorders.  Boston,  Little,  Brown,  1960. 
(616.853  L.54e). 

Levine,  S.  A.,  and  Haiwey,  W.  P. : Clinical  auscu- 
lation  of  the  heart.  Phila.,  Saunders,  1959.  (612.12 

L57a2)  2d  ed. 

Martins,  J.  M. : English  for  the  foreign  physi- 
cian. Sprgfd.,  Thomas,  1960.  (610.14  M36e). 

Moss,  Emma:  Atlas  of  medical  mycolog>'.  Balt., 

Williams  & Wilkins,  1960.  (616.969  M85a2)  2d  ed. 

Nachmansohn,  David:  Chemical  and  molecular 

basis  of  neiwe  activity.  N.Y.,  Academic  Press,  1959. 
(612.8  Nile). 

Newton,  Kathleen:  Geriatric  nursing,  increased 

emphasis  on  rehabilitation.  St.  Louis,  Mosbv,  1960. 
(610.741  N49g3). 

Overman,  R.  T.,  and  Clark,  H.:  Radioisotope 

techniques.  N.Y.,  M c G r a w - Hill,  1960.  (541  2 

Ov2r). 

Osborne,  R.  H.,  and  DeGeorge,  F.  V.:  Genetic 

basis  of  morphological  variation;  an  evaluation  and 
application  of  the  twin  study  method.  Cambridge, 
Haiward  U.,  1959.  (576  Oslg). 


Potts,  W.  J.:  The  surgeon  and  the  child.  Phila., 
Saunders,  1959.  (618.9  P85s). 

Price,  A.  L. : Art,  science  and  spirit  of  nursing. 

Phila.,  Saunders,  1959.  (610.74  P93a2)  2d  ed. 

Shiyock,  R.  H. : Medicine  and  society  in  Ameri- 
ca, 1660-1860.  N.Y.,  New  York  U.,  1960.  (610.9 

Sh8m ) . 

Sigerist,  H.  E.:  On  the  sociology  of  medicine. 

N.Y.,  MD  Pub.,  1960.  (614  Si2o). 

Smialowski,  A.  and  Cun-ie.  D.  J.:  Photography 

in  medicine.  Sprgfd.,  Thomas,  1960.  (770  Sm4p). 

Smith,  J.  A.:  Psychiatry:  descriptive  and  dy- 
namic. Balt.,  Williams  & Wilkins,  1960.  (616.8 

Sm6p). 

Spalding,  E.  K.:  Professional  nursing:  trends, 
responsibilities  and  relationships.  Phila.,  Lippin- 
cott,  1959.  (610.72  Spl2p6)  6th  ed. 

Symposium  on  neurochemistiy  of  nucleotides  and 
nucleic  acids.  Proceedings.  N.Y.,  Wiley,  1960. 
(612.8  Sy6n). 

Symposium  on  immunization  in  childhood.  Pro- 
ceedings. Balt.,  Williams  & Wilkins,  1960.  (618.9 

Sy6p). 

Taylor,  E.  M. : Psychological  appraisal  of  chil- 

dren with  cerebral  defects.  (136.76  T21p).  Cam- 
bridge, Haiward  U.,  1959. 

Turell,  R.:  Diseases  of  the  colon  and  anorectum. 
Phila.,  Saunders,  1959.  616.34  T84d). 

Villee,  C.  A.:  The  placenta  and  fetal  mem- 
branes. Balt.,  Williams  & Wilkins,  1960.  (612.647 

V71p). 

Warshaw,  L.  J.,  Ed.:  The  heart  in  industiy. 

N.Y.,  Hoeber,  1960.  (616.12  W26h). 

Wiel,  H.  J.:  The  inheritance  of  glioma.  Prince- 
ton, Elsevier,  1960.  (616.8  W63i). 

Wilkinson,  R.  H.:  Chemical  micromethods  in 

clinical  medicine.  Sprgfd.,  Thomas,  1960.  (616.075 

W66c). 

Wohl,  M.  G.,  and  Goodhart,  R.  S.,  Eds.:  Modern 

nutrition  in  health  and  disease.  Phila.,  Lea,  1960. 
(613.23  W82m2)  2d  ed. 

F.  M.  NEBE. 


Know  Your 
Blue  Shield  Plan 


New  Joint  Commission  on  Prepayment 
Meets — The  newly  org-anized  Joint  Commis- 
sion for  the  Promotion  of  \’'oluntary  Non- 
Profit  Prepayment  Health  Plans  held  its  first 
official  meeting  on  March  5,  in  Chicago. 
Formed  by  the  American  Hospital  Associa- 
tion, American  Medical  Association,  Blue 
Cross  Association,  and  the  National  Associa- 
tion of  Blue  Shield  Plans,  its  ultimate  aim 
is  providing  sound  health  care  financing  for 
the  American  people.  Among  the  subjects 
discussed  at  the  meeting  were  a comparison 


308 


Nebraska  S.  M.  J. 


of  the  relationships  between  A.H.A.  - Blue 
Cross  and  A. M. A. -Blue  Shield. 

Three  representatives  from  each  partici- 
pating organization  comprise  the  commis- 
sion, with  Dr.  James  Z.  Appel,  an  A.M.A. 
trustee,  as  chairman.  During  his  tenure,  the 
A.M.A.  will  provide  staff  for  the  Commis- 
sion. The  chairmanship  and  staff  responsi- 
bility will  change  next  year. 

A.H.A.  Commission  members  are  Associa- 
tion president  Frank  S.  Groner,  Dr.  Jack 
Masur,  and  Dr.  Russell  A.  Nelson.  In  addi- 
tion to  Dr.  Appel,  A.M.A.  representatives  in- 
clude Drs.  W.  Vinson  Pierce  and  Carlton  E. 
Wertz.  For  Blue  Cross  are  Richard  C. 
Brockway,  J.  Douglas  Colman,  and  William 
S.  McNary.  Blue  Shield  members  are  Drs. 
Russell  B.  Carson,  J.  A.  Daugherty,  and 
Donald  H.  Stubbs. 

A meeting  was  held  also  on  May  5,  to  dis- 
cuss the  existing  programs  and  policies  of 
each  member  organization  and  their  rela- 
tion to  the  ultimate  success  of  the  Commis- 
sion’s objectives. 

Total  Membership  of  the  Seventy-four 
Approved  Blue  Shield  Plans  reached  47,084,- 
988  subscribers  as  of  December  31,  1960,  re- 


flecting a substantial  gain  in  enrollment  of 
2,292,065  for  the  yeai’.  The  total  net  growth 
includes  the  membership  of  two  newly  ap- 
proved Blue  Shield  Plans,  Albuquerque  and 
Providence,  with  a combined  yearend  en- 
rollment of  659,240  members. 

Names  in  the  News  — Sumner  G.  Whit- 
tier, President  Eisenhower’s  chief  Veterans 
Administrator,  has  been  appointed  Executive 
Director  of  Michigan  Medical  Service.  The 
appointment  of  Whittier,  who  was  Lieuten- 
ant Governor  of  Massachusetts  under  Chris- 
tian Herter,  from  1953  to  1956,  before  head- 
ing up  the  Veterans  Administration,  was 
made  at  a special  executive  session  of  the 
Board  of  Directors  of  the  Michigan  Plan. 

At  the  same  meeting  the  Blue  Shield 
Board  adopted  a resolution  commending  L. 
Gordon  Goodrich,  who  had  been  Acting  Ex- 
ecutive Vice  President,  for  his  ‘‘notable  con- 
tributions to  the  Blue  Shield  movement.” 

John  Coolidge,  the  son  of  the  late  Presi- 
dent Calvin  Coolidge,  was  recently  elected 
president  of  Connecticut  Blue  Shield.  He 
succeeds  Dr.  Louis  F.  Middlebrook,  who 
served  as  president  of  the  Plan  for  two 
years. 


ORGANIZATIONS,  NATIONAL 


American  Academy  of  General  Practice 
Mr.  Mac  F.  Cahal 
Volker  at  Brookside 
Kansas  City  12,  Missouri 


American  Heart  Association 
Mr.  Rome  A.  Betts,  Secy. 
44  East  23rd  Street 
New  York  10,  New  York 


American  Academy  of  Pediatrics 
E.  H.  Christopherson,  Secy. 
1801  Hinman  Ave. 

Evanston,  Illinois 


American  Hospital  Association 
Mr.  M.  J.  Norby,  Secy. 

840  Lake  Shore  Drive 
Chicago  11,  Illinois 


American  College  of  Obstetricians  & Gynecologists 
Mr.  D.  F.  Richardson,  Secy. 

79  West  Monroe 
Chicago  3,  Illinois 

American  College  of  Physicians 
Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Secy. 
4200  Pine  St. 

Philadelphia  4,  Pennsylvania 

American  College  of  Radiology 
Mr.  W.  C.  Stronach 
20  North  Wacker  Drive 
Chicago  6,  Illinois 

American  College  of  Surgeons 
Michael  L.  Mason,  Secy. 

40  East  Erie  Street 
Chicago  11,  Illinois 

American  Diabetes  Association 
E.  Paul  Sheridan,  Secy. 

1 East  45th  Street 
New  York  17,  New  York 


American  Society  of  Anesthesiology 
J.  E.  Remlinger,  Secy. 

802  Ashland  Ave. 

Wilmette,  Illinois 

American  Society  of  Internal  Medicine 
Mr.  R.  L.  Richards,  Secy. 

350  Post  Street 

San  Francisco,  California 

The  American  Society  of  Clinical  Pathologists 
Mr.  Claude  E.  Wells,  Executive  Secy. 

445  North  Lake  Shore  Drive 
Chicago  11,  Illinois 

American  Medical  Association 

F.  J.  L.  Blasingame,  Executive  Vice  Pres. 
535  North  Dearborn  Street 
Chicago  10,  Illinois 

Arthritis  and  Rheumatism  Foundation 
Floyd  B.  Odium,  Chairman 
10  Columbus  Circle,  New  York  19,  N.Y. 
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ORGANIZATIONS,  STATE 


Alcoholics  Anonymous 
1345  N Street,  Lincoln 
American  Red  Cross 

W.  J.  Frenzel,  State  Representative 
2631  Garfield,  Lincoln 
Cerebral  Palsy  Association  of  Nebraska 
Mrs.  Ben  H.  Cosdery 
201  South  Elmwood  Road,  Omaha 
Creighton  University  School  of  Medicine 
Richard  Egan,  Dean 
302  North  14th 
Omaha,  Nebraska 
Multiple  Sclerosis  Society 
207  Midway  Building 
Lincoln,  Nebraska 
Muscular  Dystrophy  Society 

Mi*s.  Mar\’in  Traeger,  President 
Fairburj’,  Nebraska 

National  Foundation,  Inc. 

Clinton  Belknap 
1044  Stuart  Building 
Lincoln,  Nebraska 

Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 
Lloyd  E.  Skinner,  President 
Box  2,  Elmwood  Station,  Omaha  6,  Nebraska 

Nebraska  Association  of  Pathologists 
Donald  Max  Fitch,  Secy.-Treas. 

University  of  Nebraska  Hospital 
Omaha,  Nebraska 

Nebraska  Blue  Cross-Blue  Shield 
Joseph  Burger,  Executive  Director 
518  Kilpatrick  Building 
Omaha,  Nebraska 

Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

402  Lincoln  Liberty  Life  Building 
Lincoln,  Nebraska 

Nebraska  Chapter 

American  College  of  Physicians 

E.  M.  Walsh,  M.D.,  Governor  of  Nebr.  Chap. 
5002  Dodge 
Omaha,  Nebraska 

Nebraska  Chapter 
American  College  of  Surgeons 
Dwight  Cheriy,  M.D.,  Secy. 

921  Stuart  Building 
Lincoln,  Nebraska 

Nebraska  Chapters 
National  Cystic  Fibrosis  Foundation 
Douglas  County  Chapter 
Miss  Marlene  Lorch,  Secretary 
University  of  Nebraska  Hospital 
Omaha,  Nebraska 
Lancaster  County  Chapter 
Mrs.  Alvin  Morris,  Secretary 
3400  North  69th  Street,  Lincoln 

Nebraska  Division 
American  Cancer  Society 

Braxton  Tewart,  Executive  Director 
4201  Dodge 
Omaha,  Nebraska 

Nebraska  Eye,  Ear,  Nose  & Throat  Society 
G.  T.  Alliband,  M.D.,  Secy. 

1020  Medical  Arts  Building 
Omaha,  Nebraska 


Nebraska  Heart  Association 

Carl  Maraer,  Executive  Director 
4202  Harney 
Omaha,  Nebraska 
Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
512  South  13th  Street 
Lincoln,  Nebraska 

Nebraska  Pharmaceutical  Association 
Miss  Cora  Mae  Briggs,  Executive  Secy. 

414  Federal  Seccrities  Building 
Lincoln,  Nebraska 
Nebraska  Psychiatric  Institute 
602  South  44th  Avenue,  Omaha 
Nebraska  Public  Health  Association 

E.  A.  Rogers,  M.D.,  M.P.H.,  President 
State  Capitol  Building 

Lincoln  9,  Nebraska 
Nebraska  Radiological  Society 
Ronald  E.  Waggener,  M.D.,  Secy.-Treas. 
University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 
Nebraska  Rheumatism  Association 
Robert  S.  Long,  Pi’esident 
8721  Shamrock  Road,  Countryside  Village 
Omaha,  Nebraska 

Nebraska  Society  for  Crippled  Children 
S.  Orson  Perkins,  Director 
402  South  17th 
Omaha,  Nebraska 

Nebraska  Society  of  Internal  3Iedicine 
Robert  S.  Long,  M.D.,  President 
324  City  National  Bank  Building 
Omaha,  Nebraska 

Nebraska  State  Dental  Association 

F.  A.  Pierson,  D.D.S.,  Secy. 

1112  Federal  Securities  Building 
Lincoln,  Nebraska 

Nebraska  State  Department  of  Health 
E.  A.  Rogers,  M.D.,  Director 
State  Capitol  Building 
Lincoln,  Nebraska 

Nebraska  State  Medical  Association 
M.  C.  Smith,  Executive  Secy. 

1315  Sharp  Building 
Lincoln  8,  Nebraska 
Nebraska  State  Nurses  Association 
Mrs.  Zelda  Nelson,  Executive  Director 
510  Securities  Building 
Omaha,  Nebraska 

Nebraska  State  Obstetrics  & Gynecology  Society 
Morris  Grier,  M.D.,  Secy. 

828  Medical  Arts  Building 
Omaha,  Nebraska 
Nebraska  Tuberculosis  Association 
Delmer  Serafy,  Eexecutive  Secy. 

406  W.O.W.  Building,  Omaha,  Nebraska 
Omaha,  Nebraska 
Omaha  Mid-West  Clinical  Society 
1613  Medical  Arts  Building 
Rita  M.  Crowell,  Executive  Secretary 
POISON  CONTROL  CENTER 
Childrens  Memorial  Hospital 
502  South  44th  Street,  Omaha 
University  of  Nebraska  College  of  Medicine 
J.  P.  Tollman.  M.D.,  Dean 
42nd  and  Dewey 
Omaha,  Nebraska 
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EDITORIALS 


The  Nebraska  State 


Medical  Journal 

THE  NINETY-THIRD  ANNUAL 
SESSION  OF  N.S.M.A. 

The  ninety-third  annual  session  of  the  Ne- 
braska State  Medical  Association,  now 
passed  into  history,  was  one  of  our  best 
from  all  points  of  view. 

Registration  was  high.  The  total,  includ- 
ing 137  auxiliary  members,  was  841.  This 
figure  also  includes  45  guests  and  speak- 
ers. Every  opportunity  was  given  the  doc- 
tors to  attend  the  various  sessions  — gen- 
eral and  sectional  — and,  so  far  as  one  could 
observe,  attendance  was  good.  Care  was 
taken  to  have  no  conflict  between  meetings 
of  the  House  of  Delegates  or  Board  of  Coun- 
cilors and  the  educational  sessions.  Ample 
opportunity  was  afforded  and  used  for  every- 
one to  visit  the  commercial  exhibits. 

Meetings  of  the  House  of  Delegates  were 
well  organized,  and  business  of  the  House 
was  transacted  smoothly  and  efficiently.  It 
is  disappointing  to  have  to  mention  again  the 
poor  representation  in  the  House.  The  total 
number  of  delegates  is  67.  Attendance  at 
sessions  on  the  three  successive  days  was 
36,  37,  and  33  — an  average  of  approximate- 
ly 55  per  cent. 

During  the  course  of  the  ceremonies  pre- 
ceding the  banquet  on  Wednesday  evening, 
the  recipients  of  the  “50-Year-Pins”  and 
their  ladies  were  conducted  to  an  appropri- 
ately decorated  table  immediately  in  front 
of  the  speaker’s  rostrum,  their  entrance  be- 
ing applauded  by  the  whole  assembly.  The 
first  item  after  dinner  and  the  usual  intro- 
ductions, was  the  presentation,  by  Doctor 
Fritz  Teal,  the  immediate  past  president,  of 
the  “50-Year-Pins.”  Each  presentation  was 
preceded  by  the  recitation  of  a short  bio- 
graphical sketch.  The  following  were  the 
recipients  of  this  honor: 

50-Year  Practitioners  Present  at  Banquet 

R.  E.  Bray,  M.D.,  Ponca,  Nebr. 

S.  D.  Cowan,  M.D.,  Falls  City,  Nebr. 

R.  R.  Douglas,  M.D.,  Clarks,  Nebr. 

Clarence  Emerson,  M.D.,  Lincoln,  Nebr. 

B.  J.  Jones,  M.D.,  McCook,  Nebr. 
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G.  E.  Peters,  M.D.,  Randolph,  Nebr. 

Grant  Reeder,  M.D.,  Fremont,  Nebr. 

R.  C.  Richards,  M.D.,  Newcastle,  Nebr. 

Edwin  R.  Ryerson,  M.D.,  Lincoln,  Nebr. 

D.  D.  Sanderson,  M.D.,  Lincoln,  Nebr. 

B.  F.  Stewart,  M.D.,  Cambridge,  Nebr. 

J.  T.  Waggener,  M.D.,  Adams,  Nebr. 

50-Year  Practitioners  Not  Present  (Pins 
Were  Mailed) 

Rea  Buchanan,  M.D.,  Grand  Island,  Nebr. 

E.  E.  Curtis,  M.D.,  Neligh,  Nebr. 

J.  W.  Hutchison,  M.D.,  Central  City,  Nebr. 

T.  K.  Jones,  M.D.,  Lincoln,  Nebr. 

J.  T.  McGirr,  M.D.,  Los  Angeles,  Calif. 

Joe  Pestal,  M.D.,  Rawlins,  Wyo. 

E.  E.  Rider,  M.D.,  Orleans,  Nebr. 

George  Simanek,  M.D.,  Colorado  Springs, 
Colo. 

N.  D.  Talcott,  M.D.,  Greenwood,  Nebr. 

Charlton  Whittle,  M.D.,  Winnebago,  Nebr. 
(deceased) 

As  you  are  all  aware,  no  doubt.  Doctor  0. 
A.  Kostal  of  Hastings  was  elected  to  the  of- 
fice of  President-elect,  and  Doctor  R.  R.  An- 
dersen of  Nehawka  to  that  of  Vice  President. 
A complete  list  of  nominations  and  elections 
may  be  found  in  the  “Proceedings”  which 
are  published  in  this  issue  of  the  Joumal. 

Doctor  Ray  S.  Wycoff  of  Lexington  was 
chosen  as  Nebraska’s  “General  Practition- 
er of  the  Year.”  Life  memberships  were 
granted  to  Doctors  J.  E.  M.  Thompson  of 
Lancaster  County  and  Frank  Lipp  of  Oma- 
ha-Douglas  County. 

THE  KEFAUVER-CELLER  BILL 

As  Doctor  Morris  Fishbein  so  aptly  states 
(Medical  World  Neivs),  Senator  Kefauver 
has  arranged  things  so  that  “Thus,  the  in- 
vestigator who  acted  as  prosecutor  now  be- 
comes his  own  judge.”  He  refers  to  the  fact 
that  the  investigation  of  the  pharmaceutical 
industry  was  carried  out  by  a committee  un- 
der the  chairmanship  of  Kefauver.  The  pro- 
cedures of  investigation  suggested  a trial 
in  which  the  phaiinaceutical  industry  was 
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convicted,  if  not  by  direct  committee  action, 
at  least  in  the  news  media.  Now  Senator 
Kefauver's  bill  has  been  assigned  to  Kefauv- 
er’s  committee  so  .iudgment  can  be  meted 
out.  What  Doctor  Fishbein  did  not  men- 
tion is  that  real  action  on  the  Kefauver- 
Celler  bill  is  not  expected  in  the  present  ses- 
sion of  this  Congress,  but  the  next  — an 
election  year.  Can  we  assume  this  to  be  ac- 
cidental rather  than  calculated? 

If  the  Kefauver-Celler  bill  should  ever  be- 
come law,  no  gi’eater  blow  could  be  struck 
against  free  enterprise  and  the  health  of  the 
public.  The  blow  would  fall,  ultimately,  up- 
on the  people,  having  travelled  by  way  of 
the  pharmaceutical  companies,  the  pharma- 
cists, and  the  physicians.  No  extensive 
analysis  of  this  bill  can  be  made  in  our  lim- 
ited space,  but  a few  of  the  more  important 
provisions  will  be  mentioned. 

The  Kefauver-Celler  bill  would  reduce  the 
tenn  during  which  a patent  is  in  effect  from 
17  to  three  years.  At  the  end  of  this  three- 
year  period  the  patent  holder  would  be  re- 
quired to  license  other  companies  to  make 
and  sell  the  patented  product.  In  an  indus- 
try that  spends  upward  of  $200  million  a 
year  researching  new  products  only  one  or 
two  per  cent  of  which  will  ever  become  mar- 
ketable, how  can  the  discoverer  ever  recoup 
his  costs  in  three  years?  It  cannot  be  done, 
and  ordinary  business  caution  would  pre- 
clude further  “investment”  under  such  uncer- 
tain circumstances. 

The  Government,  under  the  proposed  bill, 
could  refuse  a patent  unless  the  company 
could  prove  “superior  efficacy”  of  a new 
product.  This  would  discourage  drug  com- 
panies from  developing  products  related  to 
existing  therapeutic  compounds,  yet  how 
easy  it  is  to  recall  new  fields  of  therapeutic 
triumph  that  have  been  opened  up  in  just 
this  fashion.  A commonly  mentioned  exam- 
ple is  Thorazine  which  resulted  from  a struc- 
tural change  in  an  antihistaminic.  This 
opened  the  whole  field  of  tranquilization  and 
started  a revolution  in  the  area  of  treat- 
ment of  mental  diseases. 

One  could  go  on  at  great  length  pointing 
out  the  inherent  fallacies  in  the  provisions 
of  the  Kefauver-Celler  bill,  but  time  and 
space  do  not  permit.  Let  us  hope  political 
pharmacy  such  as  Kefauver  suggests  may 
never  become  a reality. 


GOVERNMENT  FINDS  FIRST  DRUG 
TO  CURE  A CANCER! 

The  Lincoln  Star  for  May  31,  1961,  car- 
ried a bold  head  — “First  Drug  to  Cure  A 
Cancer  Found.”  The  dispatch  quoted  by 
the  Star  had  the  following  to  say  in  its  first 
paragraph : 

“Washington  (UPI)  — Surgeon  Gen- 
eral Luther  Teriy  said  Tuesday  the  gov- 
ernment was  confident  it  had  found  the 
first  drug  ever  to  cure  a cancer  (em- 
phasis ours)  . . .” 

This  plainly  says  the  government  found 
the  drug,  but  the  interpi'etation  of  this 
statement  is  difficult.  What  did  the  speak- 
er mean  by  “the  government?”  One  won- 
ders just  what  part  the  government  played 
in  research,  discoveiy,  animal  and  clinical 
trials,  and  other  features  of  “finding”  this 
cancer  cure. 

Methotrexate  is  a folic  acid  antagonist  de- 
veloped by  the  research  department  of  Led- 
erle  Laboratories  working  with  Dr.  Sidney 
Farber  of  Boston  Children’s  Hospital,  in 
1948,  and  used,  at  first,  in  treatment  of 
acute  leukemia.  This  drug  was  marketed  in 
tablet  fonn  in  1955,  and  parenteral  form  in 
1959. 

A considerable  bibliography  is  now  avail- 
able concerning  Methotrexate  with  reference 
in  both  American  and  British  literature. 
The  only  obvious  connection  the  “govern- 
ment” has  had  with  this  drug  is  that  Dr. 
Roy  Hertz  of  the  National  Institute  of 
Health  first  reported  the  suppression  of  a 
solid  malignant  tumor  by  its  use.  The  re- 
port by  Hertz  and  associates  appeared  in 
1958. 


ANOTHER  POINT  OF  VIEW 
(A  Guest  Editorial) 

About  six  weeks  ago  the  medical  news- 
papers and  magazines  gave  considerable 
space  to  a projected  TV-debate  between 
Abraham  Ribicoff,  Secretaiy  of  Health,  Ed- 
ucation and  Welfare,  and  E.  Vincent  Askey, 
M.D.,  President  of  the  American  Medical 
Association.  This  debate  has  never  materi- 
alized. Judging  from  news  stories,  A.M.A.- 
President  Askey  wished  to  be  represented  in 
this  debate  by  Edward  R.  Annis,  M.D.,  of 
Miami,  and  Secretary  Ribicoff  did  not  ap- 
prove this  substitution. 
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While  Doctor  Annis  is  a fine  doctor  and 
a capable  debater,  perhaps  Secretary  Ribi- 
coff  deserved  the  courtesy  of  meeting  and 
debating  with  the  “Boss”  instead  of  a rep- 
resentative of  the  boss. 

When  President  Kennedy  went  to  Europe 
the  first  paid  of  June  he  met  with  heads  of 
state  and  not  their  “representatives.”  One 
might,  therefore,  ask  why  couldn’t  the 
A.M.A.  send  their  president  instead  of  a 
substitute?  Perhaps  Doctor  Askey  was  ill 
at  that  time;  however,  if  he  was  not  physi- 
cally capable  of  meeting  with  Secretary 
Ribicoff,  the  A.M.A.  might  have  suggested 
that  its  views  be  presented  by  an  official 
representative  of  the  organization  such  as 
Executive  Vice  President  Doctor  F.  J.  L. 
Blasengame,  or  President  elect  Doctor  Lea- 
nard  Larson? 

Perhaps  our  A.M.A.  headquarters  needs 
a social  secretary  to  keep  our  officers  in- 
formed on  social  protocol.  However,  just 
plain  “horse  sense”  seems  to  dictate  an  ap- 
pearance by  President  Askey  himself  when 
a member  of  President  Kennedy’s  cabinet 
was  to  be  the  opposing  member  of  the  de- 
bate or  discussion  panel. 

— F.M.  Nebe 


COST  OF  HOSPITAL  OPERATION 

The  cost  of  hospital  operation  is,  of 
course,  reflected  in  the  cost  of  hospitaliza- 
tion. Professor  Ray  H.  Filing  of  Coniell 
University’s  School  of  Hospital  Administra- 
tion has  stated  that  “costly  duplication,  lack 
of  provision  of  essential  services,  and  ex- 
cessive administrative  costs  arose  from  com- 
petition among  hospitals  in  the  same  com- 
munity,” “operating  expenses  of  hospitals 
amount  to  40  per  cent  of  investment  outlay,” 
and  “operating  expenses  are  rising  faster 
than  almost  any  other  component  in  the  con- 
sumer price  index.” 

The  survey  Filing  directed  for  the  Sloan 
Institute  showed  that  community  leaders 
continue  voluntaiy  involvement  in  local  hos- 
pitals, but  that  contributions  of  private 
philanthropy  fell  off  between  1949  and 
1959,  not  dollarwise,  but  in  proportion  to 
contributions  from  government. 

The  strong  and  deep  tradition  in  our  so- 
ciety to  do  things  the  voluntary  way  should 


be  encouraged.  Even  w here  we  believe 
government  might  do  the  job  better,  there 
are  many  advantages  in  doing  it  ourselves. 
One  of  these  advantages  is  the  cost.  Almost 
always  a dollar  kept  at  home  to  work  for 
us  buys  much  more  than  will  the  residue  we 
get  back  when  that  dollar  has  been  sent  to 
Washington.  Those  who  spend  our  tax  dol- 
lars from  their  armchairs  in  Washington, 
do  not  seem  to  worry  too  much  about  the 
cost  of  things  they  spend  the  money  for.  The 
voluntary  method  will  continue  to  improve 
the  talent  and  ability  of  people  to  do  things 
for  themselves,  as  Filing  points  out,  and  the 
voluntary  way  is  more  adaptable,  leading  to 
greater  diversity,  experimentation,  and  de- 
velopment of  improved  methods. 

Community  planning  for  hospitals  would 
be  a great  boon  as  to  cost  of  production, 
cost  of  operation,  and  availability  to  the 
public  of  needed  hospital  services.  The 
spirit  of  competition  between  hospitals  can 
be  keen  without  being  wasteful.  Filing 
cites  a city  of  200,000  in  which  three  pri- 
vate hospitals  each  provided  for  open-heart 
surgery.  Such  a set-up  is  expensive  to  pro- 
vide and  to  operate.  One  would  be  ample 
for  the  community.  Proper  cooperation  and 
planning  should  have  eliminated  two  of 
them.  There  are  other  expensive  items  such 
as  deep  X-ray  therapy,  the  use  of  isotopes 
for  therapeutic  and  experimental  purposes, 
the  artificial  kidney,  and  many  others,  one 
of  which  is  needed  in  a community  where 
one  may  find  several  because  of  competition 
between  hospitals.  With  proper  planning 
and  interhospital  cooperation  such  items  can 
be  in  proper  supply  for  a given  community 
without  wasteful  duplication. 

These  are  only  a few  items  that  could  be 
considered  in  a community  where  “do-it- 
yourselves-and-don’t-ask-the-government-to- 
do-it-for-you”  leads  to  saving  of  money, 
community  cooperation  for  planning  com- 
munity needs,  and  the  opportunity  to  run 
your  own  community  business  without  inter- 
ference. Such  cooperative  consideration 
could  help  to  stop  the  spiralling  cost  of  hos- 
pitalization. As  things  are  going  we  may 
reach  a point  at  which  neither  the  people 
nor  their  insurers  can  bear  the  costs  of  hos- 
pitalization. Then  we  may  have  to  choose 
between  poor  service  at  a cheaper  rate  or 
turn  to  government  with  our  hand  out  for 
money  — and  with  the  money,  control. 
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Comments  From 
Your  President 


GENERAL  PRACTICE,  ITS  FUTURE? 

The  future  of  the  general  practice  of  medi- 
cine is  a much  discussed  theme.  The  need 
for  more  family  physicians  is  recognized  by 
the  public,  the  medical  profession,  and  med- 
ical educators.  How  to  supply  the  need  and 
to  preserve  the  future  of  general  practice  is 
the  big  question  of  the  day.  A recent  article 
published  in  the  Joutmal  of  the  American 
Medical  Association,  “Family  Practice,”  by 
Thomas  Rardin,  M.D.,  was  very  enlighten- 
ing. He  suggests  that  “Medical  Students  be 
exposed  to  the  advantages  of  General  Prac- 
tice in  their  undergraduate  years,  by  formal 
teaching  and  training.”  Some  schools  have 
established  a Department  of  General  Prac- 
tice as  preparation  of  the  “family  physician” 
of  the  future. 

After  the  recent  “Senior  Day”  held  in 
Omaha  by  the  Nebraska  State  Medical  Asso- 
ciation for  the  senior  students  of  both  med- 
ical schools,  emphasis  was  placed  on  the  de- 
sirability and  the  advantages  of  entering 
the  general  practice  of  medicine.  The  Senior 
Day  presentations  by  the  members  of  the 


panel,  who  were  general  practitioners,  was 
well  received  by  the  students  and  many  fav- 
orable comments  were  heard  when  the  pro- 
gram was  concluded.  Many  students  asked 
the  question  “why  wasn’t  this  presentation 
made  to  us  before  the  end  of  the  senior  year, 
so  that  we  could  have  a better  understand- 
ing of  general  practice  and  its  advantages.” 

The  challenge  is  clear,  how  can  the  ad- 
vantages of  general  practice  be  presented  to 
our  medical  students,  and  when  will  training 
for  general  practice  in  undergraduate  days 
and  adequate  two-year  internships,  with 
training  in  obstetrics  and  surgery  be  estab- 
lished? Our  faculties  and  deans,  in  coop- 
eration with  interested  medical  organiza- 
tions, the  Nebraska  Chapter  of  the  Ameri- 
can Academy  of  General  Practice,  the  Ne- 
braska State  Medical  Association,  have  a 
great  opportunity  to  solve  a pressing  prob- 
lem in  the  future  of  medicine  and  medical 
care,  in  the  State  of  Nebraska. 

ARTHUR  J.  OFFERMAN,  M.D. 

President. 
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ARTICLES 


Tracheotomy* 


Tracheotomy  is  indicated 

whenever  one  can  be  sure  that 
the  larjTTigeal  airway  is  mark- 
edly obstructed  and  will  not  be  reopened 
spontaneously  if  the  disease  is  allowed  to 
take  its  course  (for  example,  injuries  and 
inflammation  of  the  larynx). 

Tracheotomy  is  sometimes  indicated  in 
the  absence  of  laryngeal  obstruction  when 
it  is  necessary  to  remove  foreign  material 
from  the  trachea  or  bronchi  (for  example, 
vegetable  foreign  bodies,  food  and  pharyn- 
geal secretions  in  certain  cases  of  bulbar 
poliomyelitis). 

Recently,  trauma  to  the  head,  face,  neck, 
and  chest  has  provided  many  indications  for 
tracheotomy.  In  times  past,  most  trache- 
otomies were  done  to  relieve  obstruction  of 
the  airway  caused  by  inflammatory  condi- 
tions or  neoplasms.  Acute  injuries  of  rather 
severe  degree  are  becoming  more  common  in 
our  modern  civilization  with  its  rapid  trans- 
portation. 

Tracheotomy  is  a useful  procedure  in  head 
injuries  with  cerebral  concussion,  even 
though  the  face  and  neck,  are  not  injured. 
In  the  unconscious  patient  the  jaw  relaxes, 
the  tongue  falls  back  into  the  thi-oat,  and 
evacuation  of  secretion  from  the  phaiynx 
by  voluntary  means  under  control  of  the 
patient  ceases.  Pooling  of  secretion  in  the 
pharynx  may  occur  and  aspiration  of  this 
secretion  may  follow.  Aspiration  of  vomitus 
is  not  uncommon.  The  use  of  feeding  tubes 
produces  irritation  of  the  phaiynx  and 
causes  more  secretion  to  be  foi’med  in  the 
pharynx.  Cough  reflex  is  at  a minimum  of 
efficiency.  The  use  of  tracheotomy  to  per- 
mit frequent  and  adequate  cleansing  of  the 
lower  respiratory  tree  has  grown  steadily 
in  recent  years.  Similar  indications  exist  in 
barbiturate  and  certain  other  poisonings. 

Jaw  fractures,  injuries  to  the  front  of  the 
neck  causing  edema  of  the  phaiynx,  and 
fracture  and  edema  of  the  larynx  make  it 
necessary  to  provide  an  airway  by  opening 
the  trachea  below  the  point  of  injury;  in- 
ability of  the  patient  to  clear  his  own  airway 
may  occur  in  these  conditions,  as  well  as  in 
cerebral  concussion  or  poisoning. 

Tracheotomy  in  burns  may  be  necessary 


ROBERT  E.  PRIEST,  M.D. 

Clinical  Professor  of  Otolaryngology  in  the 
University  of  Minnesota  Medical  School 
and  Graduate  School 
Minneapolis,  Minnesota 


because  of  aspiration  of  hot  gases  which 
cause  edema  of  the  larynx.  In  World  War 
II,  it  was  found  that  aviators  who  were  ap- 
parently in  good  condition  when  rescued 
from  burning  aircraft  sometimes  died  unless 
“prophylactic”  tracheotomy  was  performed; 
secondary  swelling  of  the  laryngeal  interior 
occurred,  and  the  patient  died  of  asphyxia 
even  though  all  other  potential  causes  for 
death  were  under  control. 

During  the  past  few  years,  the  use  of 
tracheotomy  in  the  treatment  of  chest  in- 
juries has  become  more  and  more  wide- 
spread.^-® The  purpose  of  tracheotomy  in 
chest  injury  is  twofold.  Cleansing  the  low- 
er respiratory  tree  by  suction  through  the 
tracheotomy  probably  is  the  most  impor- 
tant reason  for  doing  tracheotomy  in  chest 
injuries.  A second  indication  occurs  in  the 
so-called  “flail  chest.”  Here  a large  seg- 
ment of  the  chest  wall  “floats”  and  there  is 
paradoxical  motion  on  respiration.  When 
the  patient  breathes  in,  the  flail  segment  of 
the  chest  goes  in  instead  of  out,  because  it 
is  no  longer  anchored  to  the  rest  of  the 
chest  wall. 

It  has  been  shown  by  several  authors  that 
patients  with  flail  chests  do  better  with  tra- 
cheotomies, because  the  total  volume  of  air 
moved  during  the  respiratorj^  act  is  reduced. 
Resistance  of  air  coming  in  through  the  tra- 
cheotomy is  less  than  through  the  nose  and 
pharjmx.  Experimental  work  measuring 
pressures  in  the  pleural  spaces  before  and 
after  tracheotomy,  in  humans  and  in  dogs, 
has  shown  a definite  advantage  in  the  case 
of  tracheotomy. 

Positive  pressure  can  be  applied  during 
the  inspiratory  phase  of  respiration  to  pro- 
vide stabilization,  or  at  least  partial  stabil- 
ization, of  the  flail  segment  of  the  chest. 
This  reduces  pain  and  also  increases  respir- 
atory efficiency. 

Wounds  of  the  larynx,  fractures  of  the 
larynx,  fractures  of  the  trachea  constitute 

♦Presented  at  the  28th  Annual  Assembly  of  the  Omaha 
Mid-West  Clinical  Society. 
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indications  for  tracheotomy.  Perhaps  the 
first  case  of  tracheotomy  in  trauma  reported 
was  that  of  Habicot  who  wrote  in  A.D.  1620. 
He  recounted  the  case  of  a boy  wounded  and 
left  for  dead.  He  opened  the  boy’s  trachea 
and  removed  a laryngeal  blood  clot.  Habicot 
had  two  other  successful  cases,  one  was  an 
officer  with  a cut  throat,  and  the  other  was 
a young  woman  with  a gunshot  wound  of 
her  throat.  In  1714,  Detharding  recom- 
mended that  the  operation  be  done  on  per- 
sons apparently  droA\Tied.  This  recommen- 
dation w a s later  reiterated  by  Heister 
(1739)  and  de  Pouteau  (1783)  in  order  that 
all  water  might  be  got  out  of  the  lungs 
through  a tube.'^ 

A most  interesting  case  report,  for  an  in- 
dication which  will  not  be  met  in  normal 
life,  is  as  follows : A London  surgeon  named 
Chovell  persuaded  a condemned  man  named 
Gordon  to  allow  him,  for  a substantial  fee,  to 
perform  a tracheotomy  upon  Gordon  the 
night  before  his  execution  by  hanging  was 
scheduled.  The  surgeon  reasoned  that  the 
rope  would  go  around  the  condemned  man’s 
neck  above  the  point  where  the  trachea 
would  be  opened.  The  condemned  man  was 
to  hang  for  a certain  number  of  minutes 
and  then  be  cut  down.  If  he  could  survive 
the  hanging,  he  had  satisfied  the  law’s  re- 
quirement that  he  be  punished.  The  surgeon 
had  tried  the  experiment  on  several  dogs  al- 
ways with  success.  But  his  human  subject, 
although  still  alive  when  cut  down  by  his 
friends  after  the  hanging,  succumbed  veiy 
soon. 

Tracheotomy  can  be  done  under  emer- 
gency conditions  or  can  be  done  in  orderly 
fashion.  It  is  possible  to  convert  emergency 
conditions  into  orderly  conditions  by  intro- 
ducing an  airway  through  the  larynx  when 
this  is  possible. 

Larjmgotomy  or  intercricothyrotomy  con- 
sists of  making  a horizontal  incision  through 
the  circothyroid  membrane  and  holding  the 
opening  patent  by  some  temporaiy  type  of 
retractor  until  a real  tracheotomy  can  be 
done.  Intercricothyrotomy  should  always  be 
a temporaiy  procedure.  If  it  is  not,  dam- 
age to  the  voice  will  occur. 

Emergencij  tracheotomy  is  done,  accord- 
ing to  the  technique  of  Chevalier  Jackson, 
as  follows:  The  surgeon  stands  on  the  pa- 
tient’s right  and  with  his  left  hand  sweeps 
the  soft  tissues  away  from  the  midline  by 
pushing  his  thumb  and  middle  finger  from 
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the  midline  laterally.  He  makes  a vertical 
incision  in  the  midline  following  the  knife 
with  his  index  finger  down  the  front  of  the 
larynx  and  trachea.  He  feels  the  cricoid 
cartilage,  then  the  tracheal  rings  and  guides 
the  knife  blade  through  the  tracheal  rings 
and  holds  his  finger  there  until  something 
can  be  put  into  the  trachea  to  hold  it  open. 
Naturally,  there  is  profuse  bleeding  and  the 
procedure  must  be  revised  as  soon  as  orderly 
conditions  can  be  established. 

Orderly,  or  tranquil,  tracheotomy  is  done 
when  an  ainvay  can  be  provided.  The  intro- 
duction of  a bronchoscope,  an  anesthetic  en- 
dotracheal tube,  or  a Mosher  lifesaving  tube, 
through  the  laiynx  provides  the  patient  with 
an  airway  and  permits  orderly  tracheotomj’’ 
to  be  done.  It  may  be  done  under  local  or 
general  anesthesia  depending  upon  the  con- 
ditions. Infiltration  Artth  one  per  cent  pro- 
caine is  satisfactory.  One  can  make  a mid- 
line incision  or  a “collar”  incision.  In 
small  children,  there  is  more  danger  of  skel- 
etonizing the  trachea  too  much  with  a collar 
incision.  In  adults,  the  contraindications  to 
a collar  incision  are  much  less  valid  than 
they  are  in  children.* 

The  skin  and  superficial  fascia  are  incised 
and  veins  are  secured  and  ligated.  The  deep 
fascia  is  incised  until  the  thyroid  isthmus  is 
encountered.  The  thjToid  isthmus  may  be 
cut  in  the  midline  or  retracted.  We  gener- 
ally cut  it  in  the  midline.  The  cricoid  and 
trachea  are  identified  and  the  tracheotomy 
incision  is  made  through  the  second  or  third 
tracheal  rings  and  a “button”  of  tracheal 
wall  is  removed.  This  does  no  hann  to  the 
trachea  on  a permanent  basis  and  makes 
changing  of  the  tube  much  less  dangerous 
than  when  a “slit”  incision  is  made  in  the 
tracheal  wall.  A tracheotomy  tube  of  proper 
size  is  inserted  and  the  wound  is  not  closed ; 
this  helps  to  prevent  emphysema  of  the  soft 
tissues  of  the  neck  and  head. 

Errors  and  Accidents  Accompanying  Tra- 
cheotomy — Too  short  an  incision  prolongs 
the  operation  and  makes  it  more  difficult; 
after  incision  of  the  skin  and  superficial 
fascia,  the  next  layer  may  not  be  separated 
in  the  midline  and  the  operator  may  become 
disoriented:  the  dome  of  the  pleura  may  be 
punctured  as  it  bulges  up  into  the  wound 
and  penumothorax  may  be  induced.  The 
knife  used  to  incise  the  trachea  may  be  car- 
ried through  the  posterior  wall  of  the  tra- 
chea into  the  esophagus.  The  cannula  may 
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fail  to  enter  the  tracheal  lumen  and  may 
make  a false  passage  outside  of  the  trachea. 
The  operator  may  fail  to  identify  the  cri- 
coid cartilage  and  open  the  larynx  instead 
of  the  trachea;  this  i-esults  in  difficult  de- 
cannulation  and  damages  the  voice  very 
markedly.  Entrance  of  blood  into  the  tra- 
chea can  be  prevented  by  proper  hemo- 
stasis unless  there  is  a very  urgent  need  for 
opening  the  trachea.  It  should  be  sucked  out 
carefully  when  conditions  are  orderly  and 
will  be  coughed  out  by  the  patient  unless  he 
is  unconcious  when  emergency  tracheotomy 
is  carried  out. 

Postoperative  complications  include  em- 
physema of  the  subcutaneous  and  fascial 
layers  of  the  neck.  This  is  usually  not  se- 
rious. Emphysema  of  the  mediastinum  oc- 
curs in  many  cases  of  tracheotomy  and  is  not 
particularly  important  unless  pneumothorax 
occurs  with  it.  Pneumothorax,  which  some- 
times occurs,  may  be  fatal  if  it  is  bilateral. 
If  there  is  a “tension  pneumonthorax,”  the 
condition  may  have  to  be  relieved  by  endo- 
thoracic  suction.  Blood  in  the  mediastinum 
was  found  at  autopsy  in  one  of  oui  cases, 
although  it  did  not  appear  to  be  the  cause 
of  death.  Laryngeal  or  tracheal  stenosis 
should  not  follow  a properly  done  trache- 
otomy. Wound  infections  are  rare,  particu- 
larly since  antibiotic  therapy  has  been  avail- 


able. Tracheitis  usually  follows  tracheotomy 
but  is  transitory. 

Decannulation  is  carried  out  after  the 
tube  has  been  plugged  by  a rubber  stopper 
for  twenty-four  to  forty-eight  hours.  If  the 
tracheotomy  has  been  properly  perfoiTned, 
decannulation  should  not  be  difficult. 
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SURGICAL  TREATMENT  of 

Chronic  Relapsing  Pancreatitis* 


The  author  first  defines  the  entity,  chronic 
relapsing  pancreatitis,  separating  it  from  other 
inflammatory  pancreatic  pathoses.  He  then  dis- 
cusses, briefly,  the  various  operative  procedures 
that  hove  been  devised  to  control  the  disease; 
and,  finally,  settles  on  one  he  has  used  success- 
fully, namely,  end-to-side  anastomosis  of  the 
transected  common  duct  and  the  duodenum  • — a 
choledochoduodenostcmy.  He  reports  encour- 
aging results  from  this  operation  in  the  condition 
under  discussion  and  mentions,  incidentally, 
several  other  situations  in  which  the  operation 
has  been  helpful. 

—EDITOR 

The  pancreas  cannot  be  consid- 
ered an  independent  organ  sub- 
ject to  isolated  accidents  or  dis- 
eases. It  is  part  of  the  biliary  — duodenal 
— pancreatic  system,  which  functions  as  a 
unit  for  the  digestion  of  food. 

Acute  pancreatitis  should  be  suspected 
in  any  case  of  upper  abdominal  pain.  An 
elevated  serum  amylase  confinns  the  diag- 
nosis. Among  other  conditions,  a differen- 
tial diagnosis  must  consider  coronary  occlu- 
sion, acute  cholecystitis,  renal  and  biliary 
colic,  perforated  gastric  or  duodenal  ulcer, 
and  acute  appendicitis.  Treatment  of  choice 
is  conservative  nonoperative;  but  if  the  ab- 
domen is  opened  the  most  that  should  be 
done  is  to  insert  a drain  to  the  capsule  of 
the  pancreas.  The  mortality  in  conserva- 
tively treated  cases  is  about  5 per  cent, 
whereas  in  surgically  treated  cases  it  is  33 
per  cent.i 

The  teiTn  chronic  pancreatitis  is  reserved 
largely  for  fibrosis  in  the  pancreas  without 
acute  symptoms,  whereas  chronic  relapsing 
pancreatitis  is  marked  by  remittent  symp- 
toms with  significant  pain.  These  two  con- 
ditions are  almost  certainly  different  forms 
of  the  same  process.^ 

The  disease  process  in  pancreatitis  is  pri- 
marily that  of  recurrent  attacks  of  acute  in- 
flammation, which  may  or  may  not  produce 
areas  of  necrosis,  followed  by  replacement 
fibrosis.  It  follows  that  chronic  pancrea- 
titis is  not  a primary  disease  but  is  one  of 
the  possible  complications  of  recurrent  acute 
attacks.  With  each  acute  attack  associated 
with  necrosis,  the  degree  of  fibrosis  in- 
creases. 
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Acute  inflammation  of  the  pancreas,  vary- 
ing in  degree  from  mild  edema  to  fulminat- 
ing hemorrhagic  necrotizing  pancreatitis,  is 
produced  by  the  entrance,  under  tension,  of 
a concentrated  solution  of  bile  salts  into  the 
pancreatic  duct.  It  follows,  therefore,  that 
once  pancreatitis  is  established,  the  presence 
of  a normal  gallbladder,  with  its  great  abil- 
ity to  concentrate  bile,  becomes  a liability. 
Similarly,  the  entrance  of  a sufficient 
amount  of  alkaline  pancreatic  juice  into  a 
gallbladder  full  of  concentrated  acid  bile  re- 
sults in  an  acute  chemical  cholecystitis,  ab- 
sorption of  the  bile  salts  due  to  loss  of  semi- 
pei*meability  of  the  gallbladder  mucosa,  and 
precipitation  of  cholesterol  stones.  Subse- 
quently, pain  due  to  obstruction  produced  by 
these  calculi  in  the  gallbladder,  or  in  the  com- 
mon duct  after  their  passage  into  the  biliary 
tract,  may  produce  reflex  spasm  of  the 
sphincter  of  Oddi.  Depending  on  the  ana- 
tomical relationship  of  the  two  duct  systems, 
and  on  the  relative  variability  of  their  pres- 
sures, bile  may  then  enter  the  pancreas  and 
produce  pancreatitis,  or  pancreatic  juice  may 
reflux  again  into  the  gallbladder  and  pro- 
duce a recurrent  attack  of  acute  cholecys- 
titis.® 

Pain  in  pancreatitis  is  due  to  two  causes: 
(a)  distention  of  the  bile  and  pancreatic 
ducts  behind  a spastic  sphincter;  the  spasm, 
and  therefore  the  pain,  may  be  intermittent 
or  peristent;  (b)  chemical  inflammation  re- 
sulting from  reflux  of  bile  into  pancreatic 
duct  involves  the  parietal  peritoneum  and  the 
retroperitoneal  tissues. 

Following  an  attack  of  acute  pancreatitis 
there  is  frequently  a general  gradual  pro- 
gression of  disease  of  this  organ.  Pain  is  a 
predominant  symptom  and  is  associated  with 
nausea  and  vomiting,  disturbance  of  bowel 
habits  and,  occasionally,  fever  and  jaundice. 

»Read  before  Omaha  Mid-West  Clinical  Society,  November 
3,  1960. 
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Abdominal  examination  may  reveal  epigas- 
tric tenderness.  Elevation  of  serum  amylase 
and  serum  lipase  levels  may  accompany  early 
attacks  but  with  gradual  destniction  of  the 
gland  such  changes  may  not  be  detectable. 
Involvement  of  the  head  of  the  pancreas  "may 
cause  occlusion  of  the  common  bile  duct  with 
development  of  a progressive  obsti*uctive 
jaundice.  Differential  diagnosis  of  obstruc- 
tive jaundice  due  to  carcinoma  of  the  head 
of  the  pancreas  or  chronic  pancreatitis  may 
be  difficult  to  establish. 

The  treatment  in  general  of  chronic  pan- 
creatitis is  primarily  one  of  nonsurgical 
medical  therapy  designed  for  the  relief  of 
sjTnptoms,  and  supportive  therapy.  Nutri- 
tion is  maintained  by  diet  low  in  fats  and 
high  in  carbohydrates.  Alcohol  should  be 
avoided  and  vitamins  and  bile  salts  should 
be  administered  early.  Post-observation  and 
studies  should  be  made  to  rule  out  diabetes 
as  a complication.  Every  effort  should  be 
made  to  eradicate  any  contributing  factors 
to  the  progression  of  chronic  pancreatitis. 
Chronic  cholecystitis  and  cholelithiasis,  as 
well  as  calculi  within  the  common  duct  are 
so  frequently  associated  with  pancreatitis 
that  it  is  justifiable  to  assume  they  con- 
tribute to  the  disease. 

Many  operations  have  been  devised  for  the 
treatment  of  chronic  relapsing  pancreatitis. 
Some  of  the  procedures  that  have  been  used 
with  varying  degrees  of  success  are  as  fol- 
lows: (1)  the  connection  of  biliary  disease; 
(2)  relief  of  pressure  on  the  duodenum  and 
sphincter  of  Oddi  by  cholecystostomy ; (3) 
drainage  of  pancreatic  cysts  or  abscesses; 
(4)  removal  of  calculi  from  the  pancreatic 
ducts;  (5)  anastomosis  of  the  gallbladder  to 
the  bowel  or  stomach;  (6)  drainage  of  the 
common  bile  duct;  (7)  pancreatectomy  — 
partial  or  total  — or  pancreatostomy  with 
removal  of  stones;  (8)  choledochojej unos- 
tomy (Roux  Y)  ; (9)  sphincterotomy,  which 
has  been  a failure  in  the  absence  of  biliary 
disease;  (10)  sympathectomy  and  splanchni- 
ectomy;  (11)  vagotomy;  (12)  gastric  re- 
section with  or  without  vagotomy;  (13) 
celiac  ganglionectomy  and  bilateral  splanchi- 
ectomy;  and  (14)  choledochoduodenostomy.^ 

The  last  decade  has  seen  significant  ad- 
vances in  the  treatment  for  chronic  pancrea- 
titis, reversing  in  a material  way  a spirit 
of  hopelessness  about  the  situation  to  one  of 
hope.  Although  control  of  the  disease  is  not 
perfect,  one  can  rely  upon  a 50  per  cent  to 
80  per  cent  chance  for  satisfactory  control. 


if  the  cases  are  properly  selected  for  opera- 
tion. 

Any  disease  process  of  the  biliary  tract 
should  be  corrected  and  eliminated  by  sur- 
gical intervention.  If  cholecystitis  and  chole- 
lithiasis are  present,  cholecystectomy  should 
be  performed,  the  common  duct  explored, 
and  operative  cholangiogram  instituted. 

All  stones  are  removed  from  the  duct,  aft- 
er which  the  sphincter  of  Oddi  is  dilated  with 
Bake’s  dilator  and  a short  arm  T-tube  insert- 
ed. The  T-tube  is  left  in  place  not  over 
three  or  four  weeks. 

It  must  be  emphatically  stated  that  there 
is  no  one  specific  treatment  for  chronic  re- 
lapsing pancreatitis.  Each  case  of  this  dis- 
ease process  must  be  thoroughly  studied 
and  the  treatment  individualized.  It  has 
been  theorized  that  chronic  pancreatitis  is 
due  to  a reflux  of  bile  into  the  pancreatic 
ducts  produced  by  spasm  of  the  sphincter 
of  Oddi.  Surgical  division  of  the  sphincter 
muscles  should  prevent  such  reflux  when  it 
is  anatomically  possible  for  a single  chan- 
nel to  be  established  proximal  to  the  sphinc- 
ter. The  method  most  commonly  used  in 
performing  this  procedure  is  the  transduo- 
denal  approach  to  the  ampula  of  Vater. 
When  the  ampula  of  Vater  has  been  located 
on  the  posteromedial  wall  of  the  duodenum, 
its  anterior  wall  and  the  sphincter  of  Oddi 
are  incised  under  direct  vision.  The  success 
of  this  operation  has  varied  in  the  hands  of 
different  surgeons.  Some  have  reported 
very  satisfactory  results,  others  have  report- 
ed only  fair  to  poor  results. 

When  the  problem  of  chronic  pancreatitis 
is  associated  with  complications  such  as  jaun- 
dice and  internal  biliary  fistulae,  then  the 
treatment  must  be  of  a different  surgical 
nature,  namely,  choledochoduodenostomy  or 
choledochojej  unostomy.  Ascending  cholan- 
gitis is  an  infrequent  problem  following  bili- 
ary bypass  procedures. 

The  author’s  personal  experience  with  two 
cases  of  chronic  relapsing  pancreatitis  treat- 
ed by  transection  of  the  distal  third  of  the 
common  duct  and  implanting  the  proximal 
portion  into  the  duodenum,  thus  performing 
an  end-to-side  anastomosis,  namely  choledo- 
choduodenostomy, has  been  most  encourag- 
ing. The  distal  segment  of  the  common 
duct  is  transected  and  closed  thus  completely 
diverting  the  biliary  system  away  from  the 
ampula  of  Vater.  These  two  cases  had 
previous  cholecystectomies  and  they  both  had 
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exploration  of  the  common  duct  with  no  evi- 
dence of  obstruction  on  cholangiogi*aphy  yet 
continued  to  have  abdominal  pain  associated 
with  high  serum  amylase  and  associated 
jaundice.  The  author  felt  that  sphincterot- 
omy was  contraindicated  in  these  two  cases 
because  of  associated  jaundice.  In  one  of 
these  cases  there  was  an  associated  choledo- 
choduodenal  fistula.  The  postoperative  fol- 
low-up on  these  two  patiente  following 
choledochoduodenostomy  has  been  most  en- 
couraging. The  jaundice  subsided  markedly 
and  the  serum  bilirubin  returned  to  nonnal 
in  a few  days  following  the  operative  pro- 
cedure. The  patients  have  been  clinically 
free  of  symptoms  since  the  reimplantation 
of  the  common  duct. 

Reimplantation  of  the  common  duct  into 
the  jejunum  has  been  successful  in  the  treat- 
ment of  one  case  of  carcinoma  of  the  ampula 
of  Vater  in  which  a pancreatoduodenal  re- 
section was  performed.  Choledochoduoden- 
enostomy  was  also  performed  on  a case  of 
nonresectable  carcinoma  of  the  distal  end 
of  the  common  duct  with  lymph-node  in- 


volvement. This  patient  has  been  asympto- 
matic following  this  biliary  bypass  proced- 
ure. The  operative  procedure  was  per- 
formed 18  months  ago,  and  the  patient  has 
had  no  evidence  of  ascending  cholangitis 
or  recurrent  jaundice.  The  latter  was  per- 
formed as  a palliative  procedure.  In  sum- 
mary, reimplantation  of  the  common  duct 
into  the  duodenum  or  jejunum  has  been  per- 
formed by  the  author  in  a number  of  cases 
and  in  particular  for  chronic  relapsing  pan- 
creatitis, and  this  has  been  found  to  be  a 
very  beneficial  procedure. 
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“With  the  increasing  flow  of  new  medical  approaches  to  the 
cancer  problem  it  is  vitally  important  that  the  physician  on  the 
firing  line  be  constantly  reinforced  with  infoimation  that  can  help 
him  detect,  diagnose  and  treat  this  disease  in  time  . . .”  (Cole; 
CA,  Januaiy-Febniaiy,  1967,  p.  7). 
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RECOMMENDATIONS  for  fhe  ManagetTiGnt 
of  Malignant  Lesions  of  fhe  Uterus  * 


For  no  other  major  mali^ancies 
are  there  a more  rewarding  set 
of  circumstances  than  can  ex- 
ist for  the  two  common  uterine  lesions,  car- 
cinoma of  the  cervix  and  of  the  endometri- 
um. They  are  easily  accessible  and  produce 
symptoms  early  in  their  course.  Cervical 
carcinoma  lends  itself  to  early  detection  by 
an  office  screening  procedure.  A happy  com- 
bination of  early  diagnosis  and  adequate 
treatment  results  in  relatively  high  cure- 
rates.  It  is  the  purpose  of  this  discussion 
to  outline  the  principles  for  the  diagnosis 
and  treatment  of  cervical  and  endometrial 
carcinoma. 

Cancer  Detection 

A useful  program  of  cancer  detection  re- 
quires that  every  physician’s  office  must  be 
a cancer  detection  center.  It  is  not  enough 
to  screen  only  those  patients  presenting 
themselves  with  symptoms  or  to  have  mass 
screening  limited  to  teaching  and  research 
centers.  Each  of  us  must  encourage  the 
widespread  application  of  screening  technics 
for  our  patients  and  inculcate  in  our  females 
the  habit  of  periodic  examination.  A little 
more  than  three  years  ago  the  practice  of 
routine  cytologic  screening  was  established 
in  the  Obstetric  Clinic  of  the  University  of 
Nebraska  Hospital.  The  discovery  of  8 early 
carcinomas  in  this  period  has  been  a re- 
warding experience. 

Cervical  Cancer  Diagnosis 
The  detection  or  exclusion  of  cervical  mal- 
ignancy involves  the  use  of  inspection,  cytol- 
ogy, biopsy,  and  conization.  Inspection  is  a 
necessary  requisite  of  every  pelvic  examina- 
tion. The  question  often  arises  as  to  when 
cytology,  biopsy,  and  conization  are  indicat- 
ed. The  listing  of  a few  principles  best  an- 
swers the  question. 

1.  Cytologic  examination  is  carried  out 
on  all  women  admitted  to  the  University  of 
Nebraska  Hospital  or  Clinic  on  all  services. 
Those  patients  with  suggestive  cytologic 
findings  or  suspicious  lesions  are  referred 
to  the  Gynecology  Department  for  further 
investigation.  Repeat-smears  are  made  if 
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more  than  a year  has  elapsed  since  the  last 
examination. 

2.  Cytologic  examination  is  a screening 
procedure.  It  is  not  a diagnostic  test.  Treat- 
ment is  never  instituted  until  an  accurate 
histologic  diagnosis  has  been  established 
from  a biopsy  or  conization  specimen. 

3.  Punch  or  wedge  biopsy  is  reserved  for 
patients  with  suspicious  or  obvious  lesions 
of  the  cervix.  We  do  not  employ  or  recom- 
mend the  four  quadrant  biopsy.  Since  an 
accurate  diagnosis  of  an  early  cervical  lesion 
demands  a complete  assessment  of  the  entire 
squamocolumnar  junction  our  experience  has 
taught  us  that  a punch  biopsy  is  often  an 
unnecessary  procedure  and  has  delayed  the 
final  diagnosis. 

4.  A sharp  knife  conization  of  the  ceiwix 
is  recommended  for  establishing  the  diag- 
nosis when  an  obvious  lesion  does  not  exist. 
The  usual  clue  to  the  need  for  the  conization 
is  the  cytologic  study.  Conization  biopsy  is 
required  if  a previous  punch  biopsy  has  dis- 
closed an  intraepithelial  lesion,  in  order  to 
exclude  invasiveness  in  some  other  area  of 
the  cervix. 

Even  with  the  complete  squamocolumnar 
area  available  for  microscopic  study  certain 
“gray  zones”  of  diagnosis  exist  which  con- 
tinue to  be  a problem.  The  differentiation 
between  intraepithelial  carcinoma  and  atypi- 
cal lesions  of  the  cervix  is  not  as  accurate  as 
we  would  wish  it  to  be.  Multiple  opinions 
should  be  sought  before  the  final  decision  is 
reached.  If  there  is  doubt  as  to  the  exist- 
ence of  true  malignancy,  treatment  may  be 
deferred.  The  patient  must  be  carefully 

*XViis  paper  and  the  one  following,  by  Doctor  Milton 
Simons,  “Elarly  Diagnosis  of  Carcinoma  of  Uterine  Cervix, 
were  read  as  a unit  at  the  Annual  Clinical  Meeting  of  the 
Nebraska  Chapter  of  A.C.S.,  York.  Nebraska,  November  W, 
1960.  Inasmuch  as  these  are  complementary,  not  integrated, 
they  are  printed  as  separate  papers. — EDITOR 
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followed  by  cytologic  study  and  repeat-coni- 
zation if  the  abnoiTnal  cells  recur  on  the 
smear.  Total  hysterectomy  may  be  justi- 
fied for  some  patients  even  though  a con- 
clusive diagnosis  can  not  be  reached.  The 
second  “gray  zone”  is  the  detection  of  early 
stromal  invasion.  Glandular  involvement  is 
not  recognized  as  true  invasion.  The  deci- 
sion as  to  whether  stromal  invasion  exists 
can  be  made  only  after  an  extensive  micro- 
scopic examination  of  multiple  sections 
from  the  cervix. 

Care  should  be  exercised  in  discussing  an 
abnormal  smear  with  the  patient.  A final 
diagnosis  should  never  be  implied  until  a 
definite  diagnosis  has  been  reached  by  means 
of  histologic  study.  There  is  a no  more  dis- 
tressing situation  than  trying  to  convince  a 
patient,  who  has  been  informed  that  cancer 
exists  on  the  basis  of  cytology,  that  cancer 
does  not  exist  when  more  accurate  studies 
have  been  completed. 

Treatment  of  Cervical  Carcinoma 
Our  recommendations  for  the  management 
of  carcinoma  of  the  cervix  depend  on  the  ex- 
tent of  the  disease.  Table  1 shows  the  cri- 
teria for  staging  cervical  carcinoma.  Table 
2 is  a summary  of  treatment  methods  cur- 
rently judged  to  provide  maximum  beneficial 
results. 

TABLE  1 

INTERNATIONAL  STAGING  — 
CARCINIMA  OF  CERVIX 


Stage  0 Intra-epithelial  carcinoma 

Stage  I Cancer  limited  to  cervix 

Stage  II Parametrial  and/or  vaginal  exten- 


sion 

Stage  III Extension  to: 

Lateral  pelvic  wall 
Lower  third  vagina 

Stage  IV Distant  metastasis 

Extension  to  bladder  or  I’ectum 


TABLE  2 

TREATMENT  — CARCINOMA  OF 


CERVIX 

Stage  0 Total  hysterectomy 

Stage  I Irradiation  or  Wertheim  hys- 

terectomy 

Stage  II Irradiation 

Stage  III Irradiation 

Stage  IV Palliation  or  exenteration 

Recurrent Exenteration 


The  best  treatment  for  intraepithelial  car- 
cinoma of  the  cervix  is  a total  hysterectomy 
with  removal  of  a 1-2  cm.  cuff  of  the  upper 
vagina.  In  younger  women  ovarian  tissue 
may  be  preserved  to  avoid  the  squelae  of 
ovarian  deprivation.  Conization,  cervical  am- 
putation, and  radium  have  been  recommend- 
ed as  alternative  methods  of  treatment.  The 
first  two  are  incomplete  methods.  Radium 
should  provide  a cure  rate  equivalent  to  that 
obtained  by  hysterectomy,  but  in  practice 
it  is  seldom  employed.  Assuming  equal  re- 
sults from  hysterectomy  or  radium,  in  our 
judgment,  the  best  interests  of  the  patient 
are  served  by  surgical  treatment. 

Invasive  carcinoma  of  the  cervix  (Stages 
I-IV)  is  treated  for  the  most  part  by  radio- 
logic  methods.  A few  exceptions  to  this 
generalization  exist.  Stage  I carcinoma  may 
be  surgically  treated  if  a W^ertheim  type 
hysterectomy  and  pelvic  lymph  node  dissec- 
tion is  done.  Quite  arbitrarily  it  is  our  prac- 
tice to  employ  the  surgical  approach  on  good 
risk  patients  with  early  Stage  I lesions.  The 
decision  as  to  which  method  is  used  must  de- 
pend on  the  facilities  available  and  the  sur- 
gical skill  of  the  operating  surgeon.  Stage 
IV  and  recurrent  lesions  may  be  amenable 
to  exenteration  procedures  if  the  disease 
is  limited  to  the  pelvis. 

Endometrial  Carcinoma  Diagnosis 

Unfortunately,  cytologic  screening  can  not 
be  relied  upon  to  detect  or  exclude  endo- 
metrial carcinoma.  Any  abnormal  bleeding 
during  or  after  the  menopause  demands  a 
fractional  curettage.  In  turn,  the  cervical 
canal  and  uterine  cavity  are  separately  cur- 
etted and  the  two  specimens  submitted  for 
histologic  diagnosis.  Only  by  this  means 
can  endocervical  and  endometrial  carcinoma 
be  differentiated  or,  if  endometrial  carcino- 
ma exists,  can  the  extent  of  the  disease  be 
determined.  The  information  obtained  by 
the  fractional  curettage  is  most  important 
in  planning  therapy. 

Treatment  of  Endometrial  Carcinoma 

The  therapy  of  endometrial  carcinoma  de- 
pends on  the  size  and  extent  of  the  malig- 
nant lesion  and  on  the  physical  status  of  the 
patient.  It  is  common  practice  to  divide  the 
patients  into  three  categories  as  follows: 

1.  Operable  lesion,  good  surgical  risk. 

2.  Operable  lesion,  poor  surgical  risk. 

3.  Inoperable  lesion. 


July,  1961 


323 


The  keystone  of  management  is  a total 
hysterectomy  and  bilateral  salpingo-oophor- 
ectomy.  Patients  in  category  1 are  treated 
surgically  except  that  preoperative  radium 
is  employed  when  the  uterus  is  grossly  en- 
larged or  if  the  malignancy  has  spread  to 
involve  the  endoceiwix.  The  radium  applica- 


tion should  precede  the  surgery  by  4 to  6 
weeks.  Patients  in  category  2 should  receive 
radium  therapy.  Surgery  may  be  employed 
later  if  the  patient  becomes  a more  satisfac- 
tory surgical  risk.  Palliative  irradiation 
may  be  used  for  patients  in  category  3. 


“Recent  studies  by  the  University  of  Michigan  Survey  Research 
Center  indicate  that  of  the  nearly  one  in  seven  adults  who  seek 
outside  counsel  on  personal  matters,  the  largest  group  — 42%  ■ — 
look  to  their  clergymen.  Next  in  line  are  physicians  not  in  psy- 
chiatry, to  whom  29%  of  the  troubled  turn.  They  are  followed  by 
psychiatrists  and  psychologists,  whom  18%  consult;  social  service 
workers,  13%;  lawyers,  6%;  marriage  counselors,  3%;  and  teach- 
ers, nurses,  judges,  policemen  and  others,  from  among  whom  11% 
of  the  troubled  seek  guidance.”  (From  Medicine  at  Work  for  May, 
1961). 
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EARLY  DIAGNOSIS 

of 

Carcinoma 

of 

Uterine  Cervix* 

Cytologic  examination  in  the 
early  diagnosis  of  carcinoma 
of  the  uterine  cervix  is  a well- 
established,  invaluable  procedure.  Routine 
pelvic  examination  with  inspection  of  the 
cervix  fails  to  detect  the  early  lesions  of  car- 
cinoma. 

At  the  University  of  Nebraska  College  of 
Medicine  the  routine  use  of  cytologic  exam- 
ination from  patients  either  hospitalized  or 
observed  in  the  out-patient  clinics  has  been 
a standard  procedure  for  eleven  years.  Our 
results  indicate  that  many  of  the  cases  of 
carcinoma  of  the  cervix  were  discovered  in 
women  whose  medical  care  was  for  com- 
plaints not  referable  to  the  female  genital 
tract.  Of  special  interest  have  been  the 
findings  in  the  course  of  routine  cytologic 
examination  during  pregnancy.  A more  com- 
plete analysis  of  these  cases  will  be  reported 
later.  The  present  report  includes  o n 1 y 
those  which  have  been  definitely  proven  to 
be  carcinoma. 

It  should  be  emphasized  that  the  cytologic 
examination  is  not  an  isolated  procedure, 
and  that  it  should  be  performed  at  the  time 
of  a complete  pelvic  examination,  which  in- 
cludes careful  inspection  of  the  cervix.  The 
cytologic  procedure  is  of  primary  value  in 
appraising  the  status  of  the  uterine  cervix, 
and  negative  findings  do  not  exclude  malig- 
ancy  of  the  endometrium,  fallopian  tubes, 
or  ovaries. 

The  value  of  cytologic  examination  de- 
pends largely  upon  the  adequacy  of  material 
obtained  and  submitted.  The  uterine  cervix 
should  be  scraped  with  some  type  of  spatula, 
preferably  wooden,  shaped  so  that  it  will 
come  in  contact  with  the  endocervical  canal. 
One  of  several  varieties  of  such  spatulae  can 
be  used.  The  cervix  should  be  scraped 
around  its  entire  circumference,  and  the 
spatula  with  its  adherent  material  then  gent- 
ly smeared  on  a clean  glass  slide  and  imme- 
diately immersed  into  a container  of  fixative 
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composed  of  equal  parts  of  ether  and  alcohol. 
Ethyl,  methyl,  or  isopropyl  alcohol  may  be 
used  in  this  mixture.  In  addition,  acetone 
can  be  substituted  for  the  ether-alcohol  fixa- 
tive. The  use  of  slides  having  a frosted  end 
is  preferable  because  of  the  ability  of  the 
examining  physician  to  identify  the  material 
by  writing  the  name  of  the  patient  on  the 
frosted  end. 

When  the  cervical  canal  is  stenotic  or 
quite  narrow,  the  spatula  may  not  reach  the 
junction  of  squamous  epithelium  of  the  ec- 
toceiwix  and  the  columnar  epithelium  of  the 
endocervix.  In  these  instances,  a small  as- 
pirating tube  made  either  of  glass  or  metal 
can  be  inserted  into  the  endoceiwical  canal 
and  an  aspirate  of  endocervical  material 
smeared  and  prepared  as  previously  de- 
scribed. Adequate  material  should  contain 
cells  from  the  endocervical  canal,  inasmuch 
as  squamous  cell  carcinoma  of  the  cervix 
usually  begins  at  the  junction  of  squamous 
and  columnar  epithelium,  and  later  spreads 
towards  the  the  ectocervical  or  vaginal  por- 
tion of  the  cervix  and  upward  into  the  cer- 
vical canal. 

When  biopsy  is  indicated,  material  for 
histologic  examination  must  also  include  the 
area  of  junction  of  squamous  and  columnar 
epithelium. 

The  present  survey  records  the  results  of 
examinations  performed  from  January  1957, 
through  September  1960,  during  which  time 
cytologic  examination  of  material  from  the 
uterine  cervix  has  been  a routine  procedure 
on  patients  at  this  institution. 

Chart  1 indicates  the  abnormal  findings 
relative  to  the  number  of  patients  and  total 
number  of  cytologic  examinations  per- 
formed. The  variance  between  the  number 
of  cases  requiring  surgical  biopsy  and  the 
total  number  of  cases  of  carcinoma  of  the 

♦This  paper  and  the  preceding,  by  Doctor  Holly,  “Recom- 
mendations for  the  Management  of  Malignant  Lesions  of  the 
Uterus,”  were  read  as  a unit  at  the  Annual  Clinical  Meeting 
of  the  Nebraska  Chapter,  A.C.S.,  York,  Nebraska,  November 
13,  1960.  Since  they  complement  each  other  and  are  not 
Integrated,  they  are  published  as  separate  papers. — EDITOR 
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cervix  is  due  either  to  the  patient  having 
had  a biopsy  performed  elsewhere  before 
coming  to  this  institution,  or  to  the  presence 
of  obvious  cervical  lesions  which  were  then 
biopsied  without  previous  cytologic  examin- 
ation. 

CHART  1 

CASES,  JANUARY  1957  THROUGH 
SEPTEMBER  1960 


1.  No.  of  Patients  Having 

Cytologic  Examinations 5,764 

2.  Total  No.  of  Cytologic 

Examinations  9,603 

3.  Abnormal,  Dysplastic  or 

Suspicious  Cases 471 — 8.17% 

4.  No.  of  Cases  Which  Re- 
quired Surgical  Biopsy 59 — 1.02% 

5.  Total  Number  of  Cases  of 

Carcinoma  of  Cei-vix 74 


Results  of  c>d;ologic  examination  may  be 
reported  in  varying  ways.  One  system 
classifies  results  from  I to  V,  Class  I being- 
normal  cells  and  Class  V obvious  malignant 
cells,  the  intervening  designations  represent- 
ing varying  degrees  of  abnormality.  This 
classification  has  not  been  used  in  our  in- 
stitution because  of  the  unfamiliarity  of 
many  physicians  with  the  significance  of 
this  numerical  gradation.  The  classifica- 
tion by  which  smears  are  reported  in  our 
institution  is  that  of : 

1.  Negative. 

2.  Atypical. 

3.  Suspicious  for  malignancy,  recom- 
mending either  repeat  cytologic  exam- 
ination or  surgical  biopsy.  An  abso- 
lute diagnosis  of  malignancy  is  not 
made  without  tissue  examination  and 
microscopic  confirmation. 

Chart  2 tabulates  findings  in  instances  of 
biopsy  with  histologic  examination.  The 
cases  listed  as  false  positives  all  showed  ab- 
normal  findings  microscopically  in  the 
squamous  epithelium ; such  changes  were  not 
sufficiently  severe  to  warrant  a diagnosis 
of  carcinoma.  The  11.8  per  cent  false  posi- 
tives recorded  is  based  upon  the  number  of 
definitely  nonmalignant  tissues  obtained  in 
the  total  number  biopsied.  This  represents 
one-tenth  of  one  per  cent  of  the  total  number 
of  patients  examined.  On  the  same  bases, 
the  number  of  false  negatives  represents 
eight-hundredths  of  one  per  cent.  Cytologic 
examination,  nevertheless,  is  felt  to  be  help- 


ful in  such  instances,  since  the  patient  may 
be  followed  with  subsequent  cytologic  exam- 
ination to  determine  if  all  of  the  abnonnal 
tissue  has  been  removed  by  the  biopsy  pro- 
cedure or  if  the  abnormal  changes  still  per- 
sist and  may  be  progressing.  In  some  in- 
stances the  original  cytologic  examination 
and  biopsy  material  demonstrated  changes 
which  were  not  sufficiently  severe  to  war- 
rant a diagnosis  of  malignancy;  however, 
subsequent  smears  and  histologic  examina- 
tion revealed  obvious  carcinoma.  Instances 
of  false  negative  reports  may  reflect  inade- 
quacy of  material  for  cytologic  examination, 
the  microscopic  criterion  for  adequacy  being 
the  presence  of  endocervical  cells.  Other 
causes  for  false  negative  results  may  be  that 
malignant  cells  are  present  in  only  small 
numbers  and  may  be  overlooked  during  the 
examination.  However,  with  adequate  sub- 
mission of  material  and  competent  cytologic 
examination,  the  instances  of  false  negative 
reports  should  be  extremely  low  and  should 
be  confined  to  rare  instances  in  which  the 
malignancy  is  not  present  on  the  surface  of 
the  cervix,  the  so-called  occulU  carcinoma  of 
the  cervix.  The  false  negatives  were  discov- 
ered when  hysterectomy  or  biopsy  was  per- 
foi-med  for  reasons  other  than  abnormal 
cytologic  findings. 

The  cytologic  detection  program  at  Me- 
morial Hospital  in  New  York  City  is  report- 
ed as  having  a diagnostic  laboratory  error 
in  the  range  of  10  per  cent.^  These  investi- 
gators felt  that  inasmuch  as  cervical  car- 
cinoma remains  without  invasion  (“in  situ”) 
an  average  of  8 years,  only  one  case  in  1000 
would  be  missed  after  three  annual  examin- 
ations, and  only  one  in  100.000  at  the  end 
of  five  years.  The  latter  figure  is  consid- 
erbly  less  than  one  case  missed  per  year  for 
the  entire  country. 


CHART  2 

1.  Cases  Biopsied 59 

2.  Cases  Diagnosed  as  Malignant  52 — 88.1%) 

3.  No.  of  False  Positives 7 — 11.8% 

4.  No.  of  False  Negatives 4 — 6.7% 

5.  No.  of  Inadequate  Biopsies 2 — 3 4% 


The  frequency  of  performance  of  cytologic 
examinations  in  any  patient  varies  with  the 
routine  adopted  by  the  attending  physician. 
It  is  felt  that  cytologic  examination  of  the 
cervix  accompanied  by  pelvic  examination 
can  be  done  at  inteiwals  of  two  years  without 
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I’isk  to  the  patient  and  without  lowering  the 
current  high  five-year-survival  rate  of  cer- 
vical carcinoma.  This  high  survival  rate 
has  been  achieved,  in  part,  because  of  the 
reliability  of  cytologic  examination  as  a 
screening  procedure.  The  2-year  interval  is 
applicable  only  to  those  individuals  who  have 
had  a negative  cytologic  examination  when 
the  preparations  have  been  adequate  and 
when  pelvic  examinations  has  been  non- 
revealing. 

Chart  3 records  the  presence  or  absence 
of  invasion  in  those  instances  where  biopsy 
has  revealed  malignancy.  Of  significance  is 
the  finding  that  40  to  48  squamous  cell 
carcinomas  of  the  uterine  cervix  were  either 
noninvasive  (“in  situ”)  or  early  invasive. 
Prior  to  1949,  the  incidence  of  noninvasive 
squamous  cell  carcinoma  of  the  cervix  was 
less  than  1 per  cent  of  squamous  cell  carcino- 
ma as  identified  by  biopsy  and  histologic  ex- 
amination. 


CHART  3 

FINDINGS  IN  THE  BIOPSIED  MALIGNANT 
CASES 


No.  of  Cases 

52 

No.  of  Non-Invasive  or 
In  Situ  Carcinomas 

28- 

-53.6% 

No.  of  Early  Invasive 
Carcinomas  _ 

12- 

-22.9% 

No.  of  Advanced  Invasive 
Carcinomas 

8- 

-15.4% 

Ovarian  or  Endometrial 
Carcinomas 

4- 

- 7.6% 

Chari  IV  records  the  distribution  of  pi-e- 
senting  complaints  for  the  patients  in  whom 
cervical  carcinoma  was  identified.  Those 
patients  having  gynecologic  complaints  in- 
clude various  foiTns  of  pelvic  relaxation,  pel- 


vic infection,  and  a smaller  group  of  inter- 
menstrual  or  contact  bleeding. 

CHART  4 

CLINICAL  FINDINGS  IN  CERVICAL 
CARCINOMA 


1.  No.  of  Cases 48 

2.  Seen  for  Other  Than  Gyne- 
cologic Complaints 17 — 35.4% 

3.  Seen  for  Pregnancy  or  Post 

Partum 8 — 16.6% 

4.  Seen  for  Investigation  of 

Gynecologic  Complaints 23 — 47.9% 


The  physical  findings  present  at  time  of 
pelvic  examination  in  the  cases  of  proved 
ceiwical  carcinoma  are  recorded  in  Chari  5. 
Since  cervical  erosion  is  a frequent  finding, 
it  is  significant  that  80  per  cent  of  the  pa- 
tients revealed  either  cervical  erosion  or 
completely  negative  findings  on  inspection  of 
the  cervix,  thus  giving  little  or  no  suspicion 
of  malignancy. 


CHART  5 

PHYSICAL  FINDINGS  IN  CERVICAL 


CARCINOMA 

1.  No.  of  Cases 48 

2.  Lesions  on  Cervix  Clinically 

Suspicious  9 — 18.7% 

3.  Cei’vical  Erosions 23 — 47.9%  ’ 

4.  Negative  Findings  16 — 33.3% 
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USE 
and  ABUSE 
of  fhe 


Urethral 

Catheter* 

^^^ATHETERIZE  q.  8 to  10  hours 
prn  if  unable  to  void.”  With 
this  common  postoperative  or- 
der in  mind,  the  following  remarks  are  di- 
rected. 

Study  in  recent  years  regarding  the  inci- 
dence and  etiology  of  pyelonephritis  has  been 
informative  but  unfortunate  in  leading  to 
faulty  conclusions.  Our  old  friend  the 
urethral  catheter  has  become  an  instrument 
of  the  devil,  an  obsolete  and  dangerous  men- 
ace. The  catheter  is  in  need  of  defense,  and 
the  best  defense  is  to  respect  it  for  its  po- 
tential dangers,  recognize  its  value,  use  it 
pi’operly,  and  only  when  indicated.  One  au- 
thor has  compared  the  catheter  in  relation 
to  its  use  in  the  urinary  tract  to  the  auto- 
bile in  relation  to  transportation.  Each  day 
people  meet  tragedy  by  the  automobile  and 
these  events  are  headlines.  Yet  many  people 
find  the  daily  necessities  and  conveniences 
of  the  automobile  sufficient  to  warrant  its 
continued  use  on  the  basis  that  the  benefits 
are  greater  than  the  dangers. 

Specific  examples  serve  to  illustrate  the 
importance  of  instrumentation  in  the  iatro- 
genic spread  of  urinaiy  tract  infections: 

1.  The  high  incidence  of  infection  in  pa- 
tients with  neurological  disease  and 
associated  bladder  disturbances.  While 
at  the  time  of  initial  instrumentation 
the  urine  obtained  is  usually  sterile, 
urethritis  and  cystitis  ultimately  de- 
velop. 

2.  Although  obstructive  disease  of  the 
urinary  tract  predispose  the  kidney  to 
infection,  pyelonephritis  is  thought  to 
be  more  frequently  seen  when  lower 
rather  than  upper  urinary  tract  ob- 
struction is  present.  This  would  cor- 


EDWARD  M.  MALASHOCK,  M.D. 
Assistant  Professor  of  Urology, 
University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 


relate  with  the  greater  incidence  of 
catheterization  in  the  former  gi’oup. 

3.  Studies  of  the  incidence  in  patho- 
genesis of  hospital  - acquired  urinary 
tract  infections  have  indicated  that 
transmissions  occur  via  contamination 
of  catheters  by  ward  personnel. 

4.  Whereas  antibiotic  - sensitive  organ- 
isms are  usually  isolated  from  the 
urine  of  patients  with  acute  urinary 
tract  infection  before  hospitalization 
and  catheterization,  there  is  a high 
correlation  of  antibiotic-resistant  bac- 
teria in  those  with  recent  instrumen- 
tation or  catheterization. 

While  these  examples  are  essentially  cor- 
rect, it  is  indeed  unfortunate  if  conclusions 
drawn  from  them  result  in  the  practitioner 
failing  to  perform  catheterization  when  in- 
dicated and  advising  against  further  instru- 
mentation by  the  urologist.  Rather  let  us 
fully  respect  the  possible  dangers  and  use 
the  catheter  in  the  best  possible  manner  on 
proper  indication.  Abuse  of  the  catheter  is 
obviously  both  the  improper  as  well  as  the 
unnecessary  use. 

Choice  of  the  proper  catheter  may  seem 
too  elementary.  However,  a few  specific  de- 
tails are  worthy  of  consideration.  Illustrat- 
ed are  (1)  Robinson,  (2)  Tiemann,  (3)  5 cc.- 
and  (4)  30  cc.-bag  Foley  catheters.  For  sin- 
gle catheterization  the  Robinson  is  most 
commonly  employed  and  is  quite  satisfac- 
tory for  females  and  younger  males.  The 
Tiemann,  with  its  curved  or  Coude  tip,  is  of 
particulai’  benefit  in  the  older  male  with  its 
curved  tip  riding  easily  over  an  enlarged 
median  prostatic  lobe.  Selection  of  the  prop- 
er catheter  for  the  older  male  in  acute  reten- 

♦Read  before  the  Nebraska  Chapter  of  American  Colleg’e  of 
Surgeons,  York,  Nebraska,  November  13,  1960. 


328 


Nebraska  S.  M.  J- 


tion  due  to  an  enlarged  prostate  may  mean 
the  difference  between  a surgical  emergency 
and  a grateful,  although  temporarily  re- 
lieved, patient.  In  selecting  size  of  the 
catheter,  the  smallest  size  consistent  with 
free  drainage  but  large  enough  to  be  of 
adequate  body  so  it  will  not  buckle,  is  de- 
sired. The  16  F.  meets  these  requirements 
and  is  relatively  atraumatic  to  the  adult 
urethra. 


ther  elaboration  as  regards  the  male.  The 
hospitalized  female,  however,  presents  a par- 
ticular problem  when  catheterization  is  per- 
formed. Usually  an  unassisted  nurse  finds 
herself  probing  in  semidarkness  for  a ure- 
thral meatus  which  she  does  not  clearly  see 
and  often  finds  only  after  several  probing  at- 
tempts. The  heavy  buttocks  of  the  patient 
sinking  into  a soft  mattress  serve  effectively 
to  obscure  the  introitis.  It  is  little  wonder 


Figure  1.  Urethral  Catheters  (from  top  to  bottom) 

1.  Robinson  2.  Tiemann  3.  5 cc.-bag  Foley  4.  30-cc.  bag  Foley 


The  indwelling  Foley  type  catheter  de- 
serves attention  in  regard  to  the  bag  — or 
balloon  — size  selected.  The  urinary  blad- 
der will  attempt  to  evacuate  any  foreign 
body.  It  is  obvious,  in  comparing  the  5 cc. 
and  30  cc.  bags,  that  the  latter  represents 
a larger  mass  and  one  more  likely  to  be  poor- 
ly tolerated  as  evidenced  by  painful  spasms. 
The  5 cc.  bag  is  therefore  preferable  except 
in  cases  where  the  anatomy  at  the  vesical 
neck  requires  a larger  bag  to  retain  the 
catheter  in  proper  position,  or  traction  is  re- 
quired for  hemostasis. 

The  need  for  aseptic  technique  in  cath- 
eterization is  self-evident  and  needs  no  fur- 


that  infection  sometimes  results.  What  a 
contrast  with  the  elderly  male  who  carries  a 
catheter  in  his  hat  band,  spits  on  it  for  lubri- 
cation and  goes  through  the  daily  routine  of 
self  - catheterization  without  complication. 
However,  place  this  man  in  a hospital  and 
the  same  technique  immediately  exposes  him 
to  cross-infection  which  he  can  not  tolerate. 

The  indwelling  catheter  requires  special 
consideration  in  regard  to  its  management. 
Despite  ideal  handling,  it  has  been  shown 
that  bacteria  may  be  cultured  from  the  blad- 
der urine  in  98  to  100  per  cent  of  patients 
after  four  days.  This  is  probably  due  to  en- 
try of  bacteria  via  the  film  of  exudate  form- 
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ing  in  the  urethra  in  response  to  the  pres- 
ence of  the  catheter.  Once  again,  this  is  a 
factor  to  be  reckoned  with  but  not  to  cause 
rejection  of  the  indwelling  catheter  when  its 
use  is  necessary.  Proper  management  re- 
quires periodic  irrigation  to  flush  debris 
from  the  bladder  and  careful  asepsis  to  avoid 
introducing  vinilent  infection.  Indgation 
with  a bacteriostatic  and  acid  solution  such 
as  0.25  per  cent  acetic  acid  is  effective. 
Prophylactic  use  of  methenamine  mandelate 
or  sulfamethizole  is  justified.  Aseptic  tech- 
nique by  the  hospital  personnel  in  irrigating 
the  catheter  and  handling  the  tubing  is  of 
utmost  importance.  Proper  instruction  of 
these  people  can  not  be  overemphasized.  It 
is  for  this  reason  that  a closed  irrigation  sys- 
tem is  more  ideal  even  though  it  is  excessive- 
ly cumbersome  under  most  circumstances. 

The  indication  for  catheterization  when 
the  patient  is  acutely  distended  and  unable 
to  void  is  quite  obvious.  I can  not  conceive 
of  anyone  withholding  catheterization  under 
such  circumstances  because  of  fear  of  its 
complications.  However,  there  are  many 
times  in  which  passage  of  a urethral  cath- 
eter should  be  carried  out  with  considered 
judgment  as  to  its  necessity  in  regard  to 
either  diagnosis  or  treatment.  There  is  no 
other  way  as  accurate  or  as  practical  in  de- 
termining residual  urine.  In  obtaining  speci- 
mens of  urine  for  bacteriologic  study,  a mid- 
stream voided  specimen  is  satisfactory  in  the 
male.  Although  advocated  by  those  so  fear- 
ful of  catheterization  that  they  will  go  to 
extremes  to  avoid  it,  a midstream  voided 
specimen  in  the  female  is  too  often  unreli- 
able. Careful  sterile  technique  with  the  fe- 
male patient  in  proper  lithotomy  position  on 
an  examining  table  allows  catheterization  to 
be  carried  out  with  literally  no  appreciable 
danger. 

Use  and  Abuse  of  the  Urethral 
Catheter 

And  now  to  retuim  to  the  opening  state- 
ment — the  routine  postoperative  order  for 
catheterization.  This  probably  represents 
the  most  common  abuse  of  the  urethral 


catheter  and  the  one  most  pertinent.  On 
many  occasions  the  volume  of  urine  obtained 
8,  10,  or  more  hours  postoperative  is  small 
and  said  catheterization  has  been  both  un- 
necessai'y  and  unwise.  Urinary  output  is 
often  depressed  in  the  immediate  postoper- 
ative period.  These  patients  deserve  indi- 
vidual consideration.  If  it  is  impossible  for 
the  surgeon  to  check  his  patient  after  sever- 
al hours,  hospital  personnel  can  be  trained 
to  detect  a full  bladder  by  percussion  or  pal- 
pation and  to  intei-pret  the  patient’s  sensa- 
tions of  a full  bladder,  if  he  is  awake.  Prior 
to  catheterization,  certain  measures  can  be 
taken  to  effect  voiding.  The  most  difficult 
position  in  which  to  void  is  the  supine. 
Merely  rolling  the  patient  to  either  side  may 
enable  him  to  initiate  the  urinaiy  stream. 
Unless  the  recent  surgery  contraindicates 
it,  standing  the  patient  may  prevent  that  un- 
necessary routine  catheterization.  The  use 
of  Urecholine,  5 mg.  subcutaneously,  may 
also  be  employed.  So  let  us  modify  the  post- 
operative order  to  “catheterize  q.  8 to  10 
hours  prn  only  if  unable  to  void  and  dis- 
tended.” 

With  the  bladder  full  and  the  patient  un- 
able to  void,  catheterization  is  not  only  jus- 
tifiable but  necessary.  Further  delay  may 
convert  the  need  for  a single  catheterization 
into  several,  because  overdistention  may 
cause  a myogenic  hypotonia.  In  general,  the 
indwelling  catheter  is  to  be  prefen'ed  over 
multiple  individual  catheterizations,  and 
thus  the  indwelling  catheter  is  best  elected 
when  the  bladder  is  not  only  incapable  of 
emptying  at  that  time  but  also  circumstances 
indicate  that  the  situation  will  persist  for  an 
indefinite  period  of  time  or  until  surgical 
intervention  corrects  the  problem. 

The  urethral  catheter,  properly  selected 
and  properly  used  with  good  indication,  is 
not  to  be  feared.  The  risk  involved  is  far 
outweighed  by  the  potential  and  probable 
values  received.  Let  each  of  us  avoid  its 
abusive  use  and  disuse  and  feel  confident 
that  we  are  acting  in  the  patient’s  best  in- 
terests. 


“Relative  bradycai-dia  is  common  in  typhoid  and  paratyphoid 
fevers,  tularemia  and  psittacosis.  Disproportionate  slowing  of  the 
pulse  is  also  sometimes  ohseiwed  in  infectious  mononucleosis,  mumps, 
dengue,  atypical  pneumonia  and  yellow  fever  (Faget’s  sign).” 
(From  DM  for  November,  1957). 
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RAPID  METHOD  for 

Zone  Electrophoresis 

Of  SERUM  and  PLASMA  PROTEINS 

The  Use  of  Cellulose  Acetate  Strips 


Introduction 

AS  the  knowledge  of  the  useful- 
ness of  serum  protein  electro- 
phoretic patterns  has  accumu- 
lated, it  appears  that  the  older  chemical 
methods  are  no  longer  adequate  as  practical 
diagnostic  tools.  The  moving  boundary 
method  of  Tiselius  has,  in  many  instances, 
been  replaced  by  the  more  practical  filter 
paper  electrophoresis  described  by  Cremer 
and  Tiselius,  Durrum^  and  a host  of  others. 
The  latter  method  has  been  of  great  value 
to  the  clinician  in  the  diagnosis  of  many 
pathologic  states.  The  conditions  in  which 
the  procedure  is  particularly  valuable  are 
multiple  myeloma,  hypo-  and  hypergamma- 
globulinemia, certain  abnormalities  of  the 
liver,  collagen  diseases,  hypofibrinogenemia, 
certain  kidney  conditions,  and  some  infec- 
tious states.  The  cellulose  acetate  zone 
method  has  produced  some  unusual  patterns 
in  the  presence  of  carcinoma. 

The  filter  paper  technic  requires  a period 
of  from  16  to  20  hours  running  time.  Kohn, 
in  1957,2  substituted  cellulose  acetate  strips 
for  filter  paper.  This  material  has  the  fol- 
lowing advantages:  time  required  for  a run 
is  from  90  to  120  minutes;  there  is  no  al- 
bumin tail ; band  splitting  is  much  more  evi- 
dent and  more  easily  quantitated  than  paper 
patterns.  As  serial  determinations  are  fre- 
quently of  value,  the  more  rapid  method  per- 
mits more  patterns  to  be  processed  per  unit 
of  time,  resulting  in  increased  economy.  It 
is  the  purpose  of  this  paper  to  demonstrate 
how  inexpensive  equipment®  can  be  used  to 
perform  the  determinations  and  the  appear- 
ance of  some  of  the  patterns  in  certain  dis- 
ease states. 

Materials  and  Methods 

The  electrophoretic  chamber  used  for  most 
of  the  studies  is  the  Universal  Electroph- 
oresis Apparatus  made  by  Shandon  (Eng- 
land). This  instrument  is  illustrated  in  fig- 
ure 1-B.  Instead  of  the  lid  that  comes  with 
the  apparatus  and  which  utilizes  a water 
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seal,  pieces  of  polyurethane  sponge  are  glued 
to  the  top  of  the  chamber,  and  the  lid  used 
is  a sheet  of  plate  glass  y4,-inch  thick,  and 
12  X 12  inches  square.  This  permits  ob- 
servation within  the  chamber  at  all  times  and 
is  more  convenient  to  use.  There  is  not 
enough  water  of  condensation  on  the  under 
surface  of  the  plate  to  produce  dripping  onto 
the  strips  below  it.  We  have  also  used  a 
chamber  made  from  inexpensive  materials 
obtained  from  five-and-ten-cent  stores.  A 
portion  of  this  instrument  is  illustrated  in 
Ugure  1-A.  Stainless  steel  wires  or  carbon 
rods  can  be  used  for  electrodes,  eliminating 
the  need  for  expensive  platinum.  The  power 
supply  is  one  obtained  as  a kit  from  Heath 
Company,  Benton  Harbor,  Michigan.  It  is 
illustrated  in  figure  1-C.  It  works  very  well 
as  a controlled  source  of  direct  current.  The 
buffer  used  in  these  studies  is  a standard 
barbital  type,  pH  8.6,  ionic  strength  0.05. 
A few  crystals  of  thymol  are  added  to  the 
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stock  bottle  as  a preservative.  Another 
buffer  made  up  from  sodium  barbital,  sodi- 
um acetate,  glycerine,  and  0.1  N HCl  at 
pH  8.6  has  also  worked  very  well."* 

Cellulose  acetate  strips  2.5  centimeters 
wide  and  9 centimeters  long  are  soaked  in 
buffer  acording  to  the  directions  of  the 
manufacturer  (Oxoid,  Ltd.,  London),  then 
blotted  between  paper  towels  to  remove  ex- 
cess buffer.  They  are  then  stretched  across 
the  bridge  by  means  of  the  unique  filter- 
paper-lined  plastic  holders.  The  glass  lid  is 
replaced,  and  the  current  is  applied.  Four- 
tenths  milliamperes  per  centimeter  of  strip- 
width  are  allowed  to  flow  for  fifteen  minutes 
in  order  to  equilibrate  the  system.  The  cur- 
rent is  then  turned  down,  and  the  plasma  or 
serum  specimens  are  streaked  onto  the  strips 
about  1.5  centimeters  from  the  cathode  end. 
This  is  accomplished  by  the  use  of  glass 
capillary  tubes  that  have  been  fire-polished. 
The  lid  is  again  replaced  and  the  current  is 
turned  up  so  that  0.4  milliampere  per  centi- 
meter of  strip-width  are  permitted  to  flow 
for  from  li/o  to  2 hours.  The  current  is  then 
turned  off,  and  the  strips  removed  by  cut- 
ting the  ends  with  scissors.  They  are  then 
hung  to  dry  in  a hot  air  oven  at  approximate- 
ly 110°  C.  for  ten  or  15  minutes.  Staining 
is  accomplished  by  placing  the  strips  in  a 
solution  of  0.2  per  cent  Light  Green  SF, 
Yellowish,  in  5 per  cent  acetic  acid  for  a pe- 
riod of  20  to  30  minutes.  Washing  is  done 
with  2 three-minute  washes  in  5 per  cent 
acetic  acid,  followed  by  washing  in  tap  and 
then  distilled  water.  In  order  that  the  strips 
may  dry  flat,  they  are  stretched  across  an 
ordinary  blotter  and  held  in  place  by  spring 
clamps.  They  are  then  hung  in  an  oven  to 
dry  or  they  may  be  allowed  to  dry  in  air. 

Quantitation  can  be  accomplished  by  any 
of  several  methods.  The  dried  strips  can  be 
cleared  by  immersion  in  Whitmore  Oil  No. 
120,  the  excess  oil  removed  and  then  can  be 
scanned  in  a Spinco  Analytrol  or  a Photovolt 
Densitometer.  Alternatively,  the  bands  can 
be  cut  apart  and  each  segment  dissolved  in  2 
ml.  of  a mixture  of  90'  parts  chlorofoiTti  and 
10  parts  absolute  ethanol.  This  mixture  dis- 
solves the  cellulose  acetate  membrane,  leav- 
ing the  green  dye  in  solution.  These  solu- 
tions are  read  in  10  mm.  Coleman  Cuvettes 
in  a Colman  Model  6A  Spectrophotometer, 
at  a wavelength  of  620  millimicrons.  The 
sum  of  all  the  densities  is  equal  to  the  total 
protein  and  each  individual  optical  density 
is  then  representative  of  its  concentration. 
Total  protein  is  determined  by  the  Biuret 


Method,  Micro-Kjeldahl  Method,  or  by  use 
of  the  protein  refractometer.  Results  are 
expressed  as  either  percentage  of  total  pro- 
tein or  in  grams  per  100  ml.  of  serum  or 
plasma. 

Cerebrospinal  fluids  and  uidnes  are  first 
dialyzed  against  polyvinylpyrrolidinone  to 
concentrate  proteins,  then  run  in  the  same 
fashion  as  serum  or  plasma. 

Hemoglobins  are  prepared  by  hemolyzing 
oxalated  blood  with  water  and  Sterox.  The 
clear  supernatant  is  then  used  as  are  the 
other  fluids. 

Albumin/globulin  ratios  can  be  run  in  as 
short  a time  as  20  minutes,  because  the  al- 
bumin moves  clearly  away  from  the  globu- 
lins during  this  interval,  and  the  two  com- 
ponents can  be  eluted  as  above  and  read  in 
the  spectrophotometer.  The  ratio  is  then 
the  optical  density  of  the  albumin  segment 
divided  by  the  optical  density  of  the  globu- 
lin fractions. 

Results 

The  results  of  this  investigation  are  ex- 
pressed as  the  legend  for  figure  2.  Pattenis 
are  from  serum  unless  otherwise  indicated. 

A — Normal  person. 

B — Multiple  myeloma  with  parapro- 
tein in  the  beta  globulin  region.  No 
gamma  globulin  is  evident. 

C — Chronic  lymphatic  leukemia,  ter- 
minal phase.  Decreased  alpha,,  increased 
alpha.,  gamma  slightly  increased. 

D — Glomerulonephritis,  plasma.  De- 
creased albumin,  increased  alpha,,  in- 
creased alpha.,  greatly  increased  beta, 
decreased  gamma. 

— Hypogammaglobulinemia.  Almost 
no  gamma  globulin  seen. 

F — Possible  ulcerative  colitis.  Two 
alpha,,  bands,  increased  alpha,,  two  beta 
bands. 

G — Lupus  erythematosis.  Decreased 
albumin,  decreased  alpha,,  decreased 
beta,  increased  gamma. 

H, — Carcinoma  of  ovary  with  meta- 
stases  to  peritoneum.  Two  alpha, 
bands,  2 beta  hands. 

H. — Same  as  H„  but  one  month  later. 

Hj — Same  as  H,,  but  2 months  later. 
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There  are  now  2 gamma  bands  in  addi- 
tion. 

Ii — Epidermoid  carcinoma  of  back  of 
hand,  metastasized  to  antecubital  and 
subaxillary  regions.  Two  alpha,  bands, 
“f”  is  fibrinogen  (plasma). 


I, — Same  as  I,,  but  one  month  later. 
Much  greater  involvement  of  a r m. 
There  are  now  2 beta  bands  (plasma) . 

J — Multiple  myeloma  with  parapro- 
tein in  the  gamma  globulin  region. 
There  are  2 beta  bands.  Since  the  com- 


pletion  of  this  study,  another  multiple 
myeloma  patient  showed  the  same  pat- 
tern with  the  paraprotein  in  the  gamma 
position  and  with  2 beta  bands. 

K — Hypogammaglobulinemia.  Alpha^ 
is  not  clearly  shown  because  serum  was 
old. 

L — Mastectomy  for  carcinoma.  Three 
months  postoperative.  Two  beta  bands, 
alpha.,  band  appears  that  it  may  have 
split. 

M — Hypogammaglobulinemia.  Signifi- 
cance of  the  2 alpha,  bands  is  not 
known. 

N — Hypofibrinogenemia  (plasma). 

O — Mastectomy  for  carcinoma.  Two 
months  postoperative.  Note  2 beta 
bands. 

P — Rheumatoid  arthritis  with  moder- 
ate anemia.  Decreased  albumin,  in- 
increased  alpha.. 

Q — Above : Mixture  of  hemoglobins 
A and  C. 

(Below) : Hemoglobin  A. 

R — Above:  Mixture  of  hemoglobins 
A and  S. 

(Below:  Hemoglobin  A . 

S — Commercial  human  immune  globu- 
lin (gamma)  indicating  the  degree  of 
electrophoretic  purity  . 

T — Hypogammaglobulinemia. 

U — B ovine  albumin,  indicating  the 
same  mobility  in  this  system  as  human 
albumin. 


Discussion  and  Summary 

Quantitative  analysis  of  serum  and  plasma 
protein  fractions  can  be  perfoiTned  with 
relative  ease  and  economy  using  cellulose 
acetate  strips  and  simple  equipment.  The 
results  are  similar  to  those  using  filter  pa- 
per, but  the  bands  are  sharper,  the  albumin 
is  more  quantitatively  recovered  and  the  pro- 
cedure is  much  less  time-consuming.  The 
patterns  seen  in  figure  2 reveal  that  all  the 
cases  of  malignant  neoplasm  studied  in  this 
series  display  one  or  more  split  fractions. 
Since  the  completion  of  this  study,  however, 
a serum  from  a woman  who  was  operated, 
upon  for  a squamous  cell  carcinoma  of  the 
cervix,  grade  HI,  was  run,  and  the  patient 
was  completely  nonnal.  She  has  had  no  re- 
currence of  symptoms.  Further  studies  are 
under  way  in  an  attempt  to  evaluate  this 
phenomenon  of  band  splitting. 

We  wish  to  acknowledge  the  assistance 
of  the  following  individuals  in  supplying  pa- 
tients or  specimens  for  this  v.^ork:  C.  R. 
Jolliff,  B.S.,  Director,  Clinical  Laboratory  Sec- 
tion, The  Lincoln  Clinic,  Lincoln,  Nebraska, 
and  Doctors  G.  F.  Hoffmeister,  G.  R.  Hol- 
comb, Gerald  A.  Kuehn,  R.  L.  Mastin,  and 
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What's  New  in  Orthopedics? 


An  individual’s  first  reaction  to 
“new”  might  be  to  proceed 
carefully  and  use  with  caution. 
However,  Webster’s  dictionary  gives  several 
different  ideas  for  the  term  “new.”  They 
are  as  follows: 

1.  Something  that  has  existed  a short 
time. 

2.  Recently  recognized  or  experienced. 

3.  A recurrence  or  resumption. 

4.  Repetition  of  a previous  act  or  thing. 

5.  Renovated  or  recreated. 

With  these  thoughts  in  mind,  we  will  dis- 
cuss what  is  “new”  in  orthopedics. 

Blood  Loss  in  Trauma 

All  of  us  have,  at  some  time,  been  con- 
fronted with  the  patient  that  loses  an  un- 
usual amount  of  blood.  It  might  have  fol- 
lowed a simple  tonsillectomy,  or  perhaps  a 
circumcision  in  an  older  child  or  an  adult. 
Our  experience  with  this  problem  has  been 
in  connection  with  severe  trauma  to  soft 
tissue,  especially  the  thigh,  sustained  quite 
often  in  football.  There  occurs  massive 
haematoma  formation,  so  that  the  skin  of 
the  thigh  is  taut.  Our  concern  here  is  not 
for  the  mode  of  treatment,  but  rather  for 
the  reason  for  the  severe  blood  loss.  We 
are  assuming,  of  course,  in  the  case  of  the 
trauma,  that  the  force  in  question  is  the 
same.  And  yet,  one  healthy  athlete  will 
have  minimal  swelling  due  to  extravasation 
of  blood  into  the  muscle.  The  next  lad  may 
require  hospitalization,  with  the  thigh  be- 
ing packed  in  ice  bags  and  full  recovery  re^ 
quiring  many  weeks. 

The  “newness”  for  us  lies  in  the  fact 
that,  in  recent  years,  the  men  working  in 
hematology  have  been  able  to  prove  that  a 
deficiency  exists  in  the  blood  of  these  pa- 
tients. Factor-seven  deficiency,  the  Christ- 
mas factor  and  other  terms  that  have  to  do 
with  the  blood-clotting  mechanisms,  are  now 
commonly  heard  and  considered.  In  exam- 
ining many  young  men  for  potential  com- 
petition in  sports,  especially  contact  sports, 
carefully  questioning  will  sometimes  elicit  a 
history  of  previous  troubles.  If  an  abnormal- 
ity is  suspected,  a check  for  the  presence  or 
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absence  of  these  factors  can  be  made.  If,  for 
example,  we  find  — that  a player  does  have 
a factor-seven  deficiency  he  will  not  be 
passed  for  competition  in  any  of  the  more 
strenuous  contact  sports.  In  retrospect 
we  have  wished  that  we  knew  of  this  prob- 
lem in  some  of  our  former  players.  It  might 
have  saved  lost  time  and  personnel.  We  re- 
call one  player  who  had  great  potential  for 
football.  Before  he  could  do  any  good  as  a 
varsity  player  he  was  hurt.  It  proved  to 
be  in  the  same  site  as  a previous  and  sim- 
ilar injury.  An  old  myositis  ossicans  was 
found  in  the  X rays.  An  evaluation  by  the 
hematologist  revealed  a definite  factor-sev- 
en deficiency.  If  we  could  have  had  the 
truth  about  his  previous  injury,  and  then 
have  had  the  check  for  the  deficiency  at 
least  we  could  have  accepted  him  with  our 
eyes  open  to  the  possibilities  of  trouble  in 
the  future. 

Fractured  Hips 

Fractures  of  the  hip,  especially  in  the 
elderly,  and  usually  female  patient,  is  still 
a problem. 

With  the  improvement  in  anesthesia, 
knowledge  of  fluid  balance,  and  some  help 
in  certain  cases  from  the  use  of  antibiotics, 
operation  has  become  less  formidable. 

Assuming  the  decision  has  been  made  for 
surgical  treatment,  we  proceed  much  as  in 
the  past  with  open  reduction  and  internal 
fixation  of  the  intertrochanteric  fracture. 
Also,  certain  types  of  femoral  neck  fracture 
are  treated  as  in  the  past.  However,  it  is 
becoming  more  common  to  treat  very  high 
neck  fractures  of  the  femur  a little  differ- 
ently. Most  of  us  realize  that  reduction  in 
this  type  of  case  may  be  difficult,  and  even 
if  adequately  reduced,  healing  may  not  occur 
in  a high  percentage  of  cases. 

For  these  reasons,  arthroplasty  and  inser- 
tion of  one  of  the  accepted  prostheses  to  re- 
place the  upper  end  of  the  injured  femur  is 
quite  commonly  performed.  The  surgical 
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technique,  utilizing  the  posterolateral  ap- 
proach to  the  hip,  makes  it  possible  to  do 
the  procedure  in  about  one  hour  or  a little 
less,  when  perfoiTned  by  those  adequately 
trained  in  this  method.  Furthermore,  the 
position  that  the  patient  normally  assumes 
in  bed  after  surgery  permits  the  affected 
leg  to  comfortably  roll  into  slight  extema! 
rotation.  This  position  is  quite  normal ; and 
the  more  this  position  is  assumed,  the  gi’eat- 
er  the  desirable  tendency  for  the  prosthetic 
head  to  seat  or  lock  itself  into  the  acetabu- 
lum. 

Early  ambulation  is  possible ; even  the 
very  elderly  patients  are  pennitted  to  sit 
up  on  the  edge  of  the  bed  the  moiming  of 
the  day  after  surgery.  They  are  gotten  into 
a wheel  chair  the  afternoon  of  this  day. 
Motion,  active  and  passive,  is  started  at  the 
latest  by  the  second  day.  Depending  upon 
the  patient,  his  drive  and  desire,  his  pain 
threshold ; weight  bearing  and  using 
crutches,  may  be  started  in  about  a week. 

Essentially  this  same  progi'am  is  followed 
in  those  cases  of  femoral  neck  fracture  that 
were  pinned  but  unfortunately  went  on  to 
aseptic  necrosis  and/or  nonunion.  It  is  not 
claimed  that  this  treatment  is  a cure-all,  but 
it  is  some  improvement  over  the  past. 

Scoliosis 

Lateral  curvature  of  the  spine  can  be  a 
difficult  problem  to  treat. 

Dr.  Walter  Blount  of  Milwaukee  has  de- 
vised one  method  that  has  been  helpful  and 
has  given  good  results  for  us,  even  when 


neglected  and  rather  severe  scoliotics  were 
treated  in  this  manner.  The  method  utilizes 
a system  of  bracing.  At  first  one  might 
consider  this  a shop-woim  means  of  treat- 
ment. However,  the  mechanics  involved  • — 
an  anatomically  constructed  pelvic  support 
serving  as  a counterforce,  connected  by 
metallic  bars  to  an  occipital  and  chin  piece  — 
pennit  considerable  straightening  of  the 
curved  spine,  much  as  one  would  straighten 
a piece  of  string  by  pulling  on  each  end  at 
the  same  time. 

Dr.  Blount,  out  of  modesty,  refers  to  the 
brace  by  the  name  of  the  Milwaukee  brace. 

In  our  experience  with  this  brace,  al- 
though not  extensive,  we  have  been  able  to 
get  satisfactory  improvement  with  rather 
severely  deforaied  spines.  When  and  where 
indicated,  of  course,  spinal  fusion  has  been 
done.  Because  of  the  construction  of  the 
brace,  unique  as  it  is,  it  has  been  possible 
to  give  good  preoperative  skin  care.  This 
has  been  easier  than  through  the  window 
of  a cast.  The  anesthesia  department  ap- 
preciates having  no  encumbrance  around  the 
chest.  A few  days  after  surgeiy,  or  even 
the  next  day,  the  brace  can  be  re-applied; 
and  because  of  its  basic  dynamic  principles, 
sometimes  more  straightening  of  the  back 
can  be  obtained  during  the  weeks  before  the 
fusion  becomes  bony  hard. 

The  patient  appreciates  the  minimum  con- 
finement which  pennits  of  some  bathing, 
at  least  a sponge  bath.  There  is  also  the 
chance  to  give  skin  care  except  for  two  or 
three  isolated  areas. 


Frequently,  both  physician  and  patients  have  sensed  a loss  of 
individuality.  They  miss  that  feeling  of  warmth  and  understanding 
which  is  a vital  ingredient  in  the  art  of  medicine  . . . Probably 
the  thing  most  needed  in  medicine  today  is  a way  to  combine  modern 
scientific  methods  with  the  personal,  friendly  touch  of  the  old  time 
family  doctor  . . .”  (From  President’s  Page,  Texas  State  Journal 
of  Medicine,  April,  1961). 
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i ORGANIZATION  SECTION 


PROCEEDINGS 
of  the 

BOARD  OF  COUNCILORS 
Nebraska  State  Medical  Association 
May  2,  3,  and  4,  1961 

May  2,  1961 

The  first  session  of  the  Board  of  Councilors  was 
held  in  the  Sheraton  South  Room,  Sheraton-Fon- 
tenelle  Hotel,  Omaha,  Nebraska,  May  2,  1961. 

The  meeting-  was  called  to  order  by  the  Chair- 
man, Dr.  Harold  Neu. 

Members  present  were  Harold  Neu,  M.D.,  R.  E. 
Garlinghouse,  M.D.,  W.  W.  Waddell,  M.D.,  George 
Salter,  M.D.,  R.  S.  Reeder,  M.D.,  B.  N.  Greenberg, 
M.D.,  H.  V.  Nuss,  M.D.,  Wilbur  Johnson,  M.D., 
Ray  S.  Wycoff,  M.D.,  O.  A.  Kostal,  M.D.,  and 
R.  J.  Morgan,  M.D.  Also  present  were  A.  J.  Of- 
ferman,  M.D.,  and  Wm.  Nutzman,  M.D. 

The  motion  was  made  and  seconded  that  the 
minutes  of  the  midwinter  meeting  as  published  in 
the  April  1961  issue  of  the  Journal  be  accepted. 
Motion  carried. 

Nominations  were  called  for  one  member  of  the 
Board  of  Trustees,  the  term  of  M.  E.  Grier,  M.D., 
expiring  in  1961.  It  was  noted  that  Dr.  Grier  was 
eligible  for  reelection.  The  motion  was  made  and 
seconded  that  Dr.  Grier  be  reelected  as  a member 
of  the  Board  of  Ti-ustees.  There  being  no  other 
nominations,  the  motion  carried. 

Nominations  were  called  for  one  member  of  the 
Medicolegal  Advice  Committee,  the  term  of  J.  R. 
Schenken  expiring  in  1961.  Dr.  Kostal  moved  that 
Dr.  Schenken  be  reelected  for  this  committee.  The 
motion  was  seconded,  and  caiTied. 

Nominations  were  called  for  one  member  of  the 
Council  on  Professional  Ethics,  the  term  of  C.  F. 
Heider,  M.D.,  expiring  in  1961.  Motion  was  made 
and  seconded  that  Dr.  Heider  be  reelected  on  the 
Council.  Motion  carried. 

The  Chairman  of  the  Council  then  read  the  fol- 
lowing Life  Memberships  to  be  approved  by  the 
Council : 

J.  E.  M.  Thomson,  M.D.,  Lancaster  County 
Frank  Lipp,  M.D.,  Omaha-Douglas  County 

Dr.  Reeder  moved  that  these  Life  Memberships 
be  approved.  The  motion  was  seconded  and  car- 
ried. 

Dr.  Neu  read  a letter  from  Dr.  R.  E.  Klaas,  Sec- 
retary^ of  the  Madison  Six  County  Medical  Society, 
requesting  individual  charters  for  Madison,  Knox, 
Pierce,  Antelope  and  Cuming  Counties.  Dr.  Klaas 
stated  in  his  letter  that  there  would  not  be  a char- 
ter for  Madison  Six  County  as  this  would  be  inde- 
pendent of  the  state  organization. 

Considerable  discussion  followed.  Dr.  Kostal 
made  the  motion  that  this  request  of  Madison  Six 
County  be  granted,  and  was  seconded  by  Dr.  Gar- 
linghouse, but  the  motion  was  lost. 

Following  more  discussion,  the  motion  was  made 
to  revoke  the  charter  of  Madison  Six  County  Medi- 
cal Society  and  that  the  five  counties  listed  in  the 
letter  be  issued  separate  charters,  according  to  Arti- 
cle III,  Sections  1 and  2 of  the  Constitution.  This 
motion  was  seconded,  and  carried. 

The  Chairman  then  read  a letter  from  K.  R. 


Dalton,  M.D.,  of  Nance  County,  requesting  the  dis- 
solution of  the  Nance  County  Medical  Society,  be^ 
cause  at  the  present  time  there  are  only  three 
practicing  physicians  in  the  county.  After  some 
discussion.  Dr.  Morgan  moved  that  this  request  be 
granted  and  be  referred  to  the  House  of  Delegates 
for  their  consideration.  The  motion  was  seconded, 
and  carried. 

Dr.  Garlinghouse  then  asked  for  permission  of 
the  floor,  at  which  time  he  discussed  the  taping 
of  the  Symposium  on  Thursday  morning.  He  made 
a motion  that  the  Council  urge  the  Board  of 
Ti-ustees  to  strongly  consider  meeting  the  expense 
of  this  taping.  The  motion  was  seconded,  but  did 
not  cari-y. 

Considerable  discussion  followed.  It  was  the 
concensus  of  opinion  of  the  Council  that  someone 
representing  the  Nebraska  State  Medical  Associa- 
tion should  review  the  edited  presentation  before 
any  showings.  It  was  suggested  that  possibly  a 
committee  or  someone  appointed  by  the  President 
of  the  Nebraska  State  Medical  Association  should 
supervise  this  matter.  It  was  moved  and  seconded 
that  adequate  supeiwision  be  provided  for  in  the 
taping  and  editing  of  this  Symposium.  Motion  car- 
ried. 

There  being  no  further  business.  Dr.  Neu  stated 
the  Council  would  adjourn  and  would  meet  again 
Wednesday  morning  at  9:00  a.m..  May  3,  1961. 

May  3,  1961 

The  second  session  of  the  Board  of  Councilors  was 
held  at  the  Sheraton-Fontenelle  Hotel,  Omaha, 
May  3,  1961. 

The  meeting  was  called  to  order  by  the  Chair- 
man, Dr.  Neu. 

Members  present  were  Drs.  H.  V.  Nuss,  B.  N. 
Greenberg,  W.  W.  Waddell,  Harold  Neu,  R.  E. 
Garlinghouse,  George  Salter,  Ray  Wycoff,  R.  C. 
Reeder,  O.  A.  Kostal,  and  R.  J.  Morgan.  Also 
present  was  Dr.  John  McGreer,  Jr. 

The  motion  was  made  to  dispense  with  reading 
of  the  minutes.  This  motion  was  seconded,  and 
carried. 

There  being  no  business  for  the  Board  of  Coun- 
cilors to  consider,  the  motion  was  made  and  sec- 
onded to  adjourn,  and  to  again  be  called  to  order 
at  9:09  a.m.,  Thursday,  May  4,  1961.  The  motion 
carried. 

May  4,  1961 

The  third  session  of  the  Board  of  Councilors  was 
held  at  the  Sheraton-Fontenelle  Hotel,  Omaha,  Ne- 
braska, May  4,  1961. 

The  meeting  was  called  to  order  by  the  Chair- 
man, Dr.  Harold  Neu. 

Members  present  were  Drs.  Harold  Neu,  R.  E. 
Garlinghouse,  W.  W.  Waddell,  George  Salter,  H. 
V.  Nuss,  Ray  S.  Wycoff,  O.  A.  Kostal  and  A.  J. 
Offerman. 

Also  present  was  Dr.  L.  S.  McNeil  of  Campbell 
who  had  been  elected  by  the  House  of  Delegates  to 
fill  the  unexpired  term  of  Dr.  O.  A.  Kostal  from 
the  10th  District. 

The  minutes  of  the  second  session  were  read 
by  Dr.  Wycoff,  and  were  approved  as  read. 

The  Council  discussed  the  selection  of  future 
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General-Practitioner-of-the-Year  nominations.  Dr. 
Nuss  stated  that  names  should  be  submitted  to  the 
Nominating  Committee  from  which  this  selection 
could  be  made. 

Following  this  discussion,  the  motion  w'as  made 
that  the  headquarters  office  of  the  Nebraska  State 
Medical  Association  obtain  a nomination  from  each 
county  medical  society  for  General  Practitioner  of 
the  Year  prior  to  the  Annual  Session,  and  that  these 
nominations  be  submitted  to  the  Nominating  Com- 
mittee for  their  selection  of  the  General  Practition- 
er of  the  Year  from  the  State  of  Nebraska.  Dr. 
Offerman  seconded  this  motion,  and  the  motion  was 
carried. 

There  being  no  further  business  for  the  Council 
to  consider,  the  meeting  was  adjourned. 

Attendance 

May 

County  2 3 4 

ADAMS— 

C.  W.  Landgraf,  Hastings  (D)  P P P 

Paul  Charlton,  Hastings  (A)  

BOONE— 

Wm.  J.  Reeder,  Cedar  Rapids  (D)  

Robt.  Westfall,  Albion  (A)  

BOX  BUTTE— 

W.  L.  Howell,  Hyannis  (D)  

T.  D.  Fitzgerald.  Alliance  (A)  


BUFFALO— 

H.  V.  Smith.  Kearney  (D)  P P P 

F.  L.  Richards,  Kearney  (A)  

BURT— 

L.  Morrow.  Tekamah  (D)  P P P 

Isaiah  Lukens,  Tekamah  (A)  

BUTLER— 


L.  S.  Ekeler.  David  City  (D)  _ 
W.  C.  Niehaus,  David  City  (A) 
CASS— 


R.  R.  Andersen.  Nehawka  (D)  P P P 

R.  F.  Brendel,  Plattsmouth  (A)  

FIVE  COUNTY.  CEDAR.  DIXON. 

DAKOTA.  THURSTON.  WAYNE— 

L-  T.  Gathman.  So.  Sioux  City  (D) P P 

R.  E.  Bray,  Ponca  (A)  

Robt.  Benthack,  Wayne  (D)  P P P 


Chas.  Muffly,  Pender  (A)  

Clarence  B.  Smith.  Hartington  (D) 
H.  J.  BiUerbeck,  Randolph  (A)  _ 
CHEYENNE.  KIMBALL.  DEUEL— 


Hull  Cook.  Sidney  lD|  

C.  J.  Cornelius.  Sidney  (A)  P P P 

CLAY— 

H.  V.  Nuss,  Sutton  (D)  P P P 

COLFAX— 


H.  Dey  Myers,  Schuyler  (D)  

Howard  Fend,  Schuyler  (A)  

CUSTER— 

Theo.  Koefoot,  Jr..  Broken  Bow  (D)  

Ralph  Blair.  Broken  Bow  (A)  

DAWSON - 

A.  W.  Anderson,  Lexington  (D)  P P P 

B.  W.  Pyle,  Gothenburg  (A)  

DODGE— 

D.  B.  Wengert.  Fremont  (D)  P P P 

Robt.  Sorensen.  Fremont  (A)  

FILLMORE— 

A.  A.  Ashby,  Geneva  (D)  P P 

C.  F.  Ashby.  Geneva  (A)  - 

FRANKLIN— 

L.  S.  McNeill,  Campbell  (D)  P P P 

W.  A.  Doering.  Franklin  (A)  

FOUR  COUNTY— 

Roy  S.  Cram,  Burwell  (D)  

GAGE— 

C.  R.  Brott.  Beatrice  (D)  P P 

C.  T.  Frerichs,  Beatrice  (A»  

GARDEN.  KErra.  PERKINS— 

A.  B.  Albee,  Oshkosh  (D)  

E.  E.  Colglazier,  Grant  (A)  

HALE— 

Warren  Bosley,  Grand  Island  (D)  P P P 

Pierce  S oss.  Grand  Island  (A)  

HAMILTON— 

J.  M.  Woodard.  Aurora  (D)  

D.  B.  Steenburg.  Aurora  (A|  

HARLAN— 

H.  R.  Walker,  Almaha  (Dl  

K.  C.  McGrew,  Orleans  (A)  


HOLT  & NORTOWEST— 

HOWARD— 

J.  Y.  Racines.  Palmer  (D)  

R.  W.  Hanisch.  St.  Paul  (A)  

JEFFERSON— 

K.  J.  Kenney,  Fairbury  (D)  P 

W.  P.  Yoachim,  Fairbury  (A)  

JOHNSON— 

John  Schutz,  Tecumseh  (D)  

Ralph  E.  Paul,  Sterling  (A)  

LANCASTER  COUNTY— 

H.  V,  Monger.  Lincoln  (D)  


O.  A.  Neely,  Lincoln  (A)  P P P 

M.  D.  Frazer,  Lincoln  (D)  P P P 

G.  E.  Place,  Lincoln  (A)  

R.  J.  Stein.  Lincoln  <D)  P 

D.  F.  Purvis,  Lincoln  (A)  

B.  F,  Wendt,  Lincoln  (D)  P 

Paul  Goetowski.  Lincoln  (A)  

LINCOLN— 

B.  F.  Claussen,  North  Platte  iD)  P P 

B.  D.  Taylor,  North  Platte  (A)  

MADISON  SIX— 

F.  C.  McClanahan,  Neligh  (D)  

D.  J.  Peetz.  Neligh  (A)  P P P 

W.  E.  Wright.  Creighton  (D)  P P P 

R.  L.  Tollefson,  Wausa  (A)  

H.  S.  Tennant.  Stanton  (D)  

W.  D.  Hansen,  Wisner  (D)  P 

Robt.  Scherer,  West  Point  (A)  

W.  L Devers,  Pierce  (D)  

A.  E.  Maillard,  Osmond  (A)  

James  Dunlap.  Norfolk  (D)  P P P 


John  Pollack.  Norfolk  (A)  

MERRICK— 

E.  T.  Zikmund,  Central  City  (D)  

K.  R.  Treptow,  Central  City  (A)  

NEMAHA— 

John  R.  Thompson,  Auburn  (D)  P P 

F.  M.  Tushla,  Aubxirn  (A)  

NORTHWEST  NEBRASKA— 

Ben  Bishop,  Crawford  (D)  

S.  R.  Rathbun,  Crawford  (A)  

NUCKOLS— 


Donald  R.  Marples.  Nelson  (D)  P P P 

S.  R.  Larson,  Superior  (A)  

OMAHA-DOUGLAS— 

Harry  McFadden.  Omaha  (D)  P P P 

G.  C.  Schreiner,  Omaha  (A)  

G.  B.  McMurtrey,  Omaha  (D)  

D.  W.  Burney,  Omaha  (A)  P 

E.  K.  Connors.  Omaha  (D)  

W.  J.  Reedy,  Omaha  (A)  

T.  J.  Gumett,  Omaha  (D)  P P 

W.  W.  Jurgensen.  Omaha  (A)  

Arnold  Lempka.  Omaha  (D)  P P P 

J.  J.  Grier.  Omaha  (A)  

J.  R.  Schenken.  Omaha  (D)  

R.  D.  Smith,  Omaha  (A)  

R.  L.  Egan.  Omaha  (D)  P P P 

W.  E.  Kelley.  Omaha  (A)  

D.  L.  Bucholz.  Omaha  (D)  P P P 

A.  W.  Abts,  Omaha  (A)  

J.  D.  Coe.  Omaha  (D)  P 

C.  A.  McWhorter,  Omaha  (A)  

OTOE— 

T.  L.  Weekes.  Nebraska  City  (D)  P P P 

W.  C.  Kenner,  Nebraska  City  (A)  

PAWNEE 

H.  C.  Stewart,  Pawnee  City  (D)  P 

A.  B.  Anderson.  Pawnee  City  (A)  

PHELPS— 

H.  A.  McConahay,  Holdrege  (D)  P P 

Walter  Reiner,  Holdrege  (A)  

PLATTE— 

E.  E.  Koebbe,  Columbus  (D)  P P P 

E.  G.  Brillhart,  Columbus  (A)  

POLK 

R.  L.  Bierbower.  Shelby  (D)  P 

C.  E Anderson.  Stromsburg  (A)  P 

RICHARDSON— 

Louis  Brennan.  Falls  City  (D)  

S.  D.  Cowan,  Falls  City  (A)  


SALINE— 

L.  W.  Forney.  Crete  (D) 
R.  W.  Homan,  Crete  (A)  . 


SAUNDERS— 

E.  J.  Hinrichs,  Wahoo  (D)  P P 

I.  M.  French,  Wahoo  (A)  P 

SCOTTSBLUFF— 

Edwin  J.  Loeffel,  Mitchell  (D)  P P P 

Carl  Frank.  Scottsbluff  (A)  


SEWARD— 

Ray  Hill,  Seward  (Dl  

Robt.  Herpholsheimer.  Seward  (A)  

SOUTHWEST  NEBRASKA— 

F.  M.  Kairer,  McCook  (D)  P P P 
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THAYER— 

L.  G.  Bunting.  Hebron  (D)  

R.  E.  Penry.  Hebron  (A)  

WASHSINGTON— 

R.  F.  Sievers,  Blair  (D)  P P 

C.  D.  Howard.  Blair  (A)  

YORK— 

R.  E.  Harry,  York  (D)  P P P 

Harold  Frieson.  Henderson  (A)  

J.  B.  Christensen.  Omaha. 

Speaker.  House  of  Delegates  P P P 

Wm.  Nutzman.  Kearney. 

Vice  Speaker.  House  of  Delegates  P P P 


PROCEEDINGS 
of  the 

HOUSE  OF  DELEGATES 
Nebraska  State  Medical  Association 
May  2,  3,  and  4.  1961 

The  first  session  of  the  House  of  Delegates  of 
the  Nebraska  State  Medical  Association  was  held 
in  the  Sheraton  South  Room,  Sheraton-Fontenelle 
Hotel,  Omaha,  Nebraska  on  May  2,  1961. 

The  meeting  was  called  to  order  by  the  Speaker 
of  the  House  of  Delegates,  J.  B.  Christensen,  M.D. 

Roll  call  showed  a total  of  36  delegates  present. 
Inasmuch  as  20  delegates  constitute  a quorum,  the 
House  was  declared  in  session. 

A motion  was  made  by  Dr.  Koebbe  that  the  min- 
utes of  the  midwinter  meeting,  February  19,  1961, 
be  accepted  as  published  in  the  April,  1961  issue  of 
the  Nebraska  State  Medical  Journal.  The  motion 
was  seconded,  and  can-ied. 

A recess  was  called  by  the  Speaker  for  the  se- 
lection of  the  Nominating  Committee. 

Nominating  Committee 

The  House  was  again  called  to  order,  and  the 
following  nominees  were  presented: 

1st  District — Arnold  Lempka,  M.D. 

2nd  District — T.  L.  Weekes,  M.D. 

3rd  District — John  Thompson,  M.D. 

4th  District — James  Dunlap,  M.D. 

5th  District — E.  E.  Koebbe,  M.D. 

6th  District — R.  E.  Hany,  M.D. 

7th  District — H.  V.  Nuss,  M.D. 

8th  District — 

9th  District — ^Harold  Smith,  M.D. 

10th  District — C.  W.  Landgraf,  M.D. 

11th  District — Bruce  Claussen,  M.D. 

12th  District — C.  J.  Cornelius,  M.D. 

The  motion  was  made  and  seconded  that  these 
nominations  become  the  Nominating  Committee. 
Motion  carried. 

Dr.  Christensen  then  read  the  reference  commit- 
tees that  would  serve  during  the  Annual  Session. 

Reports  of  Committees 

Reports  of  committees  were  then  called  for  by 
the  Speaker. 

Dr.  H.  S.  Morgan,  Chairman  of  the  Planning 
Committee,  was  granted  permission  of  the  floor. 
Dr.  Morgan  then  read  the  amendment  to  the  Regu- 
lations and  Standards  for  Hospitals  and  Maternity 
Homes.  Dr.  Morgan  submitted  the  following  rec- 
ommendation of  the  Planning  Committee  to  the 
House  of  Delegates  regarding  this  amendment: 

The  Planning  Committee  reaffirms  its  stand 


that  Regulation  VIII,  Section  B,  Para.  4,  of 
the  Regulations  and  Standards  for  Hospitals 
and  Maternity  Homes,  regarding  two  physicians 
being  scrubbed  when  major  surgery  is  per- 
formed, should  be  deleted  from  the  regulations 
as  being  impractical  and  unenforceable. 

The  Committee  further  recommends  that 
Regulation  IX,  Section  B,  Para.  3-A,  “A  sur- 
gical schedule  shall  be  maintained  as  a perma- 
nent record  in  each  hospital  including  the  name 
of  patient,  surgeon,  assisting  surgeon,  pre- 
operative  diagnosis,  anesthetic  used  and  by 
whom  administered,  the  date  and  hour  surgery 
is  begun  and  completed”  be  approved  as  writ- 
ten. 

In  regard  to  Para.  3-B  on  tissue  being  sub- 
mitted to  a pathologist,  the  committee  recom- 
mends the  following  statement  replace  the  pres- 
ent description: 

“Tissues  removed  during  surgery  shall  be 
submitted  to  a pathologist  for  review  and  the 
pathologist’s  report  shall  be  made  a part  of  the 
patient’s  hospital  record.  As  a guiding  prin- 
ciple, in  the  interest  of  economy,  the  guide  for 
tissue  examination  developed  by  the  Joint  Com- 
mission on  Accreditation  of  Hospitals  is  rec- 
ommended as  a means  of  determining  which  tis- 
sues may  be  subjected  to  gross  examination 
only.” 

Dr.  Christensen  imled  that  this  recommendation 
of  the  Planning  Committee  would  be  referred  to 
Reference  Committee  No.  5 — Planning. 

Dr.  Teal  was  granted  peirnission  of  the  floor 
to  report  on  the  Relative  Value  Study,  in  the  ab- 
sence of  Dr.  Paul  Maxwell,  Chairman  of  the  Uni- 
form Fee  Schedule  Committee.  The  following  let- 
ter was  read: 

April  3,  1961 

The  Uniform  Fee  Schedule  & Advisory  Counsel 
Nebraska  State  Medical  Association 
1315  Sharp  Building 
Lincoln,  Nebraska 

Attention:  Paul  D.  Maxwell,  M.D.,  Chairman 


Dear  Dr.  Maxwell: 

The  judges  of  this  court  having  met  with 
your  committee  on  March  30,  1961,  thereafter 
went  into  confei’ence  and  as  a result  I am  au- 
thorized to  inform  you  that  the  Nebraska  Work- 
men’s Compensation  Court  has  adopted,  effec- 
tive May  15,  1961,  the  Relative  Value  Study, 
First  Edition  printed  in  1961,  by  the  Nebraska 
State  Medical  Association,  as  a medical  fee 
schedule  to  be  used  in  workmen’s  compensa- 
tion cases,  as  fair  and  reasonable  charges  for 
the  services  therein  shown,  not  to  exceed  a fee 
produced  by  multiplying  the  unit  value  of  the 
specific  service  by  the  appropriate  factor  here- 
inafter set  out. 

For  all  seivices  under  MEDICINE,  a factor 
of  2 

For  all  seivices  under  SURGERY,  a factor 
of  5 

For  all  seivices  under  RADIOLOGY,  a fac- 
tor of  2.5 

For  all  services  under  PATHOLOGY,  a fac- 
tor of  4. 

The  adoption  of  this  schedule  and  the  effec- 
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tive  date  thereof,  are  premised  upon  the  prior 
approval  of  the  House  of  Delegates  of  the  Ne- 
braska State  Medical  Association,  at  a meeting 
to  be  held  on  or  about  May  2,  1961. 

Yours  very  timly, 

NEBRASKA  WORKMEN’S  ^ 
COMPENSATION  COURT, 

By  Albert  Amis,  Presiding  Judge. 

The  Speaker  mled  that  this  report  would  be  giv- 
en to  the  Reference  Committee  No.  4 — Voluntaiy 
Prepayment. 

Dr.  Offerman  asked  pel-mission  of  the  floor  and 
stated  that  he  noted  in  the  above  letter  that  seiw- 
ices  under  ANESTHESIA,  and  the  factor  had  been 
omitted,  and  he  asked  that  this  be  added. 

Dr.  Teal  then  discussed  the  various  legislative 
bills.  He  said  that  help  was  needed  on  LB  642  to 
get  it  out  of  committee.  He  stated  that  there  were 
four  legislators  on  this  committee  against  the  bill. 
Dr.  Teal  asked  the  help  of  all  delegates  present  on 
this  bill. 

Dr.  Teal  then  read  a letter  from  the  American 
Medical  Association  regarding  the  nomination  of 
a General  Practitioner  of  the  Year  from  the  State 
of  Nebraska. 

Dr.  Christensen  stated  that  this  would  be  given  to 
the  Nominating  Committee. 

Dr.  Christensen  then  stated  that  he  would  like 
to  call  attention  to  the  comments  of  the  Editor 
of  the  Nebraska  Medical  Journal  in  the  April,  1961 
issue  regarding  the  small  representation  in  the 
House  of  Delegates  at  the  1961  midwinter  meeting, 
and  the  seeming  lack  of  interest. 

New  Business 

New  business  was  then  called  for,  and  Dr.  Dun- 
lap was  granted  peimission  of  the  floor,  and  read 
a resolution  submitted  by  the  Madison  Six  County 
Medical  Society. 

Dr.  Christensen  niled  this  resolution  be  given  to 
Reference  Committee  No.  5. 

Dr.  Koebbe  was  gi-anted  peimission  of  the  floor 
and  read  a resolution  submitted  by  the  Nebraska 
Academy  of  Ophthalmology  and  Otolaryngology. 

The  Speaker  i-uled  this  would  be  given  to  Refer- 
ence Committee  No.  5. 

A resolution  submitted  by  Burt  County  Medical 
Society  was  read  by  Dr.  L.  Moitow.  The  Speaker 
i-uled  this  would  be  referred  to  Reference  Committee 
No.  5. 

Dr.  Offeiman  was  granted  peimission  of  the  floor 
and  read  the  following  resolution  from  the  Omaha- 
Douglas  County  Medical  Society: 

WHEREAS:  Public  Authorities  in  many 

states,  such  as  New  York,  Pennsylvania,  Main- 
land, New  Jersey  and  Michigan,  have  asserted, 
together  with  many  news  articles,  that  vdde- 
spread  over-utilization  and  unnecessary  utiliza- 
tion of  hospital  and  medical-surgical  ser\dces 
covered  by  Voluntary  Health  Insurance  Plans 
exists,  which  materially  contributes  to  increased 
costs  of  dues  and  premiums;  and, 

WHEREAS:  It  is  asserted  that  doctors,  hos- 
pitals and  members  themselves  should  and  can 
control  such  faulty  and  unnecessary  use  of  hos- 
pital and  medical-surgical  services;  and. 


WHEREAS:  Experience  in  Nebraska  reveals 
that  apparently  there  is  no  widespread  abuse 
existing,  but  pradent  and  good  judgment  indi- 
cates that  the  best  interests  of  the  public,  the 
hospitals,  the  medical  profession  and  the  Vol- 
untary,' Health  Insurance  Plans  would  be  seraed 
by  a sound,  well  supported  program  to  promote 
necessai-y  and  proper  usage  of  the  Voluntary 
Plans’  coverage  so  that  prev'entive  and  con-ec- 
tiv'e  action  may  be  had;  and,  documentary  evi- 
dence secured  to  encourage  proper  usage  of 
the  Plans  and  to  offset  any  undue  criticism  in 
the  State  of  Nebraska,  and  to  keep  the  costs 
of  health  insurance  within  reasonable  bounds; 
and, 

WHEREAS:  The  public’s,  doctors’,  and  hos- 
pitals’ interests  w'ould  best  be  serv'ed  by  the 
Nebraska  State  Medical  Association,  Nebraska 
Hospital  Association,  Nebraska  Blue  Cross  and 
Nebi’aska  Blue  Shield  fonning  a Joint  Commit- 
tee and  launching  a program  to  promote  prop- 
er use  of  Nebraska  Medical-surgical  seraices 
and  hospital  facilities  and  resources.  A five- 
point  program  designed  to  consei-ve  and  make 
optimam  use  of  Nebraska  medical-surgical  serv- 
ices and  hospital  facilities  should  be  initiated 
in  the  near  future. 

The  fiv'e  recommendations  included  in  the  pro- 
gram are  as  follows: 

1.  The  creation  of  a Voluntai-y  Physicians  Re- 
view Committee  of  the  Medical  Staff  in  each  hos- 
pital to  analyze  and  make  recommendation  to  the 
Medical  Staff  and  to  Nebraska  Blue  Cross  and  Blue 
Shield  regarding: 

A.  Use  of  medical-sm’gical  services  and  hos- 
pital facilities  by  the  Medical  Staff. 

B.  Medical  necessity  of  admissions  and  continu- 
ance of  hospital  stay. 

2.  That  the  Joint  Committee  of  the  Nebraska 
State  Medical  Association,  Nebraska  Hospital  As- 
sociation, Nebraska  Blue  Ci’oss  and  Nebraska  Blue 
Shield  review  the  utilization  reports  from  the  Blue 
Cross  and  Blue  Shield  Plans,  and  recommend  policy 
for  guidance  of  the  Physicians  Review  Committee 
and  act,  as  liaison  agent  with  the  Physicians  Review- 
Committee  in  each  hospital. 

3.  That  the  Joint  Committee  establish  an  educa- 
tional program  for  the  Physicians  regaining  the 
need  for  conserv-ation  of  medical-surgical  services 
and  hospital  resources  and  facilities. 

4.  That  the  Joint  Committee  establish  a public 
education  program  directed  tovvai-d  the  individual 
subscribers  of  Voluntary  Health  Insurance  Plans 
regai-ding  proper  utilization  of  medical  - surgical 
sei-vices  and  hospital  seiwices  supplied  under  Vol- 
untary Health  Insurance  Plans  and  agreements. 

5.  That  continuing  study  should  be  made  of  the 
coverage  of  Blue  Cross-Blue  Shield  and  those  of  the 
Commercial  Carriers  for  the  purpose  of  recommend- 
ing to  these  Carriers  proper  expansion  of  coverage 
in  keeping  with  the  times  and  within  the  ability  of 
the  Plans  in  accord  with  actuarial  advice  and  ex- 
perience, and  in  keeping  with  the  costs  of  health 
cov-erage,  w-hich  people  can  afford  and  w-ill  pay  for. 

WHEREAS:  The  above  program  would 

strengthen  hospital  and  medical-surgical  serv- 
ices and  resources  and  the  whole-hearted  sup- 
port of  the  program  by  Physicians  and  the  in- 
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sured  public  would  prevent  misuse  of  services 
pi-ovided  under  Voluntai-y  Health  Insurance 
Plans  such  as  has  been  reported  in  various  parts 
of  the  country. 

THEREFORE  BE  IT  RESOLVED,  that  the 
Omaha-Douglas  County  Medical  Society  is  in 
favor  of  the  formation  of  a Joint  Committee  by 
the  Nebraska  State  Medical  Association,  Ne- 
braska Hospital  Association,  Nebraska  Blue 
Cross  and  Nebraska  Blue  Shield  to  promote 
and  encourage  proper  use  of  medical-surgical 
seiwices  and  hospital  facilities;  and,  within  the 
ability  and  resources  of  the  Voluntaiy  Health 
Insurance  Plans,  to  furnish  adequate  coverage 
at  reasonable  cost.  That  Physician  Review 
Committees  be  established  by  each  Hospital 
Staff  on  a voluntary  basis,  to  promote  proper 
usage  of  medical-surgical  seiwices  and  hospital 
facilities  for  subscribers  covered  by  Voluntary 
Health  Insurance  Plans. 

This  resolution,  if  approved,  be  foi-warded  to 
the  Nebraska  State  Medical  Association, 
House  of  Delegates  for  action,  and  a copy  to 
the  Nebraska  Hospital  Association. 

Dr.  Christensen  imled  that  this  resolution  would 
be  referred  to  Reference  Committee  No.  4 — Vol- 
untary Prepayment. 

Mr.  M.  C.  Smith  was  then  granted  pel-mission  of 
the  floor,  and  presented  the  following: 

1.  Letter  and  resolution  received  from  the  Bu- 
reau of  Narcotics,  which  the  Speaker  referred  to 
Reference  Committee  No.  6 — Public  Health. 

2.  Report  received  from  Dr.  S.  I.  Fuenning  on. 
the  8th  Conference  of  Physicians  and  Schools,  which 
the  Speaker  referred  to  Reference  Committee  No. 
5 — Planning. 

8.  Mr.  Smith  stated  that  he  had  received  a reso- 
lution similar  to  the  one  read  by  Dr.  Koebbe,  and 
the  Speaker  referred  this  to  Reference  Committee 
No.  5 ■ — Planning. 

4.  Mr.  Smith  stated  that  he  had  received  several 
letters  and  resolutions  from  different  state  asso- 
ciations regarding  the  resolution  passed  by  the 
House  of  Delegates  at  their  midwinter  meeting  re- 
garding the  increase  of  A.M.A.  dues.  Dr.  Christen- 
sen i-uled  that  these  would  be  referred  to  Reference 
Committee  No.  5 — Planning. 

5.  Mr.  Smith  read  a resolution  which  he  had  re- 
ceived relative  to  the  care  of  the  aged.  This,  the 
Speaker  referred  to  Reference  Committee  No.  5 — 
Planning. 

Dr.  Fay  Smith  asked  for  permission  of  the  floor. 
He  discussed  the  necessity  of  legislative  protec- 
tion for  our  Council  on  Profesional  Ethics.  He 
stated  that  he  thought  a resolution  should  be  drawn 
up  recommending  an  interim  study,  and  that  a re- 
port be  presented  a year  from  now  relative  to  ask- 
ing the  state  legislature  to  amend  our  laws  so  that 
the  Council  on  Professional  Ethics  Committee  can 
be  protected.  No  action  was  taken  on  this  by  the 
House  of  Delegates. 

Dr.  R.  F.  Sievers  was  gi-anted  permission  of  the 
floor  and  presented  the  following  resolutions  from 
the  Washington  County  Medical  Society: 

WHEREAS,  the  American  College  of  Sur- 
geons has  declared  that  the  use  of  the  refer- 
ring physician  as  surgical  assistant  constitutes 
unethical  practice,  and 


WHEREAS,  the  family  physician  is  in  the 
best  position  to  understand  the  total  back- 
ground of  the  patient,  including  the  current 
illness,  the  past  histoi-y,  as  well  as  the  social 
and  emotional  factors  involved,  so  that  he  can 
offer  valuable  assistance  in  management  of  the 
patient  and  the  family,  and 

WHEREAS,  the  family  physician  is  usually 
well  and  adequately  trained  in  surgical  tech- 
niques,  so  that  he  can  perform  his  duties  as 
assistant  in  a competent  manner,  and  thereby 
he  IS  in  better  position  to  serve  his  patient  in 
future  years,  and 

WHEREAS,  the  patient  and  his  family  fre- 
quently desire  and  expect  that  the  family  physi- 
cian be  present  and  assist  in  the  surgeiy,  be- 
cause this  promotes  confidence  and  comfort 
when  the  patient  is  facing  a surgical  ordeal 
now  ’ 

THEpFORE,  BE  IT  RESOLVED,  that  the 
Nebraska  State  Medical  Society  strongly  dis- 
approves this  pronouncement  as  an  inequity 
both  to  the  family  physician  and  the  patient 
and  that  proper  attempts  be  made  through  ne- 
gotiations with  the  American  College  of  Sur- 
geons and  through  the  good  offices  of  the  Com- 
mission on  Accreditation  of  Hospitals  be  made 
to  remove  this  pronouncement  of  the  American 
College  of  Surgeons;  now,  therefore  be  it 

RESOLVED,  that  our  delegates  to  the  A.M.A. 
Convention  be  instructed  to  vote  in  favor  of 
surgeiy  and  obstetrics  being  mandatoiy  in  the 
future  tw-o  year  residency  training  program  for 
general  practice. 

Dr.  Christensen  ruled  that  these  resolutions  would 
be  referred  to  Reference  Committee  No.  5 — Plan- 
ning. 

The  Speaker  then  stated  that  the  Nominating 
Committee  would  meet  in  the  Hunt  Room,  and  fur- 
ther stated  that  the  room  assignments  for  the  Ref- 
erence Committees  would  be  on  the  board  at  the 
registration  desk. 

The  motion  was  made  and  seconded  that  the  meet- 
ing be  adjourned  until  8:00  a.m.,  Wednesday,  May 
8,  1961.  Motion  carried. 

Second  Session  — May  3,  1961 

The  second  session  of  the  House  of  Delegates 
of  the  Nebraska  State  Medical  Association  was 
held  in  the  Sheraton  South  Room,  Sheraton-Fon- 
tenelle  Hotel,  Omaha,  on  May  8,  1961. 

The  meeting  was  called  to  order  by  the  Speaker 
of  the  House,  J.  B.  Christensen,  M.D. 

Roll  call  showed  a total  of  87  delegates  present. 

The  minutes  of  the  first  session  were  read  by 
Dr.  Christensen.  The  motion  was  made  and  sec- 
onded to  accept  the  minutes  as  read.  Motion  car- 
ried. 

The  Speaker  asked  the  House  of  Delegates  if  they 
would  like  to  take  any  action  on  the  suggestion  of 
Dr.  Fay  Smith  at  the  first  session  regarding  legis- 
lative protection  for  the  Council  on  Professional 
Ethics.  Again  no  action  was  taken. 

Dr.  Christensen  read  the  following  requests  for 
Life  Membership  which  had  been  approved  by  the 
Board  of  Councilors: 

J.  E.  M.  Thomson,  M.D.,  Lancaster  County 
Frank  Lipp,  M.D.,  Omaha-Douglas  County 
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The  motion  was  made  by  Dr.  Karrer  that  these 
requests  for  Life  Membership  be  granted.  The 
motion  was  seconded,  and  carried. 

Dr.  Christensen  stated  that  a letter  received  from 
the  Secretary  of  Madison  Six  County  Medical  So- 
ciety requesting  individual  charters  for  Madison, 
Knox,  Pierce,  Antelope  and  Cuming  Counties.  He 
then  read  the  portion  of  the  minutes  of  the  Board 
of  Councilors  pertaining  to  this  matter. 

Dr.  Dunlap  was  granted  permission  of  the  floor 
and  stated  that  there  is  no  record  of  a charter  hav- 
ing been  given  to  the  Madison  Six  County  Medical 
Society.  Therefore,  these  counties  were  asking  for 
separate  charters  so  that  they  could  comply  with 
the  Constitution  and  By-Laws  of  the  Nebraska 
State  Medical  Asociation. 

Dr.  Christensen  niled  this  matter  would  be  given 
to  Reference  Committee  No.  5 — Planning. 

Dr.  McGreer  was  then  granted  permission  of  the 
floor  to  introduce  Mr.  Frank  Woolley  of  the  Amer- 
ican Medical  Association,  who  has  replaced  Mr. 
Rueben  Dalbec. 

Mr.  Woolley  discussed  the  legislation  regarding 
medical  care  for  the  aged  under  Social  Security. 
He  strongly  urged  eveiyone  to  use  evei’y  means 
possible  in  fighting  this  legislation. 

Dr.  Tanner,  Chairman  of  the  Blood  and  Blood 
Products  Committee,  was  asked  to  give  an  oral  re- 
port of  his  committee.  Dr.  Tanner  discussed  the 
results  of  the  survey  study  his  committee  had  made 
of  the  small  hospital  blood  banks  in  Nebraska 
which  was  carried  out  by  questionnaire-procedure. 

Reports  of  Reference  Committees 

The  Speaker  called  for  the  report  of  Reference 
Committee  No.  4 — Voluntary  Prepayment.  Dr. 
Koebbe,  ChaiiTnan  of  this  committee  submitted  the 
following  report: 

This  committee  was  given  the  Fee  Schedule- 
Relative  Value  Study.  This  was  adopted  by 
the  House  of  Delegates  at  the  midwinter  meet- 
ing, Februaiy  19,  1961.  The  Compensation 
Court  of  the  State  of  Nebraska  has  accepted 
it  to  go  into  effect  May  15,  1961.  We  feel  that 
no  further  action  is  needed.  I move  that  this 
be  approved. 

This  motion  was  seconded,  and  carried. 

This  Committee  was  given  the  resolution 
from  Omaha-Douglas  County  Medical  Society 
regarding  a program  to  conserve  medical-sur- 
gical seiwices  and  hospital  facilities  and  re- 
sources. This  committee  has  carefully  consid- 
ered this  resolution,  and  we  recommend  its 
adoption.  I so  move. 

The  motion  was  seconded  and  canned. 

I move  the  repoi-t  of  this  reference  commit- 
tee as  a whole  be  accepted. 

Motion  was  seconded  and  carried. 

The  Speaker  called  for  a report  of  Reference 
Committee  No.  6 — Public  Health.  Dr.  Karrer  gave 
the  following  report  in  the  absence  of  Dr.  Nuss, 
Chaii-man  of  this  Reference  Committee. 

This  committee  had  only  one  item  to  consid- 
er. This  was  the  resolution  received  from  the 
Bureau  of  Narcotics  as  follows: 

WHEREAS  the  American  Medical  Associa- 
tion and  the  American  Bar  Asociation  have  had 


committees  studying  the  problem  of  narcotu 
dnig  addiction,  and 

WHEREAS  successful  and  humane  with- 
drawal of  individuals  addicted  to  narcotics  in 
the  United  States  necessitates  constant  control 
under  conditions  affording  a drug-free  envir- 
onment, and  always  requires  close  medical  su- 
pervision, and 

WHEREAS  the  successful  treatment  of  nar- 
cotic addicts  in  the  United  States  requires  ex- 
tensive postwithdrawal  rehabilitation  and  oth- 
er therapeutic  services, 

BE  IT  RESOLVED  that  the  Nebraska  State 
Medical  Association  expresses  the  opinion  that 
maintenance  of  stable  dosage  levels  in  individu- 
als addicted  to  narcotics  is  generally  inadequate 
and  medically  unsound  and  that  ambulatory 
clinic  plans  for  the  withdrawal  of  narcotics 
from  addicts  are  likewise  generally  inadequate 
and  medically  unsound;  and 

BE  IT  FURTHER  RESOLVED  that  the  Ne- 
braska State  Medical  Association  delegates  to 
the  American  Medical  Association  be  instructed 
(a)  to  oppose  the  development  of  such  ambula- 
tory treatment  plans,  and  (b)  to  support  (1) 
after  complete  withdrawal,  follow-up  treatment, 
including  that  available  at  rehabilitation  cen- 
ters, (2)  measures  designed  to  permit  the  com- 
pulsory civil  commitment  of  drug  addicts  for 
treatment  in  a dnig-free  environment,  (3)  the 
advancement  of  methods  and  measures  towards 
rehabilitation  of  the  addict  under  continuing 
civil  commitment,  and  (4)  the  establishment  of 
methods  for  the  dissemination  of  factual  in- 
formation on  narcotic  addiction  to  the  members 
of  the  medical  profession. 

This  Reference  Committee  goes  on  record  as 
approving  this  resolution. 

This  motion  was  seconded,  and  carried. 

Dr.  Christensen  stated  that  Dr.  C.  J.  Comelius 
was  representing  Cheyenne-Kimball-Deuel  County 
Society.  As  Dr.  Comelius  was  not  a certified  dele- 
gate or  alternate,  the  House  would  have  to  approve 
his  being  seated  as  a alternate  from  this  county 
society.  The  motion  was  made  and  seconded  that 
Dr.  Comelius  be  seated.  Motion  carried. 

Dr.  Egan  was  granted  peimission  of  the  floor, 
and  read  the  following  resolution  from  the  Omaha- 
Douglas  County  Medical  Society: 

WHEREAS:  There  is  a need  for  medical 

assistance  to  the  aged  in  Nebraska  since  well- 
informed  sources  state  that  there  are  about 
15,000  persons  in  Nebraska  over  age  65  who 
are  in  need  of  assistance  to  finance  the  costs 
of  health  care,  and 

WHEREAS:  The  currently  proposed  legisla- 
tion, LB  642,  under  consideration  in  the  state 
legislature  to  Implement  the  federal  legislation 
established  by  the  Kerr-Mills  Bill,  would  accom- 
plish medical  assistance  to  the  aged  effectively 
and  economically, 

THEREFORE  BE  IT  RESOLVED:  That  the 
Nebraska  State  Medical  Association  is  strongly 
in  favor  of  implementing  the  Kerr-Mills  legis- 
lation at  local  level  by  passage  of  proper  state 
legislation  such  as  LB  642,  and 

BE  IT  FURTHER  RESOLVED:  That  the 

Nebraska  State  Medical  Association  urges  the 
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individual  membei's  of  the  Nebraska  state  legis- 
lature to  approve  and  pass  LB  642,  and  that  a 
copy  of  this  resolution  be  sent  to  the  Gover- 
nor of  the  State  of  Nebraska  and  to  all  mem- 
bers of  the  legislature  of  the  State  of  Ne- 
braska. 

Dr.  Egan  made  a motion  that  the  House  of  Dele- 
gates accept  this  z’esolution.  The  motion  was  sec- 
onded, and  earned. 

The  Speaker  niled  that  the  meeting  would  ad- 
joum,  and  would  meet  again  Thursday  at  8:00  a.m.. 
May  4,  1961. 

Third  Session  — May  4,  1961 

The  third  session  of  the  House  of  Delegates  of 
the  Nebraska  State  Medical  Association  was  held 
in  the  Sheraton  South  Room,  Sheraton-Fontenelle 
Hotel,  Omaha  on  May  4,  1961. 

Dr.  Christensen,  Speaker  of  the  House  of  Dele- 
gates, called  the  meeting  to  order. 

Roll  call  showed  33  delegates  present. 

Dr.  Christensen  read  the  minutes  of  the  second 
session.  The  motion  was  made  and  seconded  to  ap- 
prove the  minutes  as  read.  Motion  carried. 

Report  of  Nominating  Committee 

The  Speaker  called  for  a report  of  the  Nominating 
Committee.  Dr.  Koebbe,  Chairman  of  the  Nomin- 
ating Committee,  presented  the  following  slate: 

President-elect — O.  A.  Kostal,  Hastings 

Vice  President — R.  R.  Andersen,  Nehawka 
Councilors: 

5th  District — Robert  Reeder,  Fremont 
6th  District — C.  L.  Anderson,  Stromsburg 
7th  District — H.  V.  Nuss,  Sutton 
8th  District — Rex  Wilson,  O’Neill 
1th  Distidct  (to  fill  unexpired  teian  of  Harvey 
Clarke) — Max  Raines,  North  Platte 

Delegate  to  A.M.A. — Earl  Leininger,  McCook 
Alternate  Delegate  to  A.M.A. — W.  C.  Kenner, 
Nebraska  City 

Board  of  Directors,  Nebraska  Medical  Service: 
George  Covey,  Lincoln 
J.  Jay  Keegan,  Omaha 
A.  J.  Offennan,  Omaha 
Fay  Smith,  Imperial 
Donald  D.  Steenburg,  Aurora 
Delegate  to  North  Central  Conference: 

Paul  Maxwell,  Lincoln 
General  Practitioner  of  the  Year: 

Ray  S.  Wycoff,  Lexington 

Other  nominations  were  called  for  from  the  floor, 
but  none  were  presented.  Dr.  Koebbe  moved  that 
the  report  of  the  Nominating  Committee  be  ac- 
cepted. The  motion  was  seconded  and  carried. 

Unfinished  Business 

The  Speaker  then  stated  any  unifinished  business 
would  be  taken  care  of  while  they  were  waiting  for 
the  presentation  of  0.  A.  Kostal,  M.D.,  President- 
elect. 

Dr.  J.  T.  McGreer  was  granted  permission  of  the 
floor,  and  read  the  following  Inter-Professional 
Code  for  Physicians  and  Attorneys: 


Inter-Professional  Code  for 
Physicians  and  Attorneys 

The  provisions  of  this  Code  are  intended  as 
guides  for  physicians  and  attorneys  in  their  inter- 
related practice  in  the  areas  covered  by  its  pro- 
visions. They  are  not  laws,  but  suggested  rules  of 
conduct  for  members  of  the  two  professions,  sub- 
ject to  the  principles  of  medical  and  legal  ethics 
and  the  imles  of  law  prescribed  for  their  individual 
conduct. 

This  code  constitutes  the  recognition  that,  with 
the  growing  inter-relationship  of  medicine  and  law, 
it  is  inevitable  that  physicians  and  attorneys  will 
be  drawn  into  steadily  increasing  association.  It 
will  serve  its  pui-pose  if  it  promotes  the  public 
welfare,  improves  the  practical  working  relation- 
ships of  the  two  professions,  and  facilitates  the 
administration  of  justice. 

Medical  Reports 

The  physicians  upon  proper  authorization  should 
promptly  furnish  the  attorney  with  a complete 
medical  report,  and  should  realize  that  delays  in 
providing  medical  information  may  prejudice  the 
oppoiTunity  of  the  patient  either  to  settle  his  claim 
or  suit,  delay  the  trial  of  a case,  or  cause  additional 
expense  or  the  loss  of  important  testimony. 

The  attorney  should  give  the  physician  reasonable 
notice  of  the  need  for  a report  and  clearly  specify 
the  medical  information  which  he  seeks. 

Conferences 

It  is  the  duty  of  each  profession  to  present  fairly 
and  adequately  the  medical  infoimation  involved'  in 
legal  controversies.  To  that  end  the  practice  of 
discussion  in  advance  of  the  trial  between  the 
physician  and  the  attorney  is  encouraged  and  rec- 
ommended. Such  discussion  should  be  had  in  all 
instances  unless  it  is  mutually  agreed  that  it  is  un- 
necessary. 

Conferences  should  be  held  at  a time  and  place 
mutually  convenient  to  the  parties.  The  attorney 
and  the  physician  should  fully  disclose  and  discuss 
medical  information  involved  in  the  controversy. 

Subpoena  for  Medical  Witness 

Because  of  conditions  in  a particular  case  or 
jurisdiction  or  because  of  the  necessity  for  pro- 
tecting himself  or  his  client,  the  attorney  is  some- 
times required  to  subpoena  the  physician  as  wit- 
ness. Although  the  physician  should  not  take  of- 
fense at  being  subpoenaed  the  attorney  should  not 
cause  the  subpoena  to  be  issued  without  prior  noti- 
fication to  the  physician.  The  duty  of  the  physi- 
cian is  the  same  as  that  of  any  other  person  to 
respond  to  judicial  process. 

Arrangements  for  Court  Appearances 

While  it  is  recognized  that  the  conduct  of  the 
business  of  the  courts  cannot  depend  upon  the  con- 
venience of  litigants,  lawyers  or  witnesses,  ar- 
rangements can  and  should  be  made  for  the  at- 
tendance of  the  physician  as  a witness  which  take 
into  consideration  the  professional  demands  upon 
his  time.  Such  arrangements  contemplate  reason- 
able notice  to  the  physician  of  the  intention  to  call 
him  as  a witness  and  to  advise  him  by  telephone, 
after  the  trial  has  commenced,  of  the  approximate 
time  of  his  required  attendance.  The  attorney 
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should  make  everj'  effort  to  conserve  the  time  of 
the  physician. 

Physician  Called  As  Witness 

The  attorney  and  the  physician  should  treat  one 
another  with  dignity  and  respect  in  the  courtroom. 
The  physician  should  testify  solely  as  to  the  medical 
facts  in  the  case  and  should  frankly  state  his  med- 
ical opinion.  He  should  never  be  an  advocate  and 
should  realize  that  his  testimony  is  intended  to 
enlighten  rather  than  to  impress  or  prejudice  the 
court  or  the  juiy. 

It  is  improper  for  the  attorney  to  abuse  a medi- 
cal witness  or  to  seek  to  influence  his  medical 
opinion.  Established  rules  of  evidence  afford  am- 
ple opportunity  to  test  the  qualifications,  com- 
petence and  creditability  of  a medical  witness;  and 
it  is  always  improper  and  unnecessary  for  the  at- 
torney to  embarrass  or  harass  the  physician. 

Fees  for  Services  of  Physician 
Relative  to  Litigation 

The  physician  is  entitled  to  reasonable  compensa- 
tion for  time  spent  in  conferences,  preparation  of 
medical  reports,  and  for  court  or  other  appearances. 
These  are  proper  and  necessaiy  items  of  expense  in 
litigation  involving  medical  questions.  The  amount 
of  the  physician’s  fee  should  never  be  contingent 
upon  the  outcome  of  the  case  or  the  amount  of 
damages  awaixied  and  shall  not  be  the  personal 
obligation  of  the  attorney. 

Payment  of  3Iedical  Fees 

The  attomey  should  do  everything  possible  to 
assure  payment  for  seiwices  rendered  by  the  physi- 
cian for  himself  or  his  client.  When  the  physician 
has  not  been  fully  paid  the  attorney  should  request 
permission  of  the  patient  to  pay  the  physician  from 
any  recovery  which  the  attorney  may  receive  in  be- 
half of  the  patient. 

Payment  of  Witness  Fees 

In  the  absence  of  an  agreement,  actually  the 
physician  is  entitled  only  to  the  statutory  witness 
fee.  However,  the  attomey  and  physician  should 
agree  upon  an  expert  fee  prior  to  the  trial.  This 
fee  should  be  reasonable  and  commensurate  with 
the  standing  and  learning  of  the  physician. 

Consideration  and  Disposition  of  Complaints 

The  public  airing  of  any  complaint  or  criticism 
by  a member  of  one  profession  against  the  other 
profession  or  any  of  its  members  is  to  be  deplored. 
Such  complaints  or  criticism,  including  complaints 
of  the  violation  of  the  principles  of  this  Code, 
should  be  referred  by  the  complaining  doctor  or 
lawyer  thi-ough  his  owm  association  to  the  appro- 
priate association  of  the  other  profession;  and  all 
such  complaints  or  critcism  should  be  promptly  and 
adequately  processed  by  the  association  receiving 
them. 

While  a physician  can  be  subpoenaed  and  re- 
quired to  testify  for  statutory  wutness  fee,  oixli- 
narily  it  should  be  understood  that  the  physician 
is  entitled  to  charge  a fee  as  an  expert  witness, 
based  on  time  involved  and  reasonable  time  for 
services. 

Dr.  McGreer  stated  that  this  code  had  been 
adopted  at  a meeting  of  the  Medicolegal  Advice 


Committee,  who  met  with  representatives  of  the 
Nebraska  Bar  .Association.  He  stated  this  code 
followed  closely  the  code  which  had  been  adopted 
by  the  American  Medical  Association  and  the  Amer- 
ican Bar  Association,  with  cei’tain  minor  changes. 

Dr.  McGreer  moved  that  this  Code  be  adopted. 
This  motion  was  seconded,  and  carried. 

Dr.  Offerman  was  given  permission  of  the  floor, 
and  stated  that  he  would  like  to  appoint  an  interim 
committee  to  study  the  proposal  of  Dr.  Fay  Smith 
regarding  the  necessity  of  legislative  protection  for 
the  Council  on  Professional  Ethics.  The  following 
were  appointed  to  this  interim  committee: 

K.  S.  J.  Hohlen,  M.D.,  Lincoln 
J.  P.  Gilligan,  M.D.,  Nebraska  City 
J.  Jay  Keegan,  M.D.,  Omaha 
D.  B.  Steenburg,  M.D.,  Aurora 
Harold  Neu,  M.D.,  Omaha 
Mr.  M.  C.  Smith,  Executive  Secretaiy 
A.  J.  Offerman,  M.D.,  President 
Legal  Counsel  of  the  Association 
O.  A.  Kostal,  M.D.,  President-elect  of  the  Ne- 
braska State  Medical  Association,  was  then  present- 
ed to  the  House  of  Delegates.  Dr.  Kostal  expressed 
his  appreciation  for  this  honor. 

Dr.  Kostal  then  stated  that  he  was  Councilor  of 
the  10th  District,  and  that  the  House  of  Delegates 
would  have  to  elect  a replacement.  Dr.  Kostal 
made  a motion  that  L.  S.  McNeill,  M.D.,  of  Camp- 
bell, be  nominated  for  Councilor  of  the  10th  District. 
There  being  no  other  nominations,  the  motion  was 
made  and  seconded  that  Dr.  McNeill  be  elected  to 
fill  the  unexpired  term  of  Dr.  Kostal  as  Councilor 
of  the  10th  District.  Motion  carried. 

Reports  of  Reference  Committees  (continued) 

Dr.  Christensen  called  for  the  report  of  Reference 
Committee  No.  5 — Planning.  Dr.  Loeffel,  Chair- 
man of  this  committee,  made  the  following  report: 

This  committee  has  received  the  report  of  S. 
I.  Fuenning,  M.D.,  delegate  to  the  8th  National 
Conference  on  Physicians  and  Schools.  We 
recommend  the  approval  of  this  report,  and  rec- 
ommend this  report  be  assigned  to  the  proper 
committee  for  action.  I so  move.  This  was 
seconded,  and  cai-ried. 

This  committee  received  the  repoi*t  of  the 
Planning  Committee  regarding  their  recom- 
mendation of  an  amendment  of  the  Regulations 
and  Standards  for  Hospitals  and  Maternity 
Homes.  This  committee  recommends  deletion 
of  the  word  “unenforceable,”  and  adoption  of 
the  report  as  changed.  I so  move.  Motion  was 
seconded,  and  cairied. 

The  request  of  Madison  Six  County  Medical 
Society  for  indiridual  charters  was  received  by 
this  committee.  We  recommend  approval  of 
this  request.  I so  move.  Motion  was  second- 
ed, and  carried. 

This  committee  received  communications 
from  various  State  and  County  medical  so- 
cieties in  regards  to  the  resolution  sent  out 
by  the  Nebraska  State  Medical  Association  re- 
garding the  A.M.A.  dues-increase  being  used 
for  public  relations.  These  were  studied,  but 
seemed  that  no  action  was  necessary. 

This  committee  received  the  resolution  from 
Washington  County  Medical  Society  relative  to 
the  statement  of  The  American  College  of  Sur- 
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geons  that  the  use  of  the  referring  physician 
as  surgical  assistant  constitutes  unethical  prac- 
tice. We  approve  this  resolution,  and  I so 
move.  Motion  seconded,  and  carried. 

This  committee  has  also  considered  the  sec- 
ond resolution  from  Washington  County  Medi- 
cal Society  as  follows: 

RESOLVED,  that  our  delegates  to  the  A.M.A. 
Convention  be  instnicted  to  vote  in  favor  of 
surgery  and  obstetrics  being  mandatory  in  the 
future  two  year  residency  training  program 
for  general  practice. 

This  committee  recommends  the  re-wording 
of  this  resolution  as  follows: 

RESOLVED,  that  our  delegates  to  the  A.M.A. 
Convention  be  instructed  to  vote  in  favor  of 
the  inclusion  of  surgical  and  obstetrical  train- 
ing in  any  two  year  residency  program  for 
general  practice. 

I so  move.  Tlie  motion  was  seconded  and 
carried. 

This  committee  has  received  and  considered 
the  following  resolution  from  Burt  County 
Medical  Society: 

WHEREAS,  we  consider  that  General  Prac- 
tice is  an  important  and  necessary  part  of  the 
American  System  of  Medicine,  and 

WHEREAS,  we  believe  that  the  plan  of  the 
American  Medical  Association  to  exclude  all 
forms  of  formal  training  for  General  Practition- 
ers in  surgery  and  obstetrics  will  eliminate 
this  branch  of  medicine  in  the  future,  now 
THEREFORE  BE  IT  RESOLVED,  that  the 
Burt  County  Medical  Society  is  strongly  op- 
posed to  this  plan,  and 
BE  IT  FURTHER  RESOLVED,  that  the 
delegates  of  the  Nebraska  State  Medical  As- 
sociation be  instructed  to  oppose  any  such 
plan  when  it  is  presented  before  the  House 
of  Delegates  of  the  American  Medical  Associa- 
tion. 

This  committee  approves  this  resolution,  and 
recommends  its  adoption.  I so  move.  Motion 
was  seconded,  and  carried. 

This  committee  received  the  following  reso- 
lution from  Madison  Six  County  Medical  So- 
ciety: 

WHEREAS,  there  is  a shortage  of  physicians 
in  Nebraska  and  the  United  States  and  this 
shortage  will  become  acute  by  1970,  and 
WHEREAS,  the  American  Medical  Associa- 
tion is  on  record  as  favoring  expansion  of  pres- 
ent medical  schools  where  practical  and  the 
formation  of  new  medical  schools,  and 

WHEREAS,  this  effort  of  the  American  Med- 
ical Association  is  not  generally  known  and  has 
not  been  well  publicized,  and 

WHEREAS,  publicity  received  by  the  Amer- 
ican Medical  Association  has  largely  been  of 
a negative  nature  in  the  past  year, 

THEREFORE  BE  IT  RESOLVED,  that  this 
society  go  on  record  as  petitioning  the  State 
Medical  Association  and  the  American  Medical 
Association  to  publicize  more  broadly  the  de- 
sire of  the  American  medical  profession  to  pro- 
vide physicians  in  greater  numbers, 

FURTHERMORE  BE  IT  RESOLVED,  that 


our  State  and  National  Societies  investigate  the 
implications  of  the  Federal  bills  proposing  aid 
to  medical  schools  and  students  and  if  at  all 
possible  to  support  these  positive  measures  at 
least  with  as  much  vigor  as  we  use  in  opposing 
the  undesirable  portions  of  the  administrations 
medical  program. 

This  committee  approves  this  resolution,  and 
recommends  its  adoption. 

Discussion  followed  regarding  the  last  para- 
graph of  this  resolution,  after  which  Dr.  Bos- 
ley moved  that  this  resolution,  with  the  excep- 
tion of  this  last  paragraph,  be  accepted.  Motion 
seconded,  and  carried. 

This  committee  received  the  following  resolu- 
tion from  the  Nebraska  Academy  of  Ophthal- 
mology and  Otolaryngology: 

WHEREAS,  in  1959  there  was  introduced  in 
the  House  of  Delegates  Resolution  No.  31  call- 
ing for  the  establishment  of  a Commission  to 
Study  the  Relation  of  Medicine  to  Optometry, 
and  to  report  to  the  House  of  Delegates;  and 

WHEREAS,  the  House  of  Delegates  caused 
to  be  established  a Subcommittee  to  Study  the 
Relation  of  Medicine  to  Optometry,  under  the 
then  Joint  Committee  to  Study  Paramedical 
Areas  in  Relation  to  Medicine;  and 

WHEREAS,  the  original  Joint  Committee  to 
Study  Paramedical  Areas  in  Relation  to  Medi- 
cine has  been  succeeded  by  the  Committee  on 
Relationships  of  Medicine  with  Allied  Health 
Professions  and  Services;  and 

WHEREAS,  optometrists  are  not  ancillary  to 
medicine,  but  are  independent  licensed  practi- 
tioners, and  therefore  do  not  constitute  an  al- 
lied health  profession;  and 

WHEREAS,  there  exists  confusion  in  the 
public  mind  as  to  the  distinction  between  medi- 
cal care  for  patients  with  ocular  complaints 
and  optometric  services;  and 

WHEREAS,  the  lack  of  understanding  in  this 
area  is  a threat  to  the  welfare  of  the  patient; 
therefore  be  it 

RESOLVED,  that  the  House  of  Delegates  es- 
tablish a Commission  on  the  Relation  of  Medi- 
cine to  Optometry,  to  be  appointed  by  the 
Speaker  of  the  House,  at  least  half  the  mem- 
bers of  which  Commission  shall  be  physicians 
practicing  in  the  ophthalmological  branch  of 
medicine;  and  be  it  further 

RESOLVED,  that  it  shall  be  the  specific 
function  of  this  Commission  to  conduct  a broad 
study,  from  the  standpoint  of  the  public  inter- 
est, of  the  problems  involved  in  the  present 
relation  of  medicine  to  optometiy,  and  to  ex- 
plore all  possible  and  desirable  solutions  to 
these  problems;  and  be  it  further 

RESOLVED,  that  the  Board  of  Trustees  be 
requested  to  provide  adequate  personnel  and 
funds  for  the  proper  perfoianance  of  the  duty 
assigned  to  this  Commission;  and  be  it  further 

RESOLVED,  that  this  Commission  shall  re- 
port to  the  House  of  Delegates  not  later  than 
June,  1962. 

This  committee  recommends  the  adoption  of 
this  resolution.  I so  move.  The  motion  was 
seconded  and  carried. 
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This  committee  has  received  the  resolution 
from  Omaha-Douglas  County  Medical  Society 
relative  to  a program  to  consei"ve  medical-sur- 
gical sei’vices  and  hospital  facilities  and  re- 
sources. This  committee  approves  this  resolu- 
tion, and  recommends  its  adoption.  I so  move. 
This  motion  was  seconded,  and  earned. 

This  concludes  the  report  of  Reference  Com- 
mittee No.  5,  and  we  move  that  this  report 
be  adopted  in  its  entirety.  I so  move.  The 
motion  was  seconded,  and  carried. 

Dr-.  Neely  was  granted  peimission  of  the  floor 
and  extended  an  invitation  to  the  Association  to 
meet  in  Lincoln  in  1962.  The  motion  was  m.ade 
and  seconded  to  accept  this  invitation.  Motion  car- 
ried. 

The  motion  was  made  to  send  letters  of  apprecia- 
tion to  the  Omaha  Chamber  of  Commerce,  Sheraton- 
Fontenelle  Hotel,  and  the  Omaha-Douglas  County 
Medical  Society.  This  motion  was  seconded,  and 
carried. 

The  motion  was  made  to  adjour-n.  Motion  was 
seconded,  and  carried. 


Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 

July  8,  Chadron,  Elks  Club 
July  22,  North  Platte,  Lutheran  Ed.  Bldg. 
August  5,  Broken  Bow,  Elks  Club 
August  19,  O’Neill,  High  School  Building 

ANNUAL  CLINICAL  CONGRESS,  AMER- 
ICAN COLLEGE  OF  SURGEONS  — In 
Chicago,  October  2 to  6,  1961. 

THE  15th  ANNUAL  ROCKY  MOUNTAIN 
CANCER  CONFERENCE  — Denver, 
Colorado;  Brown  Palace  West  Hotel;  July 
12  and  13,  1961.  Write  Rocky  Mountain 
Cancer  Conference,  835  Republic  Build- 
ing, Denver  2.  (See  also  under  “Announce- 
ments”). 

AMERICAN  COLLEGE  OF  SURGEONS— 
48th  Annual  Clinical  Congress,  Atlantic 
City,  N.J.,  October  15-19,  1961. 

MILWAUKEE  MEDICAL  CONFERENCE 
— “All  That’s  New  in  Medicine;”  October 
19-20,  1961;  At  Milwaukee  County  Hos- 
pital, Milwaukee,  Wisconsin;  all  physi- 
cians invited.  Write  Wilson  Weisel, 
M.D.,  Chairman,  756  N.  Milwaukee  Street, 
Milwaukee  2,  Wisconsin. 

ANNUAL  ASSEMBLY,  INTERSTATE 
POSTGRADUATE  MEDICAL  ASSOCIA- 
TION OF  NORTH  AMERICA  — Cleve- 
land, Ohio,  Statler-Hilton  Hotel;  Nov.  13- 


16,  1961.  Co-sponsored  by  Ohio  Academy 
of  G.P.  Write  for  details,  to  Envin  R. 
Schmidt,  M.D.,  Secretary,  Box  1109,  Mad- 
ison 1,  Wisconsin. 

NATIONAL  SOCIETY  FOR  CRIPPLED 
CHILDREN  AND  ADULTS  — 1961  an- 
anual  convention;  November  17-21,  Den- 
ver-Hilton  Hotel,  Denver,  Colorado. 


Medicare  in  Operation 

The  article  in  the  June  issue  regarding 
payment  or  out-patient  and  office  services  is 
payment  for  out-patient  and  office  services 
is  further  clarified : 

In  addition  to  pre-natal  maternity  care 
and  injury  care,  payments  can  also  be  made 
for  necessary  authorized  laboratory,  path- 
ology, and  radiology  examinations  prior  to 
and  following  hospitalization  for  an  au- 
thorized surgical  procedure.  Payment  for 
these  services  cannot  exceed  $75  prior  to  or 
$50  following  the  hospitalization  and  they 
must  be  performed  by  or  authorized  by  the 
attending  physician,  dentist  or  surgeon.  All 
authorized  services  are  listed  in  the  Medicare 
Manual  and  Schedule  of  Procedures. 


Medicine  in  the  News 

From  the  Lexington  Herald — 

Dr.  Ray  S.  Wycoff,  Lexington,  has  been 
named  “General  Practitioner  of  the  Year” 
by  the  Nebraska  State  Medical  Association. 

His  name  will  now  be  submitted  for  con- 
sideration by  the  American  Medical  Asso- 
ciation for  a chance  to  become  “General 
Practitioner  of  the  Year”  of  the  American 
Medical  Association. 

Dr.  Wycoff,  a graduate  of  the  University 
of  Iowa,  has  been  practicing  in  Lexington 
for  37  years. 

He  practiced  in  Wapello,  Iowa,  for  two 
years,  and  spent  21/0  years  with  a mission 
hospital  in  Puerto  Rico,  prior  to  coming  to 
Lexington. 

He  has  held  all  of  the  offices  in  the  Daw- 
son County  Medical  Society,  some  of  them 
twice,  during  his  37-year  stay  in  Lexington. 

He  has  delivered  between  2,000  and  3,000 
babies  since  hanging  his  shingle  in  1924. 
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A man  of  many  hobbies,  Dr.  Wycoff  gets 
many  hours  of  relaxation  from  his  hobbies 
of  photogi-aphy,  collecting  Indian  relics  and 
lore,  and  the  study  of  rocks  and  minerals. 

He  has  one  of  the  most  complete  collec- 
tions of  colored  slides  of  birds  to  be  found 
anywhere. 


Human  Interest  Tales 

Dr.  John  Porter,  Omaha,  has  moved  to  Be- 
atrice where  he  is  now  associated  with  Dr. 
H.  F.  Elias. 

Col.  Walter  B.  Tkach,  Washington,  D.C., 
is  the  new  commanding  officer  of  the  Lin- 
coln Air  Force  Base  hospital. 

Dr.  and  Mrs.  Ben  0.  Martin  and  family 
of  Lincoln,  have  moved  to  Crawford  where 
Dr.  Martin  will  open  his  practice. 

Dr.  Robert  Westfall,  Albion,  has  an- 
nounced plans  to  move  to  Omaha  where  he 
will  begin  a residency  in  surgery. 

Drs.  J.  D.  Bell  and  R.  E.  Karrer,  York, 
have  been  designated  as  associate  fellows  in 
the  International  College  of  Surgeons. 

Drs.  Douglas  Campbell  and  Allan  Lan- 
ders, Scottsbluff,  have  recently  moved  into 
their  newly  completed  medical  building. 

Dr.  Roy  Holly,  Omaha,  will  take  part  in 
the  annual  program  of  the  Minnesota  State 
Medical  Association  to  be  held  in  St.  Paul. 

Dr.  Joseph  Kuncl,  Alliance,  was  a guest 
speaker  at  a recent  meeting  of  the  St.  Jo- 
seph’s Hospital  Training  School  in  that  city. 

Dr.  John  L.  McFee,  Ogallala,  will  leave 
this  city  July  1st  and  move  to  Denver  where 
he  will  be  associated  with  the  Denver  Gen- 
eral Hospital. 

Dr.  and  Mrs.  Willis  Taylor,  Omaha,  spent 
three  weeks  in  April  flying  to  and  around 
the  Bahamas  Islands.  Dr.  Taylor  piloted  the 
plane  during  the  trip. 

Dr.  Harry  Jakeman,  Fremont,  has  been 
elected  to  serve  as  president  of  the  Nebraska 
Chapter  of  the  American  College  of  Sur- 
geons for  the  coming  year. 

Dr.  Jack  McMillan,  Hastings,  was  the 
winner  of  the  1961  Nebraska  State  Medical 
Association  golf  tournament  held  in  Omaha 
prior  to  the  Annual  Session. 


Dr.  James  J.  O’Neil,  Omaha,  has  been 
elected  to  the  American  Laryngological  As- 
sociation. He  was  honored  with  a fellowship 
at  the  Annual  Meeting  at  Lake  Placid,  New 
York  in  May. 

Dr.  Paul  Baker,  Scottsbluff,  escaped  seri- 
ous injury  when  a plane  which  he  was  fly- 
ing was  wrecked  on  landing  at  Christ’s 
Forty  Acres  Indian  Mission  in  the  Kiamichi 
Mountains  in  Oklahoma. 

Dr.  Herbert  P.  Jacobi,  Omaha,  has  been 
invited  to  present  a paper  at  an  internation- 
al meeting  in  Russia  in  August.  Dr.  Jacobi 
will  attend  the  annual  International  Con- 
gress of  Biochemistry  in  Moscow,  August 
10-16. 


Announcements 

Medical  Continuation  Courses  To  Be 

Presented  at  the  Center  for  Continuation  Study, 

University  of  IMinnesota,  Minneapolis,  Minnesota — 

September  18-21,  1961  — Pediatrics  for 
Specialists 

October  2-4,  1961  — Obstetrics  for  Spe- 
cialists 

October  19-21,  1961  — Dermatology  fd'r 
Specialists 

November  6-10,  1961  — Radiology  for  Ra- 
diologists (Urologic  Radiology) 

November  15-17,  1961  — Ophthalmology 
(Refraction)  for  General  Physicians 

November  16-18,  1961  — Orthopedics  for 
Orthopedic  Surgeons  (Hand  Surgery) 


News  and  Views 

Labor-Medicine  Liaison  Committee  Formed 
In  Pennsylvania — 

From  The  PR  Doctor  we  learn  about  a 
constructive  move  between  labor  and  medi- 
cine. At  state  level  a liaison  committee  con- 
sisting of  five  representatives  of  labor  and 
five  of  medicine  has  been  formed.  Its  ob- 
jective is  discussion  of  medical  problems 
facing  both  organizations  with  studies  to 
define  areas  of  agreement  and  disagreement, 
with  the  hope  that  agreement  will  grow 
while  fewer  areas  of  differences  in  opinion 
may  eventually  remain. 

Both  groups  seem  enthusiastic  about  the 
possibilities  and  for  the  first  time  in  the 
history  of  these  organizations  a joint  state- 
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ment  by  labor  and  medicine  has  been  issued. 
This  statement  urges  the  state  legislature  to 
take  full  advantage  of  the  recently  enacted 
Kerr  - Mills  legislation.  This  one  action 
makes  the  project  appear  hopeful. 

New  Attack  on  Pharmaceutical 
Industry  lender  Way — 

According  to  Medical  World  News)  May 
12,  1961),  Senator  Kefauver  is  following 
through  with  the  punitive  expedition  against 
the  pharmaceutical  companies,  which  was 
begun  with  the  “investigations”  so  widely 
publicized  during  the  last  Congress. 

The  “toughest”  bill  ever  put  before  Con- 
gress in  relation  to  drugs  has  been  drawn 
up  by  Kefauver  and  the  Antitrust  and 
Monopoly  Subcommittee  attorneys.  Repre- 
sentative Celler  of  the  House  Judiciary 
Committee  will  introduce  a similar  bill  in 
the  House.  This  bill  will  let  the  Govern- 
ment into  the  picture  in  most  important 
ways:  Antitrust  laws  will  be  tightened  as 
they  apply  to  prescription  drug  companies; 
licensing  of  patented  drugs  will  be  manda- 
tory; the  Food  and  Drug  Administration 
will  have  greater  police  powers;  the  Secre- 
tary of  H.E.W.  will  get  into  the  picture  with 
greater  effect;  patent  limits  would  be  three 
years  instead  of  17,  as  in  the  past;  and  oth- 
er restrictive  regulations  which  cannot  avoid 
discouragement  of  great  investment  of  cap- 
ital in  further  investigations  of  drugs  and 
chemicals. 

We  may  see  another  great  American  in- 
stitution plowed  under  when  these  bills 
finally  reach  the  stage  of  vote.  This,  of 
course,  is  planned  for  the  next  sesi  ion  of 
this  Congress,  an  election  year. 

Private  Practitioners  of  Pathology 
Foundation — 

The  American  Society  of  Clinical  Path- 
ologists and  the  College  of  American  Path- 
ologists have  been  concerned,  largely,  with 
the  affairs  of  pathologists  practicing  in  or 
in  connection  with  hospitals.  This  has  re- 
sulted from  the  fact  that  the  pathologist 
is  often  the  “unseen  member  of  the  medical 
team”  and  is  less  likely  to  conduct  his  own 
laboratory  or  office  outside  the  hospital. 

Recently  there  has  been  formed  a new  or- 
ganization, “The  Private  Practitioners  of 
Pathology  Foundation,”  designed  for  the 
pathologist  practicing  outside  the  hospital. 


The  major  objective  of  this  organization 
is  stated  to  be  the  promotion  of  the  prac- 
tice of  pathology  in  private  laboratories  out- 
side of  institutions.  It  is  hoped  this  may 
be  accomplished,  in  part,  by  accumulation 
and  dissemination  of  educational  material 
having  to  do  with  the  practice  of  pathology 
in  private  offices,  as  distinguished  from 
educational  material  utilized  or  peculiar  to 
groups  practicing  pathology  under  other  cir- 
cumstances. 

The  other  objective  of  this  new  society  is 
to  cooperate  with  existing  pathology  organ- 
izations by  urging  its  members  to  make  full 
use  of  the  facilities  and  meetings  of  these 
organizations.  In  so  doing  it  is  hoped  to 
avoid  duplication  of  services  rendered  by 
other  pathology  organizations. 

Blue  Shield’s  Payment  to  Physicians,  1960 — 

The  medical  profession  in  1960  received 
more  than  $731,000,000  from  the  74  nation- 
wide Blue  Shield  Plans  for  care  rendered 
members,  the  National  Association  of  Blue 
Shield  Plans  reported  recently. 

“The  $731,131,187  paid  to  physicians  rep- 
resented an  all-time  high  for  a one-year 
period,  and  also  represented  nearly  90  per 
cent  of  the  total  1960  income  of  these  medi- 
cal-surgical Plans,”  John  W.  Castellucci,  ex- 
ecutive vice  president  of  the  national  as- 
sociation stated.  At  the  same  time,  the  Blue 
Shield  Plans  devoted  less  than  10  per  cent 
of  their  total  1960  income  to  administrative 
expenses. 

In  its  report,  the  national  association  in- 
dicated that  Blue  Shield  payments  to  the 
medical  profession  had  increased  from  near- 
ly $116,000,000  in  1950  to  the  1960  figure  of 
$731,131,187. 

The  Cameron  “Hand  Talking  Chart” 

For  Aphasics — 

“In  January  1943,  I was  stricken  by  cor- 
onary thrombosis  followed  by  cerebral  em- 
bolism, which  resulted  in  right  hemiplegia 
and  complete  aphasia.  It  was  then,  by  using 
my  left  hand,  that  I devised  20  hand  signs 
that  became  a Universal  One  Hand  Manual 
Language,  well  known  as  the  ‘Hand  Talking 
Chart,’  which  has  proven  to  be  a practical 
clinical  aid.  With  the  Chart,  aphasia  pa- 
tients impart  their  basic  needs  and  desires, 
thus  dispelling  their  fears  and  helping  them 
to  a ‘come  back.’ 
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“During  the  last  twelve  years,  the  Chart 
has  been  supplied  ‘without  charge’  to  physi- 
cians and  nurses  through  the  kind  coopera- 
tion of  Medical  Editors,  nationally  and  inter- 
nationally. 

“In  1954  the  ‘International  Research 
Council’  was  chartered  as  a world-wide  med- 
ical fraternity  for  the  dissemination  of 
knowledge  concerning  aphasia  associated 
with  hemiplegia.  The  aims  of  the  Council 
include:  (1)  Establishment  of  a clearing 
house  on  this  specialized  subject,  — library 
data,  medical  books,  publications,  and  re- 
prints of  articles  written  by  Council  mem- 
bers; (2)  the  continuance  of  free  distribu- 
tion of  the  ‘Hand  Talking  Chart’.’’ 

For  a free  copy  of  this  chart  write  direct 
to  Hamilton  Cameron,  M.D.,  601  West  110th 
Street,  Room  3LL,  New  York  25. 

Wyeth’s  Oral  Polio  Vaccine  in 
Maryland  Community  Test — 

Live  oral  polio  vaccine  made  by  Wyeth 
Laboratories,  Philadelphia,  Pa.,  is  being 
used  in  a community-wide  trial  at  Cumber- 
land, Md.  It  is  the  first  community  test 
with  U.S.-made  vaccine  produced  under  the 
regulations  that  will  govern  its  mass  use. 

Wyeth  is  cooperating  with  the  Allegany- 
Garrett  County  Joint  Medical  Society  which 
initiated  and  organized  the  3-day  mass  im- 
munization program  that  began  June  1.  Dr. 
George  M.  Simons,  president  of  the  county 
medical  society,  said  he  expects  to  innocu- 
late  between  50,000  and  70,000  volunteers, 
including  children,  during  the  next  three 
days  — well  in  advance  of  the  coming  polio 
season. 

Acceptance  of  the  Sabin-type  vaccine  for 
development  was  announced  by  the  Public 
Health  Service  last  fall,  but  extensive  ex- 
perimentation was  needed  before  regulations 
could  be  established  to  govern  its  manufac- 
ture, testing  and  licensing. 

Final  regulations  were  released  March  25, 
1961.  Trials  conducted  up  to  that  time  were 
made  with  experimental  laboratory  lots  un- 
der tentative  regulations  which  have  been 
modified  several  times.  Recently,  Sabin- 
type  vaccine  was  field  tested  in  the  United 
States  with  vaccine  made  in  England  in 
compliance  with  the  new  U.S.  regulations. 
To  date,  no  manufacturer  is  licensed  by  the 
National  Institutes  of  Health  to  produce  oral 
vaccine  for  general  use  in  this  country. 


The  Wyeth-made  vaccine  used  in  the  Cum- 
berland tests  had  previously  gone  through 
all  tests  for  safety,  purity  and  potency  re- 
quired by  the  new  regulations  for  licensing. 
It  is  being  tested  clinically  for  effectiveness 
on  2,000  volunteers  among  prisoners  in  penal 
institutions.  These  tests  will  show  the  rate 
of  immunity  produced  in  “closed’’  popula- 
tions. 

The  Cumberland  tests  will  furnish  addi- 
tional information  by  showing  how  effective 
the  new  vaccine  is  in  providing  immunity  in 
an  “open”  population  in  which  vaccinated 
and  unvaccinated  persons  freely  intermingle. 

In  addition  to  providing  the  vaccine,  Wy- 
eth will  also  conduct  the  follow-up  laboratory 
tests  needed  to  determine  how  much  immun- 
ity has  been  created  in  the  Cumberland,  Md., 
community. 

Second  and  third  “feedings”  of  the  oral 
vaccine  are  planned  for  Cumberland  in  early 
fall. 


300  Agencies  Receive  Smith  Kline  & 

French  Grants — 

Nearly  300  agencies  across  the  nation  re- 
ceived grants  totaling  $592,485  from  the 
Smith  Kline  & French  Foundation  during 
1960,  a trustees’  report  revealed  recently. 

Grants  to  charitable,  educational  and  sci- 
entific organizations  brought  to  $4,026,223 
the  amount  distributed  by  the  Foundation 
since  its  beginning  in  1952. 

In  addition  to  direct  grants,  the  Founda- 
tion participates  with  Smith  Kline  & French 
Laboratories  employees  in  a matching  gift 
program  to  secondary  schools,  colleges  and 
hospitals.  During  1959,  employees  and  the 
Foundation  each  contributed  $55,832  to  the 
matching  gift  program  which  reached  185 
institutions.  The  Foundation  was  estab- 
lished in  December,  1952,  and  supports  four 
major  areas  with  its  funds.  These  include 
grants  in  the  fields  of  education,  mental 
health,  public  charities  and  community  im- 
provement, and  specific  research  projects. 

Education  Gifts  — Grants  for  education 
totaled  $363,765  during  1960.  Eight  institu- 
tions received  grants  totaling  $42,500  for 
unrestricted  grants  to  newly  appointed  med- 
ical educators. 

To  equip  undergraduate  natural  science 
departments  of  liberal  arts  colleges  the  Foun- 
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dation  contributed  $114,600  to  37  institu- 
tions. 

Ten  pharmacy  schools  received  a total  of 
$32,800  to  support  research  and  gi*aduate 
work. 

Through  the  National  Merit  Scholarship 
Corporation,  the  Foundation  continued  its 
support  of  two  scholars. 

The  1960  Foundation  contribution  of 
$45,000  to  the  National  Fund  for  Medical 
Education  was  nearly  tripled  from  1959. 

Under  the  program  through  which  the 
Foundation  matches  dollar-for-dollar  con- 
tributions made  by  Smith  Kline  & French 
Laboratories  employees,  159  secondary 
schools  and  colleges  received  a total  of  $41,- 
932. 

Mental  Health  — In  1960,  gi*ants  totaling 
$94,333  were  made  to  institutions  and  or- 
ganizations active  in  the  field  of  mental 
health.  Most  of  this  money  was  granted  to 
aid  in  recruiting  professional  personnel,  to 
support  research  and  education  and  to  in- 
crease public  awareness  of  mental  health 
problems. 

In  addition  to  gi’ants  of  $10,000  to  the  Na- 
tional Association  for  Mental  Health;  $7500 
to  Pennsylvania  Mental  Health;  $2000  to 
the  Mental  Health  Association  of  Southeast- 
ern Pennsylvania ; and  a number  of  smaller 
gi’ants  to  mental  hospitals,  clinics  and  cen- 
ters in  the  Philadelphia  area,  the  Founda- 
tion concluded  a six-year  program  of  Fel- 
lowships in  Psychiatry. 

The  Fellowships  in  Psychiatry  program 
was  administered  by  the  American  Psychi- 
atric Association.  A $90,000  gi’ant  from  the 
foundation  was  given  during  1955-57  and 
$100,000  was  given  during  the  following 
three  years.  The  money  was  given  to  94 
institutions  to  aid  in  training  245  physi- 
cians. The  program  contributed  $38,500  to 
provide  11  fellowships  to  train  doctors  at 
10  hospitals.  Grants  totaling  $20,050  sup- 
ported lecture  and  seminar  programs  at  nine 
hospitals.  Summer  fellowships  for  medical 
students  pei*mitted  118  students  to  study  at 
44  institutions. 

Public  Charities  and  Community  Improve- 
ment — Grants  totaling  $122,787  were  made 
to  public  charities  and  community  improve- 
ment during  1960  by  the  Foundation.  The 
major  contribution  was  $82,500  to  the  Phila- 
delphia United  Fund. 


Grants  of  $1500  were  made  to  the  Bureau 
of  Municipal  Research  and  Pennsylvania 
Economy  League,  the  Citizens’  Council  on 
City  Planning,  and  the  Greater  Philadelphia 
Movement.  Smaller  grants  totaled  $21,887. 

Under  the  Matching  Gifts  Program,  the 
Foundation  gave  $13,900  to  26  hospitals. 

Specific  Research  Projects  — Four  grants 
totaling  $11,600  for  specific  research  proj- 
ects were  made  by  the  Foundation  during 
1960.  Substantially  less  money  was  given 
for  this  purpose  in  1960  than  in  earlier 
years  because  of  the  continued  extensive  sup- 
port of  basic  research  by  the  government  and 
private  foundations. 

How  to  Stand  Up  and  Scream — 

Characterizing  the  fact  that  people  in  our 
democracy  can  exert  political  pressure,  an 
editorial  in  the  Wisconsin  Medical  Joramal 
offers  advice  on  how  to  do  it.  The  trick, 
for  the  ordinary  citizen,  is  to  make  his  voice 
heard  so  that  the  vote  of  his  representative 
is  cast  the  way  he,  and  hopefully  the  ma- 
jority, want  it  cast. 

Most  important  are  the  letters  that  are 
received  by  the  elected  official.  This  is 
the  official’s  way  of  knowing  the  opinion 
of  those  who  put  him  in  office  and  have  the 
votes  to  keep  him  there.  The  letter  is  the 
most  direct  influence  that  can  be  brought  to 
bear  on  the  decision  in  any  issue. 

Encouragement  is  offered  to  those  who 
would  write  to  the  person  who  will  vote  on 
the  decision.  When  writing,  the  letter 
should  be  carefully  composed  so  that  it  is 
worthy  of  consideration.  Letters  which  con- 
tain personal  abuse,  insults,  or  reflect  the 
attitude  of  the  fanatic  may  cause  the  issue 
they  favor  more  harm  than  good  because  of 
the  resentment  that  they  will  produce. 

The  letter  writer  is  urged  to  address  the 
official  by  his  right  name  and  title.  Avoid 
confusing  a Senator  with  a Representative 
and  when  in  doubt  consult  a reference  work 
that  can  usually  be  found  in  a local  librai'y. 

The  writer  should  compose  his  letter  as 
though  he  were  talking  to  his  elected  repre- 
sentative. The  letter  is  more  effective  if  it 
is  brief,  to  the  point  and  logical.  It  should 
indicate  how  a national  isssue  effects  the 
local  community  and  the  writer’s  profession. 
The  letter  should  contain  an  emphatic  and 
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direct  statement  as  to  whether  the  writer  is 
opposed  or  in  favor  of  the  issue. 

A need  for  being  polite  is  emphasized.  A 
member  of  any  legislative  body  deserves  re- 
spect regardless  of  his  stand  on  given  issues. 
The  representative  is  also  deserving  of 
thanks  and  an  expression  of  approval  when 
his  votes  merit  the  writer’s  approval. 

It  is  important  that  the  action  requested 
is  reasonable.  The  representative  is  cap- 
able only  of  practical  political  action.  When 
a voter  stands  up  and  screams,  he  can  have 
his  voice  heard  if  it  is  expressed  with  dig- 
nity and  decency. 

Hospitals  Should  .Study  Transfusions — 

The  Joint  Commission  on  Accreditation 
of  Hospitals  has  urged  the  local  hospital  to 
develop  an  educational  program  to  review 
blood  transfusion  practices.  The  program 
should  be  concerned  not  only  with  blood 
banking,  but  with  transfusion  therapy  and 
should  be  directed  to  all  of  the  staff  con- 
cerned with  either  banking  or  therapy. 

The  Commission  does  not  require  it  but 
does  encourage  the  adoption  of  the  four  rec- 
ommendations made  by  the  Joint  Blood 
Council,  Inc.,  whose  members  are  the  Amer- 
ican Medical  Association,  American  Hospital 
Association,  American  National  Red  Cross, 
American  Society  of  Clinical  Pathologists, 
and  American  Association  of  Blood  Banks; 

1.  That  each  hospital  institute  a review 
of  all  transfusions  of  blood  and  blood 
derivatives  by  an  existing  committee 
of  its  medical  staff  or  a separate 
transfusion  committee. 

2.  That  it  be  the  committee’s  responsibil- 
ity to  make  recommendations  to  the 
medical  staff  concerning  the  proper 
use  of  blood  and  blood  derivatives  in 
the  institution.  Formulation  of  poli- 
cies should  be  consistent  with  good 
medical  practice.  The  committee 
should  be  guided  by  the  standards  of 
the  Joint  Blood  Council,  the  American 
Association  of  Blood  Banks,  and  oth- 
er authorities.  The  hospital  patholo- 
gist should  be  a member  of  the  review 
committee,  and  all  clinical  services 
should  be  represented. 

3.  That  there  be  adequate  procedures  for 
identification  and  compatibility  test- 
ing of  blood  in  the  hospital  under  the 


immediate  supervision  of  a physician, 
and  that  these  procedures  be  made  a 
matter  of  record  with  the  transfusion 
committee  of  the  medical  staff. 

4.  That  this  committee  review  all  trans- 
fusion reactions  occurring  in  the  hos- 
pital, investigate  completely  possible 
causes  of  such  reactions,  and,  on  the 
basis  of  these  investigations,  make 
recommendations  to  the  medical  staff, 
if  necessary,  for  improvement  of  blood 
transfusion  practice. 

News  From  Nebraska  Heart 
Association 

Reprints  of  the  March  and  April  issues 
of  “Modern  Concepts  of  Cardiovascular 
Diseases”  discussing  Auscultation  of  the 
Heart  are  available  in  single  copies  from  the 
Nebraska  Heart  Association,  4202  Harney 
Street,  Omaha,  Nebr. 

These  articles  discuss  briefly  some  of  the 
physical  and  hemo-dynamic  principles  which 
govern  production  of  heart  sounds  and  mur- 
murs and  points  out  some  factors  which  in- 
fluence their  recognition  under  clinical  cir- 
cumstances. 

Part  I discusses  the  origin  of  heart 

sounds  and  murmurs  and  points  out  some 
factors  which  influence  their  recognition 
under  clinical  circumstances. 

Part  I discusses  the  origin  of  heart 

sounds,  systolic  and  diastolic,  the  human 

hearing  mechanism,  the  stethoscope  and  the 
routine  of  auscultation. 

Part  II  discusses  the  classification  of 

murmurs,  systolic  and  diastolic  muiTnurs, 
and  continuous  murmurs  and  sounds. 

Schematic  diagrams  illustrate  various 
phases  of  heart  sounds  and  typical  mur- 
murs. 

Five  books  which  give  a more  comprehen- 
sive treatment  of  auscultation  are  listed  as 
references. 

These  reprints  would  be  of  interest  to 
pediatricians,  internists,  physicians  in  gen- 
eral practice,  residents,  interns  and  medical 
students,  and  school  health  physicians. 

Contributions  by  the  people  of  Nebraska 
to  the  Heart  Fund  have  helped  make  pos- 
sible the  awarding  of  grants-in-aid  totaling 
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more  than  $1,835,000  to  233  scientists  for 
studies  to  combat  diseases  of  the  heart  and 
blood  vessels,  it  was  announced  recently  by 
Dr.  Richard  L.  Egan,  President  of  the  Ne- 
braska Heart  Association.  The  awards  were 
made  under  the  national  research  progi-am 
of  the  American  Heart  Association  and  its 
affiliates. 

In  one  of  the  projects  aided  by  the  newly 
announced  awards,  the  pre-birth  histories 
of  children  born  with  heart  defects  will  be 
probed  for  new  leads  to  the  cause  of  these 
serious  often  fatal  conditions.  This  study 
is  being  developed  around  a group  of  pa- 
tients born  with  multiple  defects.  Each 
mother’s  medical  history  during  pregnancy 
will  be  checked  to  detect  possible  illness  or 
treatment  that  might  have  affected  her 
child.  Simultaneously,  possible  hereditary 
factors  will  be  sought  through  study  of  the 
child’s  relatives  and  ancestors. 

Children  are  the  focus  of  other  studies 
that  may  throw  light  on  heart  disease  in 
adults.  In  one  of  these,  scientists  are  ex- 
ploring the  possible  role  infant  diets  may 
play  in  the  development  of  hardening  of  the 
arteries  later  in  life.  This  research  may  re- 
veal whether  fat  eaten  by  the  very  young 
initiates  a progressive  accumulation  in  the 
arteries  that  one  day  may  result  in  heart  at- 
tacks or  strikes. 

New  and  continuing  research  aided  by 
the  Heart  Association  concenis  basic  un- 
knowns in  the  structure  and  function  of  the 
heart  muscle  and  the  cellular  changes  that 
accompany  heart  failure ; the  effects  of  diet, 
hormones  and  drugs  on  the  working  ability 
of  the  heart  and  kidneys;  the  chemical  pro- 
cesses that  cause  blood  clots  to  develop  in- 
side blood  vessels  and  the  underlying  causes 
of  high  blood  pressure  and  rheumatic  fever. 


News  From  Our  Medical  Schools 

Herbert  P.  Jacobi,  Ph.D.,  chairman  of  the 
Department  of  Biochemistry  at  the  Univer- 
sity of  Nebraska  College  of  Medicine,  was 
officially  invited  to  present  a paper  entitled 
“Effects  of  Phenothiazine  Derivatives  on 
EnzjTne  Activity’’  at  the  5th  International 
Congress  of  Biochemistiy  to  be  held  in 
Moscow,  U.S.S.R.,  August  10-16.  The  invi- 
tation was  issued  to  Dr.  Jacobi  the  first  week 
in  May. 

The  purpose  of  the  International  Con- 


HERBERT  P.  JACOBI,  PhD. 


gress  is  for  the  dissemination  of  advances 
and  knowledge  acquired  in  biochemistry  by 
international  biochemists. 

After  he  had  received  the  official  invita- 
tion to  not  only  attend  the  Congress  but  to 
present  his  paper.  Dr.  Jacobi  commented, 
“It  is  very  gi*atifying  to  have  an  opportun- 
ity to  present  a paper  before  an  interna- 
tional body  of  biochemists.’’ 

“One  must  submit  an  abstract  of  the  pa- 
per one  wants  to  present,  and  on  the  basis 
of  the  abstract  they  (the  International 
Congress)  will  invite  one  to  present  the 
paper,’’  the  biochemist  pointed  out.  Dead- 
line for  the  abstracts  was  December  31, 
1960. 

The  paper  to  be  presented  was  written  by 
Dr.  Jacobi  and  co-authored  by  John  Hagg- 
strom.  College  of  Medicine  junior  student; 
David  Rosenburg,  M.D.,  inteni  at  University 
of  Nebraska  Hospital ; Martha  Kelly,  tech- 
nical assistant  in  the  Department  at  the 
College  of  Medicine,  and  Michael  J.  Carver, 
Ph.D.,  associate  research  professor  in  Bio- 
chemistry and  Neuro-Psychiatry  at  the  Ne- 
braska Psychiatric  Institute.  Dr.  Jacobi  will 
present  the  paper  in  English ; those  attend- 
ing the  Congi’ess  will  hear  a simultaneous 
translation  of  the  paper.  The  presentation 
will  be  followed  by  a period  of  questions  and 
answers. 

“This  paper  represents  research  which 
has  been  done  over  a three-year  period,’’ 
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Dr.  Jacobi  said.  The  various  individuals 
who  co-authored  the  paper  participated  in 
its  development  from  time  to  time. 

The  Congress  meets  every  three  years  and 
the  1961  meeting  will  be  the  first  time  the 
Congress  has  met  behind  the  Iron  Curtain. 
Previously  the  meetings  had  been  held  in 
Western  Europe,  Dr.  Jacobi  declared,  and  a 
Congress  has  not  yet  been  held  in  the  United 
States. 

Because  he  is  going  to  Moscow  doesn’t  par- 
ticularly bother  the  biochemist.  “Since  the 
United  States  maintains  diplomatic  rela- 
tions with  Russia,  there  should  be  no  diffi- 
culty,” he  said.  “If  the  international  situa- 
tion clouds  over,  then  the  trip  might  be 
called  off.” 

Dr.  Jacobi  will  board  the  Lufthansa,  a 
German  airline,  and  fly  non-stop  from  Chi- 
cago to  Frankfurt,  Germany.  From  Frank- 
furt he’ll  take  the  Sabena  Airline  to  Vienna, 
and  from  Vienna  the  Russian  airline,  the 
Aerofloat,  will  take  him  into  Moscow.  Leav- 
ing from  Chicago  the  latter  part  of  July,  Dr. 
Jacobi  will  be  in  Europe  “no  longer  than  six 
weeks,”  he  assured. 

As  a sidebar  to  his  otherwise  profession- 
ally orientated  trip,  Dr.  Jacobi  hopes  to  visit 
Paris  (“A  bachelor  couldn’t  possibly  think 
of  visiting  Europe  without  including  Paris,” 
he  commented.),  and  also  Geneva,  Switzer- 
land. The  League  of  Nations  was  mentioned 
as  a point  of  interest  in  Geneva. 

He  also  wants  to  visit  the  Department  of 
Physical  Chemistry  at  Leiden  University  in 
the  Netherlands,  the  First  Medical  Clinic 
at  the  University  of  Frankfurt  on  the  Main 
in  Germany  and  the  Max  Planck  Institute 
for  Cellular  Chemistry  in  Munich.  He 
plans  to  visit  the  latter  primarily  to  see 
Robert  Johnson,  Ph.D.,  association  professor 
of  Chemistry  at  the  University  of  Nebraska 
in  Lincoln  who  is  on  a year’s  fellowship  at 
the  Institute. 

Dr.  Jacobi’s  father  will  accompany  him  as 
far  as  Frankfurt,  Gennany  where  he’ll  stop 
to  visit  with  relatives. 

John  Pazur,  Ph.D.,  biochemist  in  the  De- 
partment of  Biochemistry  and  Nutrition  at 
the  University  of  Nebraska  College  of  Agri- 
culture, will  also  attend  the  5th  International 
Congress  of  Biochemistry. 


Deaths 

BROWN  — Julius  P.  Brown,  M.D., 
O’Neill.  Dr.  Julius  P.  Brown  died  suddenly 
in  his  home  on  May  29,  1961.  Born  in  1899, 
Dr.  Brown  received  his  degree  from  the  Uni- 
versity of  Nebraska  College  of  Mbdicine  in 
1924. 


In  Memory  of 
Our  Deceased 

The  following  Nebraska  doctors 
died  in  1961 : 

Dr.  Paul  Bartos,  Omaha 

Dr.  A.  C.  Blattspieler,  Tobias 

Dr.  H.  R.  Brown,  Beatrice 

Dr.  J.  B.  Feese,  Hastings 

Dr.  Merle  Harrison,  Kearney 

Dr.  L.  H.  Heine,  Fremont 

Dr.  Charles  L.  Hustead,  Falls  City 

Dr.  G.  B.  Ira,  Lynch 

Dr.  Herman  Jahr,  Omaha 

Dr.  W.  J.  Kavan,  Clarkson 

Dr.  J.  B.  Kile,  Eddyville 

Dr.  John  R.  Kleyla,  Omaha 

Dr.  E.  J.  Latta,  Hastings 

Dr.  G.  A.  Morehouse,  Benkelman 

Dr.  H.  N.  Morrow,  Fremont 

Dr.  R.  A.  Moser,  Omaha 

Dr.  Floyd  J.  Murray,  Omaha 

Dr.  C.  M.  Pierce,  Chadron 

Dr.  Walter  Pilger,  Norfolk 

Dr.  Matthew  Severin,  Omaha 

Dr.  Robert  Schrock,  Omaha 

Dr.  J.  M.  Shramek,  Long  Beach, 
California 

Dr.  Joseph  P.  Svoboda,  Omaha 
Dr.  George  Walker,  Lincoln 
Dr.  Glenn  D.  Whitcomb,  Omaha 
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Know  Your 
Blue  Shield  Plan 


The  1961  Annual  Business  Meeting  of-Blue 
Shield  Plans  held  in  Chicago,  April  16-18, 
was  one  of  the  most  active  and  progressive 
sessions  ever  held,  and  was  marked  by  a 
series  of  developments  which  will  undoubted- 
ly have  a tremendous  effect  upon  the  future 
of  Blue  Shield. 

Primary  among  these  developments  was 
the  adoption  of  a proposal  which,  when  im- 
plemented, will  enable  Blue  Shield  Plans  to 
offer  an  entirely  new  uniform  program  on  a 
national  basis.  This  new  Blue  Shield  pro- 
gi'am  is  one  of  the  most  significant  achieve- 
ments in  the  history  of  Blue  Shield  and  will 
equip  the  organization  to  compete  with  full 
effectiveness  for  the  first  time  in  the  en- 
rollment of  companies  whose  operations  and 
employees  are  located  in  widely  separated 
areas  across  the  nation. 

The  most  important  aspect  of  the  new  pro- 
gram is  the  method  developed  to  establish 
the  payments  for  covered  services  to  be  pro- 
vided. This  method  was  arrived  at  by 
means  of  an  exhaustive  analysis  of  all  ex- 
isting Blue  Shield  benefit  pajonents  to  deter- 
mine a means  of  deriving  benefit  schedules 
that  would  be  applicable  on  a nationwide 
basis.  The  study  ultimately  produced  a 
method  of  devising  benefit  schedules  adapt- 
able to  local  administration  and  prevailing 
local  costs  in  any  number  of  Blue  Shield 
Plans  anywhere  in  the  country. 

The  new  nationwide  program,  when  made 
available,  will  supplement  existing  Blue 
Shield  offerings  for  local  groups  and  will 
in  no  way  conflict  with  local  Plan  opera- 
tions. On  the  contrary,  the  progi’am  will 
simply  extend  the  capability  of  individual 
Plans  to  serve  national  accounts  on  a more 
competitive  and  realistic  basis  than  is  pres- 
ently possible  under  the  more  or  less  inflex- 
ible system  of  attempting  to  fit  vaiying  lo- 
cal progi-ams  to  a situation  in  which  uni- 
fonnity  is  essential. 

The  new  Blue  Shield  progi*am  is  a pro- 
gressive move  forward  which  will  enable 
Blue  Shield  to  meet  in  a dramatic  fashion  a 
growing  demand  among  national  employers 
for  better  forms  of  health  benefits  coverage. 

An  important  highlight  of  the  entire  con- 


ference was  the  Interim  Report  of  the  Spe- 
cial Study  Commission  on  Blue  Shield,  citing 
in  specific  terms  the  areas  of  needed  im- 
provement in  Blue  Shield  and  setting  forth 
in  concrete  terms  the  fundamental  concepts 
Blue  Shield  supports  in  serving  the  public 
and  the  medical  profession. 

In  summarizing  their  report,  the  Commis- 
sion emphasized  that:  “Blue  Shield  is  the 
best  and  perhaps  the  only  mechanism  by 
which  the  medical  profession,  acting  jointly 
with  other  community  agencies,  can  provide 
the  American  people  with  a permanently  ac- 
ceptable system  of  prepajunent  for  physi- 
cian’s services. 

“But  Blue  Shield  — in  this  year,  1961  — 
is  the  greatest  unfinished  business  of  Amer- 
ican Medicine. 

“ — If  Blue  Shield  is  to  fulfill  its  mis- 
sion . . . 

“ — If  it  is  to  obviate  — once  and  for 
all  — the  need  for  the  public  to  turn 
to  other  mechanisms  which  promise 
to  solve  quantitative  problems  at  the 
expense  of  qualitative  perform- 
ance . . . 

“ — If  it  is  to  preseiwe  the  scientific  in- 
tegrity of  medical  judgment  and 
freedom  of  choice  for  both  patient 
and  physician  . . . 

“Then  Blue  Shield  must  be  strengthened 
— and  the  medical  profession  must  assume 
its  indispensable  role  of  leadership  in  this 
task.” 


Books 

Several  interesting  and  informative  books  have 
come  to  the  desk  of  your  review  editor  this  past 
month.  Of  special  interest  to  the  medical  student 
is  the  second  edition  of  “The  Clinical  Apprentice” 
written  by  John  M.  Naish,  M.D.,  F.R.C.P.,  and 
John  Apley,  M.D.,  F.R.C.P.  Doctor  Naish  is  a 
Lecturer  in  Medicine  at  Bristol  University,  and  Dr. 
Apley  is  the  Shaw  Lecturer  in  Diseases  of  Chil- 
dren at  the  same  university.  This  book  has  been 
written  expressly  for  students  receiving  their  clin- 
ical training  in  medicine.  It  is  intended  for  those 
bewildered  young  men  and  women  who,  suddenly 
removed  from  the  orderly  domain  of  Science,  cross 
the  No-Man’s-Land  into  the  strange,  empirical  at- 
mosphere of  the  wards,  the  emergency  room,  and 
the  out-patient  clinic.  The  authors  have  divided 
this  book  into  two  sections,  entitled  “Examination 
at  Leisure”  and  “Examination  of  Acute  Cases.” 
This  then  is  a book  about  methods  of  examination 
and  the  difficulties  associated  with  them.  By  con- 
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centrating-  on  essentials,  by  the  use  of  diagrams  and 
illustrations,  the  authors  have  made  a vivid  and 
understandable  approach  to  the  problem  of  making 
the  diagnosis. 

“THE  CLINICAL  APPRENTICE  — A 
HANDBOOK  OF  BEDSIDE  METHODS,”  writ- 
ten by  John  M.  Naish,  M.D.,  and  John  Apley, 
M.D.  Published  by  The  Williams  and  Wil- 
kins Company  of  Baltimore,  Maryland,  in  Sep- 
tember, 1960.  199  pages.  $3.50. 

Another  fine  book  for  the  medical  student  and 
for  the  practicing  physician  is  the  1961  (thirteenth) 
edition  of  the  well-known  and  established  “Text- 
book of  Medicine”  edited  by  Sir  John  Conybeare, 
K.B.E.,  M.C.,  D.M.,  F.R.C.P.,  and  W.  N.  Mann, 
M.D.,  F.R.C.P.  Sir  John  Conybeare  is  Consulting 
Physician  to  Guy’s  Hospital  in  London,  and  Doctor 
Mann  is  Physician  to  Her  Majesty’s  Household  and 
Physician  to  Guy’s  Hospital.  Fifteen  other  leading 
physicians  in  England  and  Scotland  have  contrib- 
uted to  this  fine  textbook  which  is  the  English 
equivalent  of  such  U.S.  textbooks  as  those  edited  by 
Harrison,  Cecil,  etc. 

Forty-eight  illustrations  and  forty  X-ray  plates 
help  in  understanding  the  text.  The  practicing 
physician  will  find  that  the  British  teirninology  dif- 
fers a bit  from  that  used  in  the  U.S. A.  — but  the 
difference  is  not  enough  to  confuse  the  reader  — 
simply  enough  to  make  reading  a little  more  stim- 
ulating and  at  times  amusing.  For  instance  Drs. 
Conybeare  and  Mann,  in  their  discussion  on  the 
treatment  of  obesity  permit  the  patient  to  have 
(among  other  foods)  black  cuirants  and  goose- 
berries and  forbid  the  use  of  beetroots.  They  ad- 
vise the  reader  that  by  the  use  of  their  diet,  the 
patient  should  be  able  to  lose  one  to  one  and  one- 
half  stones  in  three  weeks.  In  their  discussion  on 
the  treatment  of  influenza  these  authors  advise  the 
use  of  aspirin,  codeine,  and  a linctus.  By  refer- 
ence to  a good  medical  dictionary  one  finds  that  a 
“linctus”  is  simply  another  name  for  a cough 
syrup. 

In  summary,  this  textbook  represents  the  con- 
sidered opinions  of  experienced  British  clinicians 
and  teachers,  and  it  should  receive  a warm  reception 
from  readers  in  the  U.S.A.  and  elsewhere.  Priced 
at  $10.00  it  is  a real  bargain. 

“TEXTBOOK  OF  MEDICINE,”  edited  by  Sir 
John  Conybeare,  D.M.,  F.R.C.P.,  and  W.  N. 
Mann,  M.D.,  F.R.C.P.  Published  by  E.  and  S. 
Livingstone  Ltd,  Edinburgh  and  London,  May, 
1961.  989  pages.  $10.00.  (Note:  The  Williams 
and  Wilkins  Co.,  Baltimore  2,  Maryland,  are 
the  exclusive  U.S.  agents). 

At  Bei’ne,  Switzerland,  between  the  7th  and  10th 
of  June,  1960,  were  assembled  38  of  the  world’s 
foremost  authorities  in  the  field  of  hypertension. 
The  U.S.  was  represented  by  Drs.  L.  K.  Dahl  of 
the  Brookhaven  National  Laboratoi-y;  E.  D.  Freis 
of  Washington,  D.C.;  A.  Grollman  of  the  University 
of  Texas;  S.  W.  Hoobler  of  the  University  of  Michi- 
gan; I.  H.  Page  of  Cleveland;  A.  J.  Plummer  of 
Summit,  New  Jersey;  and  H.  A.  Schroeder  of  Ver- 
mont. This  symposium,  which  was  sponsored,  by 
Ciba  (Basle),  had  participants  from  12  different 
countries,  and  was  held  in  connection  with  the  An- 


nual Meeting  of  the  Swiss  Society  for  Internal 
Medicine.  Rather  than  to  attempt  to  cover  the 
whole  subject  of  essential  hypertension,  the  direc- 
tors of  this  symposium  limited  the  papers  and  the 
panel  discussions  to  the  study  of  two  specific  ques- 
tions, the  first  being  the  problem  of  the  possible 
relationships  between  so-called  essential  hyperten- 
sion and  salt  and  water  metabolism,  and  the  sec- 
ond, the  long  - term  effects  of  anti-hypertensive 
therapy  as  regards  the  clinical  course  of  hyperten- 
sive disease. 

Papers  read  included  the  following: 

1.  The  mosaic  theory  of  hypertension  (I.  H. 
Page) 

2.  The  nature  of  essential  hypertension  (R. 

Platt) 

3.  Inheritance  of  high  blood  pressure  (G.  W. 
Pickering) 

4.  Possible  role  of  salt  intake  in  the  develop- 
ment of  essential  hypertension  (L.  K.  Dahl) 

5.  Adrenocortical  function  is  essential  hyper- 
tension 

6.  The  significance  of  hyperaldosteronuria  in 
hypertension 

7.  Therapeutic  aspects  of  salt  restriction  (A. 
Grollman) 

8.  Mechanism  of  hypotensive  action  of  saluret- 
ics  (E.  D.  Freis) 

9.  The  natural  history  of  benign  and  malignant 
hypertension 

10.  Pharmacology  of  new  hypotensive  dimgs  (A. 
J.  Plummer) 

11.  Bretylium  and  guanethidine  — clinical  re- 
sults (T.  Hilden) 

12.  Late  results  of  di-ug  therapy  and  surgical 
therapy 

13.  Hypertension  and  its  associated  vascular  dis- 

eases 

14.  Prevention  and  treatment  of  “atheromatous 
complications”  of  hypertension 

“ESSENTIAL  HYPERTENSION  — AN  IN- 
TERNATIONAL SYMPOSIUM,”  edited  by  K. 

D.  Bock  (Basle)  and  P.  T.  Cottier  (Berne). 

Printed  in  Germany  by  the  Springer-Verlag  of 

Berlin-Gottingen-Heidelberg  in  the  Fall  of  1960. 

392  pages.  Price  not  given  but  probably  about 

$7.00  judging  from  the  price  of  similar  Ciba 

symposia). 


Another  book  just  off  the  press  and  of  immediate 
value  to  the  practicing  physician  is  “The  Cardiac 
Arrhythmias  — A Guide  for  the  General  Prac- 
titioner” written  by  Brendan  Phibbs,  M.D.,  of  the 
Casper  Clinic,  Casper,  Wyoming.  Dr.  Phibbs  will 
probably  be  known  by  some  of  the  readers  of  this 
journal  from  their  student  days  at  the  Cook  County 
Postgraduate  Medical  School  where  Dr.  Phibbs 
taught  some  of  the  courses  in  electrocardiography. 

This  text  covers  a limited  area  in  the  field  of 
cardiology.  It  is  intended  as  an  unsophisticated 
and  straightforward  approach  to  the  EKG  interpre- 
tation of  the  more  common  arrhythmias.  It  is  or- 
ganized along  the  following  lines.  After  an  initial 
review  of  basic  anatomy  and  physiology,  figures 
are  used  to  illustrate  the  sequence  of  events  in 
normal  and  abnonnal  heart  mechanisms.  EKG 
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representation  of  the  activation  of  the  heart  is  de- 
scribed in  detail.  Each  arrythmia  is  illustrated  by 
numerous  EKGs.  At  the  end  of  the  book  some  ex- 
ercises for  practice  are  included.  Clinical  features 
are  described  when  relevant  or  helpful.  Therapy 
for  each  arrhythmia,  \rith  dosages  and  exact  pro- 
cedures, is  outlined.  • 

This  book  will  be  of  value  to  the  general  prac- 
titioner, the  internist,  the  medical  student,  the 
anesthesiologist,  and  the  surgeon. 

“THE  CARDIAC  ARRHYTHMIAS  — A 
GUIDE  FOR  THE  GENERAL  PRACTITION- 
ER,” written  by  Brendan  Phibbs,  M.D.  Pub- 
lished by  The  C.  V.  Mosby  Company  of  St. 
Louis  on  26  May  1961.  128  pages.  $7.50. 


TUBERCULOSIS  ABSTRACTS 

EXPERIMENTAL  EFFECT  OF  CIGARETTE 
SMOKE  ON  HUMAN  RESPIRATORY  CILIA 

The  mechanism  of  the  efficient  housekeepers 
of  the  lower  respiratoiy  tract  and  the  nose,  the 
cilia,  is  interfered  with  by  the  smoke  from  a 
cigarette,  as  illustrate  in  the  experiment  de- 
scribed. The  slackened  efficiency  of  the  cilia 
appears  related  to  the  cough  of  smokers. 

The  pui-pose  of  the  experimental  work  reported 
in  this  manuscript  is  to  demonstrate  a possible 
mechanism  whereby  tar  and  other  combustion  pro- 
ducts in  cigarette  smoke  might  be  deposited  in  the 
lower  respiratory  tract  of  human  beings.  An  im- 
pressive body  of  literature  has  accumulated  to  sup- 
port the  thesis  that  prolonged  heavy  cigarette  smok- 
ing is  possitively  related  to  the  increased  incidence 
of  bronchogenic  carcinoma. 

If  the  combustion  products  in  tobacco  smoke  con- 
tain carcinogenic  tars  (or  arsenic),  how  does  this 
substance  collect  in  the  bronchi  and  remain  suffi- 
ciently long  to  induce  a carcinoma?  Nonnally,  the 
respiratoi*y  cilia  are  most  efficient  in  keeping  the 
nose  and  the  bronchial  air  tubes  clean.  The  cilia 
of  the  lower  respiratoi-y  tract  are  in  constant  mo- 
tion, day  and  night,  sweeping  the  overlying  blanket 
of  mucus  toward  the  upper  end  of  the  esophagus. 
In  the  nose,  the  action  of  the  cilia  moves  the  mu- 
cous blanket  posteriorly  to  the  pharynx. 

Failure  of  the  cilia  to  beat  efficiently  brings 
about  a stasis  of  the  blanket  of  mucus  and  per- 
mits injurious  material  contained  in  the  mucous 
blanket  to  remain  in  contact  with  the  bronchial  or 
nasal  surfaces.  In  health  the  continuous  beat  of 
the  cilia  is  the  principal  mechanism  whereby  the 
posterior  two  thirds  of  the  nose  and  the  entire  lower 
respiratory  tract  keep  themselves  clean. 

MEASURING  CILIARY  ACTIVITY 
The  question  arose  whether  or  not  there  was  some 
substance  in  cigarette  smoke  that  caused  a stasis 
of  the  ciliary  cleansing  mechanism.  Experimental 
setups  designed  to  measure  the  effects  of  various 
substances  on  ciliary  activity  have  always  lacked 
an  accurate  criterion  to  measure  this  activity.  The 
ciliated  cells  must  constantly  be  bathed  in  physi- 
ologic wetness.  Dryness  rapidly  injures  the  cilia 
and  destroys  the  accuracy  of  measurement.  What- 
ever method  is  used  must  accurately  prorfde  for 


humidity  control.  An  attempt  to  measure  ciliary 
activity  in  the  isolated  epithelial  strip  and  in  vivo 
was  greatly  hampered  by  this  factor. 

In  the  method  used  by  me,  minute  bits  of  epi- 
thelium taken  from  the  trachea  and  bronchi  of 
humans  are  placed  in  a clot  (equal  parts  of  chick 
embryo  extract  and  chicken  plasma)  which  is  ad- 
herent to  a cover  slip.  When  properly  made,  the 
cilia  can  be  seen  through  the  microscope  to  be 
beating  furiously  and  vnll  continue  beating  for 
two  weeks  or  longer  with  no  further  attention. 
At  any  time  the  cover  slip  and  clot  may  be  trans- 
ferred to  a perfusion  chamber;  the  experimental 
solution  may  be  perfused,  and  the  effect  on  the 
cilia  observed  and  recoi-ded  on  moving-picture  film. 

Sometimes  immediately  and  sometimes  some 
hours  later,  aggregates  of  ciliated  cells  can  be  seen 
through  the  microscope  to  have  become  detached 
from  the  main  explant  to  form  an  irregular  round- 
ed mass  with  the  cilia  outward.  The  furiously  beat- 
ing cilia  cause  the  separate  aggregate  of  cells  to 
rotate  6 to  30  times  per  minute.  The  rotation 
seiwes  as  a convenient  quantitative  criterion  of 
ciliary'  activity. 

CIGARETTES  MECHANICALLY  SMOKED 

The  clot  containing  the  rotating  groups  of  cells 
is  first  bathed  in  the  basic  salt  solution,  and  the 
speed  of  rotation  of  the  particular  explant  selected 
for  experimentation  is  observ'ed  and  recorded  on 
moving  picture  film  exposed  at  16  frames  per  sec- 
ond. A “baseline”  rotation  speed  is  thus  ob- 
tained. Next,  perfusion  is  caiuied  out  with  the 
test  solution,  and  the  effect  on  the  speed  of  rota- 
tion obseiwed  and  recorded  on  moving-picture  film 
exposed  at  16  frames  per  second.  A quantitative 
comparison  can  thus  readily  be  made  between  the 
baseline  obseiwations  and  those  after  perfusion  with 
the  test  solution. 

The  test  solution  for  these  experiments  was  pre- 
pared as  follows.  TSvo  “regular”-sized  cigarettes 
were  mechanically  “smoked”  by  intermittent  draw- 
ing of  room  air  through  the  cigarettes  at  a rate 
of  1 liter  per  minute.  Approximately  one  and  a 
half  to  two  minutes  were  required  to  “smoke”  each 
cigarette.  The  smoke  was  allowed  to  escape  under 
the  surface  of  100  ml.  of  the  basic  salt  solution. 
A sintered  glass  filter  was  used  to  insure  good 
contact  of  the  smoke  and  the  solution.  Glasswool 
filters  were  inserted  in  two  locations  to  prevent 
gross  particulate  tobacco  from  reaching  the  basic 
salt  solution.  In  successive  experiments  cigar- 
ettes, both  with  and  without  “filters,”  were  used. 

The  basic  salt  solution  changed  from  colorless 
to  slightly  amber.  In  the  solutions  tested,  the 
pH  dropped  from  approximately'  7.76  to  7.38.  All 
solutions  used  were  at  room  temperature. 

Perfusion  with  the  basic  salt  solution  alone  caused 
no  appreciable  change  in  the  rotation  of  the  ag- 
gregates of  ciliated  cells.  If  left  undisturbed,  ro- 
tation would  have  lasted  for  36  to  48  hours. 

Perfusion  with  the  “smoked”  basic  salt  solution 
stopped  rotation  within  five  to  28  minutes  in  12 
consecutive  experiments.  In  some  cases  if  the  ex- 
posure to  the  “smoked”  basic  salt  solution  was 
terminated  before  the  toxic  effect  was  marked,  re- 
turn to  the  baseline  speed  of  rotation  could  be  pro- 
duced by  reperfusion  with  salt  solution  alone. 
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EFFECT  OF  TAR 

It  is  known  that  tar  from  cigarette  smoke  paint- 
ed on  the  skin  of  a mouse  for  a third  to  a half 
the  lifetime  of  the  animal  can  induce  skin  carcin- 
oma. It  seems  reasonable  to  assume  that  a similar 
development  could  occur  on  the  bronchial  mucosa 
of  man  if  the  tar  (or  other  carcinogens)  are  in 
contact  with  the  same  part  of  the  mucosa  for  a 
sufficiently  long  time.  The  present  experiments 
demonstrate  how  the  human  ciliary  mechanism 
fails  in  vitro  when  exposed  to  smoke  in  solution 
from  as  few  as  two  cigarettes.  The  failure  of  the 
ciliary  mechanism  was  irreversible  if  great  care 
was  not  taken  very  soon  to  remove  the  “smoked” 
basic  salt  solution.  It  is  suggested  that  this  is  one 
of  the  mechanisms  whereby  tars  may  collect  in 
the  lower  respiratoiy  tract  and  come  into  contact 
with  the  mucosa. 

If  the  person  conceimed  is  a heavy  and  persist- 
ent smoker,  the  tars  may  be  assumed  to  stay  in 
contact  with  the  bronchial  mucosa  for  longer  peri- 
ods. Further  experimental  work  is  currently  going 
on  to  determine  if  combustion  products  of  petro- 
leum, factory  gaseous  wastes,  and  so  forth,  have 
similarly  deleterious  effects  on  the  cilia. 

It  seems  likely  that  the  decreased  efficency  of 
the  ciliary  mechanism  caused  by  smoke  plays  a 
part  in  the  productive  cough  noted  by  smokers. 
If  the  cilia  do  not  keep  the  airway  clean,  the  blan- 
ket of  mucus  containing  foreign  material  collects 
and  eventually  initiates  the  cough  reflex. 

— John  J.  Ballenger,  M.D.,  The  New  England  Journal  of  Medi- 
cine, October  27,  1960. 
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American  College  of  Physicians 
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Mr.  Claude  E.  Wells,  Executive  Secy. 

445  North  Lake  Shore  Drive 
Chicago  11,  Illinois 

American  Medical  Association 
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1345  N Street,  Lincoln 
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W.  J.  Frenzel,  State  Representative 
2631  Garfield,  Lincoln 
Cerebral  Palsy  Association  of  Nebraska 
Mrs.  Ben  H.  Cosdery 
201  South  Elmwood  Road,  Omaha 
Creighton  University  School  of  Medicine 
Richard  Egan,  Dean 
302  North  14th 
Omaha,  Nebraska 
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207  Midway  Building 
Lincoln,  Nebraska 
Muscular  Dystrophy  Society 

Mrs.  Marvin  Traeger,  President 
Fairbury,  Nebraska 

National  Foundation,  Inc. 

Clinton  Belknap 
1044  Stuart  Building 
Lincoln,  Nebraska 

Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 
Lloyd  E.  Skinner,  President 
Box  2,  Elmwood  Station,  Omaha  6,  Nebraska 

Nebraska  Association  of  Pathologists 
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Omaha,  Nebraska 
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Lincoln,  Nebraska 
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American  College  of  Physicians 
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American  College  of  Surgeons 
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Douglas  County  Chapter 
Miss  Marlene  Lorch,  Secretary 
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Mrs.  Alvin  Morris,  Secretary 
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Nebraska  Division 
American  Cancer  Society 

Braxton  Tewart,  Executive  Director 
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Omaha,  Nebraska 

Nebraska  Eye,  Ear,  Nose  & Throat  Society 
G.  T.  Alliband,  M.D.,  Secy. 

1020  Medical  Arts  Building 
Omaha,  Nebraska 


Nebraska  Heart  Association 
Carl  Marxer,  Executive  Director 
4202  Harney 
Omaha,  Nebraska 
Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
512  South  13th  Street 
Lincoln,  Nebraska 

Nebraska  Pharmaceutical  Association 
Miss  Cora  Mae  Briggs,  Executive  Secy. 

414  Federal  Seccrities  Building 
Lincoln,  Nebraska 
Nebraska  Psychiatric  Institute 
602  South  44th  Avenue,  Omaha 
Nebraska  Public  Health  Association 

E.  A.  Rogers,  M.D.,  M.P.H.,  President 
State  Capitol  Building 

Lincoln  9,  Nebraska 
Nebraska  Radiological  Society 
Ronald  E.  Waggener,  M.D.,  Secy.-Treas. 
University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 
Nebraska  Rheumatism  Association 
Robei't  S.  Long,  President 
8721  Shamrock  Road,  Countryside  Village 
Omaha,  Nebraska 

Nebraska  Society  for  Crippled  Children 
S.  Orson  Perkins,  Director 
402  South  17th 
Omaha,  Nebraska 

Nebraska  Society  of  Internal  Medicine 
Robert  S.  Long,  M.D.,  President 
324  City  National  Bank  Building 
Omaha,  Nebraska 

Nebraska  State  Dental  Association 

F.  A.  Pierson,  D.D.S.,  Secy. 

1112  Federal  Securities  Building 
Lincoln,  Nebraska 

Nebraska  State  Department  of  Health 
E.  A.  Rogers,  M.D.,  Director 
State  Capitol  Building 
Lincoln,  Nebraska 

Nebraska  State  Medical  Association 
M.  C.  Smith,  Executive  Secy. 

1315  Sharp  Building 
Lincoln  8,  Nebraska 
Nebraska  State  Nurses  Association 
Mrs.  Zelda  Nelson,  Executive  Director 
510  Securities  Building 
Omaha,  Nebraska 

Nebraska  State  Obstetrics  & Gynecology  Society 
Maurice  E.  Grier,  M.D.,  Secy. 

828  Medical  Arts  Building 
Omaha,  Nebraska 
Nebraska  Tuberculosis  Association 
Delmer  Serafy,  Eexecutive  Secy. 

406  W.O.W.  Building,  Omaha,  Nebraska 
Omaha,  Nebraska 
Omaha  Mid-West  Clinical  Society 
1613  Medical  Arts  Building 
Rita  M.  Crowell,  Executive  Secretary 
POISON  CONTROL  CENTER 
Childrens  Memorial  Hospital 
502  South  44th  Street,  Omaha 
University  of  Nebraska  College  of  Medicine 
J.  P.  Tollman.  M.D.,  Dean 
42nd  and  Dewey 
Omaha,  Nebraska 
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i CCK I J Norfolk,  Nebraska,  Au^st,  1961  No.  8 


“FEET  OF  CLAY” 

Have  you  given  much  thought  to  the  Unit- 
ed States  public  health  service?  Do  you 
think  its  function,  or  at  least  its  activities 
have  changed?  Do  you  feel  that  its  pri- 
mary interest  is  in  public  service,  with 
health  problems  affecting  large  segments  of 
the  public,  problems  that  cannot  be  solved 
by  individual  physicians  or  local  institu- 
tions? Or,  do  you  feel  that  the  U.S.P.H.S. 
is  becoming  a medicopolitical  force  con- 
ceiTied  more,  at  present,  with  fostering  so- 
cialized medicine  than  with  the  public 
health?  Do  you  believe  that  the  power  in- 
herent in  larger  and  larger  amounts  of 
money  granted  by  Congress  is  being  wielded 
wisely  or  can  grant-hungry  institutions  be 
moraly  subverted  by  more  lavish  grants 
from  the  U.S.P.H.S.? 

The  following  editorial,  reprinted  with 
consent  from  Northtvest  Medicine  (60:589 
(June)  1961)  brings  the  United  States  Pub- 
lic Health  Service  into  sharp  focus.  We 
hope  you  will  read  it  and  thoughtfully  an- 
alyze its  content. 

A CLINIC  TO  ST.  MAPvY’S 

The  purpose  of  this  contribution  is  to 
bring  to  the  attention  of  physicians,  and  per- 
haps interested  laymen,  some  of  the  reasons 
why  enlightened  doctors  are  adamant  in 
their  opposition  to  further  socialistic  federal 
encroachment  on  the  private  practice  of 
medicine. 

In  Alaska  the  health  of  the  native  popu- 
lation is  the  responsibility  of  the  Alaska  Na- 
tive Health  Service,  a branch  of  the  United 
States  Public  Health  Service.  While  the 
latter  organization  is  quoted  with  great 
reverence  on  polio  vaccinations,  irregulari- 
ties of  the  drug  trade  and  other  matters 
pertaining  to  the  physical  and  mental  wel- 
fare of  the  American  people,  I have  long 
suspected  that  this  bureaucratic  monument 
has  feet  of  clay. 

Recent  cleverly  worded  articles,  particu- 
larly in  Look,  keep  pushing  for  the  further 
socialization  of  medicine.  Labor,  not  quite 
so  tactful,  is  outspoken  in  its  desire  to  have 


the  government  run  the  practice  of  medi- 
cine. I ask  the  editors  of  all  national  pub- 
lications and  in  particular  I ask  Labor 
groups  to  read  the  following  account  with  an 
open  mind.  It  is  an  example  of  the  practice 
of  medicine  by  government. 

Last  year  at  Eastertime,  Mr.  John  Spahn, 
an  optician  friend,  and  I flew  to  St.  Mary’s 
Mission  on  the  lower  Yukon  to  examine  the 
250  school  children  from  an  EENT  view- 
point. This  mission  school  was  established 
by  the  Jesuits  to  educate  intellectually  su- 
perior Eskimo  children.  A few  students 
are  there  because  they  are  orphans  or  from 
broken  homes.  The  Order  has  taken  in  these 
children  to  give  them  some  sort  of  home  and 
education  until  a proper  niche  can  be  found 
for  them. 

On  that  visit  we  had  bad  flying  weather 
all  the  way  and  instead  of  spending  five  days 
at  the  Mission  as  we  had  planned.  My. 
Spahn  and  I were  only  able  to  work  there 
three  days.  In  that  time  we  examined  over 
100  children  and  prescribed  66  pair  of  eye- 
glasses. Some  of  these  spectacles  were  paid 
for  by  the  Jesuit  Fathers  themselves,  other 
were  provided  by  New  Eyes  for  the  Needy, 
Inc.  of  Short  Hills,  New  Jersey.  The  re- 
mainder were  furnished  to  the  children  by 
the  Eye,  Ear,  Nose  and  Throat  Foundation 
of  Alaska,  Inc. 

Among  the  children  examined  there  were 
40  who  had  irrefutable  and  clearly  visible 
indications  for  the  removal  of  tonsils  and 
adenoids.  This  evidence  consisted  of  six 
cases  with  mastoiditis  on  one  side,  one  pa- 
tient with  bilateral  mastoiditis,  and  the  re- 
maining cases  with  either  dry  perforations 
or  badly  scan*ed  and  retracted  eardrums. 

The  1960  St.  Mary’s  clinic  was  undeiTaken 
at  no  cost  to  the  government  but  the  results 
of  our  findings  were  forwarded  to  the  Pub- 
lic Health  Seiwice  Area  Medical  Director  as 
is  our  regular  practice.  Soon  after  this  re- 
port was  submitted  the  Father  in  charge  of 
the  Mission  received  a letter  from  the  Area 
Medical  Director  saying  that  the  40  children 
recommended  for  tonsillectomies  or  tonsillec- 
tomies and  adenoidectomies  would  be  air- 
lifted for  surgery  at  the  nearest  satellite 
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hospital  operated  by  the  Alaska  Native 
Health  Serxice  at  Bethel,  100  miles  away. 

This  year  Mr.  Spahn  and  I intended  visit- 
ing St.  Mary’s  Mission  again  at  Easter  in 
order  to  complete  the  work  we  had  begun 
the  year  before.  About  three  weeks  before 
our  planned  departure  we  were  appalled  at 
finding  that  of  the  40  children  reported  as 
being  badly  in  need  of  T&A’s,  only  two  had 
been  operated  upon!  Accordingly  we  wired 
the  Father,  asking  if  he  would  be  interested 
in  having  us  remove  the  children’s  tonsils 
and  adenoids  instead  of  continuing  with  the 
general  work  we  had  started.  He  answered 
immediately  that  he  would  be  very  happy  to 
have  this  work  done  as  apparently  the  Alas- 
ka Native  Health  Seiwice  was  unable  or  un- 
willing to  do  anjdhing  other  than  what  has 
been  indicated  above. 

With  the  tireless  devotion  of  my  wife,  who 
is  my  partner  in  these  enterprises,  and  with 
the  assistance  of  a fine  office  staff,  it  was 
possible  to  sterilize  and  wrap  disposable 
drapes  and  other  materials  for  the  removal 
of  40  sets  of  tonsils  and  adenoids.  We 
placed  a rush  order  for  a case  of  ether  and 
a case  of  Vinethene  and  purchased  a $240 
suction  and  pressure  machine  for  admin- 
istering ether  by  insufflation  and  for  remov- 
al of  secretions  during  surgery.  In  addi- 
tion, we  shipped  twelve  sets  of  tonsil  and 
adenoid  instruments  from  my  own  office  to 
the  mission.  All  this  was  undertaken  on  a 
rush  basis  through  the  good  offices  of 
Northern  Consolidated  Airlines,  who  gave 
our  medical  supplies  priority  in  spite  of  a 
backlog  of  three  weeks  freight  to  the  Yukon. 
It  was  necessary  to  carry  the  45-pound  pres- 
sure and  suction  device  in  my  small  air- 
plane, which  already  had  a staggering  load 
to  carry  across  the  snow  covered  tundra. 

Upon  arriving  at  St.  Mary’s  we  w ere 
greeted  with  the  usual  enthusiasm  and 
warmth  which  is  in  such  contrast  to  the 
lethargic,  disinterested  greeting  one  often 
receives  at  the  U.S.P.H.S.  hospital  here  in 
Anchorage. 

It  developed  that  a lay  apostle  who  is  a 
fulltime  public  health  nurse  in  Colorado  was 
in  residence  at  the  Mission  for  one  year  giv- 
ing her  time  and  talent  for  the  gloi*y  of  God 
by  seiwing  children  along  the  lines  of  her 
training.  She  indicated  that  there  were  20 
more  individuals  who  needed  their  tonsils 
and  adenoids  removed  and  asked  if  we  would 
undertake  it. 


We  had  only  five  days  in  which  to  accom- 
plish all  this.  Nevertheless,  we  started  to 
work  at  once,  stopping  only  to  ^v^re  back  to 
Anchorage  for  additional  supplies.  There 
was  no  one  to  handle  anesthesia  so  I dou- 
bled as  anesthetist  and  surgeon  for  34  of  the 
cases.  Once  the  child  was  asleep  the  insuf- 
flation device  and  the  suction-pressure  ma- 
chine were  turned  on  and  Mr.  Spahn  either 
increased  or  decreased  the  amount  of  ether 
according  to  the  vital  signs  upon  which  I 
kept  an  eagle  eye  while  operating. 

Three  lay  sisters  assisted  me.  One  re- 
assured the  children,  another  acted  as  instal- 
ment nurse,  while  the  third  washed  instru- 
ments. Some  of  the  larger  and  stronger 
boys  acted  as  stretcher  bearers  and  the  Rev- 
erend Mother  Superior  was  our  circulating 
nurse.  The  Colorado  public  health  nurse 
handled  the  logistics  — the  difficult  task 
of  administering  the  hypodeiTnic  and  intra- 
muscular injections  of  Thorazine,  Demerol 
and  atropine  that  were  ordered  before  sur- 
gery and  also  the  roster  and  meeting  place 
where  physical  examinations  of  the  next 
day’s  patients  would  be  performed. 

Because  of  permafrost  and  the  surface 
water  situation  at  this  particular  time  of 
the  year  the  water  supply  at  the  Mission 
was  veiy  critical.  We  ran  out  of  water  on 
every  day  except  the  last  one  and  had  to 
wash  our  hands  under  a pitcher  of  flowing 
water  and  then  rinse  them  in  alcohol.  We 
ran  completely  out  of  clean  laundry.  Chil- 
dren gave  their  beds  to  others  from  the  vil- 
lage and  they  themselves  slept  in  their  sleep- 
ing bags  on  the  floor.  Postoperative  nurs- 
ing care  was  provided  by  a parent  (if  the 
child  was  from  the  nearby  village)  or  by  a 
volunteer  adult.  The  patients  slept  over- 
night in  our  makeshift  infinnaiy  and  walked 
out  the  following  morning  as  the  new  day’s 
contingent  arrived  for  their  operations.  Ev- 
eryone turned  to  with  a willingness  that 
made  it  a pleasure  and  an  inspiration  to 
give  one’s  best. 

All  the  patients  did  well.  Three  had  to 
be  resutured.  One  had  what  seemed  like  an 
epileptic  grand  mal  seizure  in  the  early  pe- 
riod of  recoveiy  from  the  anesthesia.  Be- 
cause the  Fathers  had  made  available  a tank 
of  oxygen  from  their  Avelding  shop  we  met 
this  emergency  with  no  difficulty  whatso- 
ever. 

On  Friday,  the  fifth  and  last  day  of  the 
clinic,  we  found  that  we  had  performed  71 
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operations.  Thirty-four  tonsils  and  adenoids 
had  been  removed  under  general  anesthesia 
and  the  remainder  of  the  tonsils  or  tonsils 
and  adenoids  were  removed  under  local  an- 
esthesia. Surely  if  one  otolaryngologist 
with  the  help  of  an  able  and  willing  lay 
crew  can  perform  such  a prodigious  feat,  a 
government  hospital  such  as  the  U.S.P.H.S. 
operates  in  Anchorage  with  an  annual  budg- 
et of  twelve  million  dollars  should  be  able  to 
do  it  continuously  and  relentlessly,  thereby 
matching  the  continuity  and  relentlessness 
of  suppurative  middle  ear  disease  and  mas- 
toiditis in  Alaska. 

Lack  of  water,  lack  of  nurse-anesthetist, 
improper  bed  space,  inadequate  nursing  per- 
sonnel — each  one  of  these  stumbling  blocks 
would  have  been  sufficient  for  the  Alaska 
Native  Health  Service  to  have  cancelled  out 
such  an  effort.  Their  philosophy  through 
my  experience  at  least  has  been  that  when- 
ever something  can  be  discovered  that  pre- 
vents a perfect  project,  the  defect,  no  mat- 
ter how  insignificant,  can  be  blown  up  and 
presented  as  reason  enough  for  cancelling 
an  entire  program. 

Let  anybody  who  approves  of  the  practice 
of  medicine  by  the  government  read  and 
ponder  on  what  has  been  written  here. 

The  reader  may  wonder  why  we  suddenly 
decided  to  undertake  this  seemingly  impos- 
sible task  with  inadequate  facilities  and  per- 
sonnel. The  reason  was  pure  anger  and  dis- 
gust. It  was  also  felt  that  if  this  thing 
could  be  brought  off  successfully,  perhaps 
there  would  be  enough  feeling  and  anger 
generated  among  physicians  and  laymen  so 
that  the  Public  Health  Service  would  be 
awakened  (even  if  rudely)  and  their  status 
changed  from  that  of  ruling  servants  to  med- 
ical servants  who  actually  accomplish  what 
they  are  being  paid  for. 

Before  concluding  I would  like  to  present 
an  example  of  the  inefficiency  of  govern- 
ment medicine  as  practiced  in  this  part  of 
the  country  at  least.  The  reader  should  feel 
indignant  and  incensed. 

Of  the  71  patients  operated  upon,  14  had 
been  seen  in  1949,  1953  and  1959  and  had 
been  recommended  for  the  removal  of  ton- 
sils and  adenoids.  The  faithful  and  inde- 
fatigable public  health  nurses  who  made 
these  recommendations  and  forwarded  them 
to  the  representatives  of  the  Alaska  Depart- 
ment of  Health  and  the  Alaska  Native 


Health  Service  saw  their  efforts  come  to 
naught. 

Of  these  71  patients,  four  had  actually 
been  in  the  Alaska  Native  Health  Service 
Hospital  in  Anchorage  for  other  reasons, 
but  because  they  had  not  been  brought  to  the 
attention  of  the  ENT  department,  they  had 
returned  to  the  bush  country  with  their  ton- 
sils and  adenoids  uncomfortably  in  place ! 

At  this  point  it  might  occur  to  the  reader 
that  the  author  of  this  contribution  is  middle 
ear  or  mastoid  happy.  Let  him  search  the 
record  and  in  it  he  will  find  that  within  the 
past  three  years  mastoiditis  and  middle  ear 
disease  constitute  the  leading  public  health 
problem  among  the  natives  of  Alaska  since 
tuberculosis  in  its  protean  manifestations 
has  been  more  or  less  laid  low  with  new 
medications  and  surgical  techniques.  Vari- 
ous officials  of  the  Alaska  Native  Health 
Service  at  public  medical  meetings  have  ack- 
nowledged this  to  be  the  case.  What  has 
been  described  above  is  the  method  of  med- 
ical bureaucracy  in  attacking  this  profound- 
ly important  problem. 

The  issue  now  lies  before  the  public  of 
whether  or  not  it  wishes  medicine  to  be 
practiced  by  the  doctors  of  its  choice  or 
through  physicians  whom  the  bureaucrats, 
in  their  wisdom,  choose  for  them.  If  in  the 
light  of  this  the  public  chooses  federalized 
medicine,  it  will  indeed  get  what  it  deserves. 

MILO  H.  FRITZ,  M.D. 

1027  Fourth  Avenue 

Anchorage,  Alaska 

Medicare  in  Operation 

Consultation — 

Consultation  by  a licensed  M.D.  which  is 
performed  during  hospitalization  for  a cov- 
ered service  is  authorized,  if  it  is  certified 
by  the  attending  physician.  (Item  No.  31 
of  the  Medicare  Claim  Form). 

Consultation  services  which  are  rendered 
for  maternity  or  injury  cases  do  not  have 
to  be  performed  during  hospitalization. 
However,  the  consulting  physician  must 
have  been  called  in  for  expert  opinion,  by 
the  attending  physician,  and  the  consultant’s 
claim  form  must  be  certified  by  him.  The 
attending  physician  may  not  bill  for  consul- 
tation. 

(See  page  389) 
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Comments  From 
Your  President 

THE  A.M.A.  IN  ACTION 

It  was  the  pleasure  of  your  President  to 
attend  the  Annual  Meeting  of  the  American 
Medical  Association  in  New  York  City  on 
June  26  to  30,  1961. 

The  scientific  presentations  were  out- 
standing, particularly  the  new  “Multi  Dis- 
cipline Research  F o r u m.”  This  “Re- 
search Forum”  will  make  available  imme- 
diately, to  the  medical  profession  the  prod- 
uct of  medical  research,  for  the  benefit  of 
their  patients. 

There  was  a rededication  of  the  A.M.A.  to 
its  two  basic  objectives,  the  promotion  of 
the  art  and  science  of  medicine  and  of  the 
betterment  of  the  public  health. 

The  ten-point  program  of  progress  for 
1961  was  outlined,  to  bring  the  best  possible 
health  care  to  all  the  people,  and  to  preseiwe 
freedom  for  patient  and  physician  in  the 
health  care  field. 

I.  Costs  of  Medical  Care  — The  Amer- 
ican Medical  Association’s  Commis- 
sion on  the  Cost  of  Medical  Care  is 
studying  every  aspect  of  medical 
care  costs. 

II.  Voluntary  Health  Insurance  and 
Prepayment  — The  A.M.A.  is  con- 
ducting a series  of  conferences  with 
the  National  Association  of  Blue 
Shield  Plans,  the  Blue  Cross  Asso- 
ciation, the  American  Hospital  As- 
sociation and  the  health  insurance 
industry  to  accelerate  the  progess 
already  achieved  and  to  insure  effec- 
tive cooperation  between  the  prepay- 
ment plans,  the  health  insurance 
companies  and  the  medical  profes- 
sion. Special  attention  will  be  given 
to  coverage  of  the  aged  through 
plans  and  policies  that  fit  their 
needs  and  pocketbooks. 


III.  Help  to  the  Needy  and  Near-Needy 
Aged  — The  A.M.A.  is  working  dili- 
gently to  insure  early  implementa- 
tion by  the  states  of  the  Kerr-Mills 
Medical  Aid  for  the  Aged  Law  which 
enables  the  individual  states  to  guar- 
antee needed  health  care  to  every 
aged  American. 

IV.  Health  of  the  Aged  — The  A.M.A. 
dedicates  its  efforts  to  promote  posi- 
tive health  objectives  for  older  peo- 
ple through  (1)  flexible  retirement 
policies;  and  (2)  improved  nutrition. 

V.  Mental  Health  — Mental  disease  is 
still  the  nation’s  No.  1 health  prob- 
lem. 

VI.  Physician  Supply  — The  A.M.A.  is 
launching  a $200,000-a-year  student 
honors  program,  including  scholar- 
ships and  loans,  to  attract  more 
qualified  students  to  medical  ca- 
reers. 

VII.  Continuing  Education  and  Research 
— The  A.M.A.’s  postgi'aduate  edu- 
cational programs  are  being  mark- 
edly stepped  up  in  1961.  New  mech- 
anisms of  communication  are  being 
reviewed  and  joint  projects  with 
other  medical  organizations  will  be 
initiated. 

(Continued  on  page  397) 
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PITFALLS  in  fhe 

Diagnosis 

Ruptured  Tubal  Pregnancy* 


In  the  experience  of  this  author,  most  of  the 
"pitfalls"  in  diagnosis  of  ruptured  tubal  preg- 
nancy fall  within  a group  he  classifies  as 
"chronic."  While  these  patients  have  the  triad 
of  symptoms  so  characteristic  of  ruptured  tubal 
pregnancy  — abdominal  pain,  disturbance  of  the 
menstrual  cycle,  and  uterine  bleeding  • — they 
lack  the  explosive  onset  of  symptoms  and,  on 
examination,  they  are  found  to  have  a mass  in 
the  pelvis.  Consequently,  they  may  drift  along 
for  as  long  as  three  months  before  a diagnosis 
is  established.  It  is  the  patient  in  this  "chronic" 
group  who  will  profit  most  from  performance  of 
culdocentesis.  In  those  who  had  this  diagnostic 
procedure,  diagnosis  was  established  earlier, 
treatment  was  instituted,  and  hospital  stay  short- 
ened. 

—EDITOR 

During  a three  - year  period, 
ending  June  30,  1960,  61  cases 
of  ruptured  tubal  pregnancy 
were  collected  and  reviewed.  We  were  able 
to  categorize  these  cases  into  three  groups 
namely,  acute  fulminating,  sub-acute  and 
chronic. 1 Each  group  is  defined  as  follows : 

Group  I — Acute  fulminating  — rupture 
with  severe  internal  bleeding;  the  patient  in 
the  state  of  shock  upon,  or  shortly  after,  en- 
trance to  the  hospital. 

Group  II  — Subacute  — rupture  with 
moderate  internal  bleeding;  the  patient  not 
in  the  state  of  shock  upon  entrance,  shock 
appearing  as  late  as  72  hours  after  entrance. 

Group  III  — Chronic  — rupture  with  in- 
termittent bleeding  in  small  amounts;  the 
patient  not  in  the  state  of  shock  upon  en- 
trance, and  at  no  time  developing  signs  or 
symptoms  of  shock. 

Acute  Fulminating 

Of  the  13  cases  falling  into  Group  I,  the 
diagnosis  was  correct  in  twelve.  One  case 
was  believed,  before  laparotomy,  to  have 
acute  appendicitis.  All  patients  in  this  group 
have  a history  of  having  had  sudden,  sharp 
abdominal  pain  ranging  from  2 to  12  hours 
before  entering  the  hospital. 

Eight  patients  gave  a history  of  having 
missed  one  period  and  two  patients  had 
missed  two  periods.  A history  of  amenor- 
rhea was  absent  in  three.  Eight  gave  a his- 
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tory  of  abnormal  bleeding,  and  in  five  there 
was  none.  Two  patients  were  seen  initially 
in  the  home,  at  which  time  the  diagnosis  of 
threatened  abortion  was  made.  They  were 
admitted  when  symptoms  persisted  or  be- 
came worse.  These  patients  were  the  two 
who  gave  a history  of  having  missed  2 men- 
strual periods. 

A definite  mass  was  not  palpable  upon 
pelvic  examination  in  any  of  these  patients. 
In  8 of  the  13,  a feeling  of  fullness  or  a 
thickening  was  recorded. 

Culdocentesis  was  performed  as  an  ad- 
junct to  the  diagnosis  in  five  with  positive 
results.  Culdocentesis  was  not  performed  in 
eight. 

Subacute 

There  were  20  cases  falling  into  Group  II. 
The  preoperative  diagnosis  was  correct  in 
17  and  incorrect  in  three.  In  two  of  the 
three,  diagnosis  was  acute  appendicitis.  One 
patient  was  dismissed  with  the  diagnosis  of 
threatened  abortion  and  was  readmitted  48 
hours  later,  at  which  time  there  was  no  ques- 
tion about  the  diagnosis.  Two  patients  were 
treated  prior  to  admission  for  functional 
uterine  bleeding. 

All  20  had  abdominal  pain.  In  18,  the 
pain  was  located  in  the  pelvis,  and  in  2 it 
was  located  in  the  upper  abdomen.  Two  pa- 
tients also  complained  of  chest  pain  with 
difficult  breathing.  The  duration  of  pain 
before  hospital  admission  varied  from  1 to 
14  days.  In  only  two  patients  did  the  pain 
have  an  acute  onset,  and  in  these  patients 
it  occurred  two  days  before  admission.  In 
the  remaining  cases,  the  pain  was  insidious 
in  its  onset,  and  varied  in  intensity  and  se- 
verity from  day  to  day. 

•Read  before  the  Annual  Sessions,  Omaha  Mid-West  Clinical 
Society,  November  2,  1960. 
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Nine  patients  missed  one  menstrual  pe- 
riod, five  missed  two  periods,  whereas 
amenorrhea  was  absent  in  six.  Thirteen  pa- 
tients gave  a history  of  abnormal  uterine 
bleeding,  whereas  in  seven  there  was  no 
bleeding.  Bleeding  w a s intermittent,  in 
small  amounts,  never  profuse,  and  appeared 
as  a brownish  discharge  or  bright  red  spot- 
ting. 

A definite  mass  was  palpable  upon  bi- 
manual examination  in  6 ; no  mass  was  palp- 
able in  seven;  and  in  the  remaining  seven 
the  presence  of  a mass  was  questionable. 

Culdocentesis  was  perfonned  as  an  aid  to 
diagnosis  in  nine,  with  positive  results.  It 
was  not  used  in  11  cases. 

Laparotomy  was  performed  from  2 to  72 
hours  after  admission  to  the  hospital. 

Chronic 

Of  the  28  cases  in  Group  III,  the  diag- 
nosis was  incorrect  in  23  before  surgery, 
leaving  only  five  in  whom  the  diagnosis  was 
correct.  The  mistaken  diagnoses  were  as 
follows:  ovarian  cyst,  10;  tubo-ovarian  cyst, 
5;  pelvic  inflammatory  disease,  3;  myoma 
of  the  uterus,  2 ; incomplete  abortion,  1 ; 
sub-acute  appendicitis,  1 ; and  functional 
uterine  bleeding,  one. 

Four  patients  had  previous  admissions  be- 
fore their  laparotomies.  All  four  had  dila- 
tation and  curettage  and  then  were  dis- 
missed, only  to  return  within  a short  time 
for  further  treatment.  Twenty-three  of  the 
28  had  abdominal  pain,  the  duration  of 
which  ranged  from  fourteen  days  to  three 
months  before  entrance  into  the  hospital. 
The  pain  varied  in  its  intensity  from  day 
to  day  and  was  described  as  a dull  ache, 
a dragging  or  pulling  sensation,  and  some- 
times as  a feeling  of  fullness.  The  pain  was 
located  in  one  or  the  other  adnexal  areas. 
Amenorrhea  was  not  experienced  by  seven, 
13  missed  one  period,  five  missed  two,  and 
three  missed  three  periods  respectively. 
Twenty-five  had  abnormal  uterine  bleeding; 
three  gave  a history  of  no  bleeding. 

A pelvic  mass  was  found  in  26  of  the  28 
patients.  In  the  majority  of  these  cases 
the  palpable  mass  confused  the  picture,  in 
that  its  size  did  not  justify  laparotomy.  In 
others,  considerable  time  was  I’equired  to 
differentiate  the  mass  from  the  possibility 
of  pregnancy  within  the  uterus.  The  largest 
mass  found  at  laparotomy  measured  10  x 12 
cm.  This  mass  contained  blood  clots  and  de- 


generated placental  tissue.  It  was  removed 
from  one  of  the  patients  who  had  symptoms 
for  about  three  months. 

Culdocentesis  was  performed  on  five  with 
positive  results  and  three  patients  were  di- 
agnosed correctly  preoperatively. 

The  time  elapsing  from  the  time  of  hos- 
pital admission  to  laparotomy  ranged  from 
two  to  sixteen  days.  These  figures  tend  to 
emphasize  the  difficult  diagnostic  problem 
presented  by  some  of  these  patients. 

Comments 

From  this  study  it  is  found  that  of  the 
61  cases,  the  preoperative  diagnosis  was 
correct  in  34,  and  incorrect  in  27.  The  di- 
agnosis seemed  to  pose  no  real  problem  in 
Groups  I and  II.  The  pitfalls  in  the  diag- 
nosis were  in  Group  III,  the  cases  designat- 
ed here  as  the  chronic  type.  It  is  noted, 
however,  that  the  symptoms  presented  by 
patients  in  Groups  I and  II  may  be  con- 
fused with  acute  appendicitis,  threatened 
abortion,  and  functional  uterine  bleeding. 

An  attempt  to  determine  the  basis  for  this 
high  degree  of  accuracy  in  Groups  I and  II 
proved  infoiTnative.  A review  of  the  sjunp- 
toms  found  that  all  of  these  patients  had  ad- 
dominal  pain,  and  the  majority  had  some  dis- 
turbance of  the  menstrual  cycle  and  ab- 
noi-mal  uterine  bleeding.  This  triad  is 
characteristic  of  tubal  pregnancy  . Although 
14  patients  had  culdocentesis  to  confirm  the 
diagnosis,  it  becomes  obvious  that  a good 
history  was  the  most  important  factor  in 
the  diagnosis.® 

The  preoperative  diagnosis  in  Gi’oup  III 
was  correct  in  only  5 of  the  28  patients.  In 
reviewing  the  case  histories  it  was  found 
that  the  triad  of  abdominal  pain,  menstrual 
disturbances,  and  abnormal  uterine  bleeding 
were  also  present  in  most  of  these  patients. 
This  clue  should  have  made  the  attending 
physician  “ectopic  minded. However,  its 
significance  could  be  overlooked  for  several 
reasons. 

The  symptoms  of  ruptured  tubal  preg- 
nancy are  expected  to  be  of  short  duration 
and  somewhat  explosive  in  character.  The 
signs  and  symptoms  of  the  chronic  group 
usually  extend  over  a long  period  of  time, 
and  in  many  cases  are  not  of  sufficient  se- 
verity to  demand  definitive  treatment.  The 
patient,  as  the  result,  delays  her  visit  to  the 
doctor,  and  by  this  time  her  condition  may 
appear  to  be  anything  but  ruptured  tubal 
pregnancy. 


364 


Nebraska  S.  M.  J. 


The  presence  of  an  unquestionable  mass 
in  26  of  the  28  Group  III  patients,  would 
tend  to  obscure  the  possibility  of  ruptured 
tubal  pregnancy.  It  is  recalled  that  in  the 
33  cases  comprising  Groups  I and  II,  the 
examiners  recorded  the  presence  of  a mass 
in  only  six  of  these  patients. 

We  feel  that  a more  liberal  use  of  culdo- 
centesis  as  an  adjunct  to  the  diagnosis  of 
ruptured  tubal  pregnancy  is  indicated.  One 
cannot  help  but  feel  that  the  more  frequent 
use  of  culdocentesis  in  Group  III  cases  could 
reduce  the  high  incidence  of  inaccurate  pre- 
operative diagnosis.®  It  is  not  implied  here 
that  culdocentesis  is  recommended  in  the 
Group  III  cases  with  a significantly  large 
palpable  mass,  which  will  require  laparotomy 
regardless  of  the  findings  with  culdocentesis. 
Clinical  judgment  should  be  the  guide  for 
case  selection.  However,  the  recovery  of 
sero-sanguineous  fluid  or  old  blood  or  both 
by  means  of  culdocentesis  is  possible.  The 
laparotomy  in  these  cases  confirms  this 
since,  in  addition  to  old  blood  clots,  sero- 
sanguineous  fluid  or  old  blood  or  both  was 
found  in  the  pelvis.  The  value  of  culdo- 
centesis becomes  more  apparent  when  one 
considers  that  the  five  Group  III  cases  in 
whom  the  diagnosis  was  correct  had  the 
benefit  of  culdocentesis.  In  addition,  the 
number  of  hospital  days  from  entrance  to 
laparotomy  in  Group  III  cases  ranged  from 
two  to  sixteen  days,  whereas  it  was  two  to 
four  days  in  the  five  patients  undergoing 
culdocentesis.  This  shortened  considerably 
total  hospitalization.^ 

Crews,  Halford,  and  Ferguson'^  found  a 
marked  decrease  in  delay  involved  in  proper 
care  when  culdocentesis  was  done.  In  pa- 
tients without  a tap,  median  delay  was  4 
days  and  an  average  delay  8.29  days.  In 
patients  with  a tap,  the  median  delay  was 

0.5  days  and  the  average  delay  5.19  days. 

Culdocentesis  is  a simple  and  practical 
procedure  which  every  practitioner  should 
be  encouraged  to  do.  Analgesia  or  anes- 
thesia are  usually  unnecessary  and  it  can  be 
performed  in  the  clinic,  admitting  room,  or 
hospital  examining  room.^-® 

The  possibility  of  pus  within  the  pelvis 
does  not  constitute  a contraindication. 
Beacham  and  Beacham®  performed  culdo- 
centesis when  either  hemoperitoneum  or  ab- 
scesses partially  or  entirely  situated  in  the 
cul-de-sac  were  suspected.  About  55  per 
cent  of  their  taps  were  done  in  clinics  or 


admitting  rooms,  30  per  cent  in  examining 
rooms,  and  15  per  cent  in  operating  rooms. 
Greenhill®  states  he  uses  culdocentesis  almost 
routinely  in  cases  of  pelvic  abscess,  to  re- 
move pus  and  uses  the  needle  point  as  the 
site  of  the  incision  into  the  posterior  cul- 
de-sac.  It  follows  then  that  culdocentesis 
becomes  a useful,  differential  diagnostic 
tool. 

Our  experience  with  culdocentesis  indi- 
cates that  the  procedure  does  not  increase 
morbidity.  Collins^”  is  of  the  opinion  that 
culdocentesis  lessens  morbidity.  Crawford 
and  Hutchinson®  reporting  on  178  cases  who 
had  culdocentesis  found  that  51  per  cent 
became  morbid  whereas  63  per  cent  who  did 
not  receive  culdocentesis  became  morbid. 

Conclusions 

1.  Ruptured  tubal  pregnancy  may  be 
categorized  into  three  groups:  Group 
I — Acute  fulminating;  Group  II  — 
Subacute;  Group  HI — Chronic. 

2.  The  diagnosis  in  Groups  I and  II  poses 
no  particular  problem. 

3.  Pitfalls  in  the  diagnosis  are  found  in 

Group  HI  cases.  ^ 

4.  The  signs  and  symptoms  found  in 
Group  I and  II  may  be  confused  with 
acute  appendicitis,  threatened  abor- 
tion, and  functional  uterine  bleeding. 

5.  The  chronic  nature  of  the  signs  and 
symptoms  plus  the  presence  of  a def- 
inite adnexal  mass  tend  to  obscure  the 
diagnosis  in  Group  HI  cases. 

6.  A good  history  is  essential  in  the  di- 
agnosis, and  any  patient  in  the  child- 
bearing age  complaining  of  abdominal 
pain,  menstrual  disturbances,  and  ab- 
normal uterine  bleeding,  with  or  with- 
out an  adnexal  mass,  has  ectopic  tubal 
pregnancy  until  proven  otherwise. 

7.  A more  liberal  use  of  culdocentesis 
will  result  in  earlier  diagnosis  and 
thereby  reduce  total  hospitalization. 

8.  Every  physician  should  acquaint  him- 
self with  the  use  of  culdocentesis  as  a 
simple  and  practical  aid  in  the  diag- 
nosis of  ruptured  tubal  pregnancy. 
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“The  administration  of  certain  drugs  to  patients  wnth  obscure 
fever  may  give  information  of  diagnostic  value.  Therapeutic  trial 
is  not  synonomous  with  administration  of  antibiotics.  Among  other 
drugs  with  more  or  less  specific  actions  are  antimalarials,  anti- 
amebic  agents,  salicylates,  colchicine,  arsenicals  and  perhaps  nitro- 
gen mustards  and  related  compounds.  The  adrenal  steroids  are  so 
nonspecific  in  their  antipyretic  effect  and  their  ameliorating  action 
as  to  be  almost  useless  in  therapeutic  trials  aimed  at  establishing 
a diagnosis.”  (From  DM,  Disease-a-Month  for  November,  1957,  p. 
30). 
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The  MANAGEMENT  of 

Deformities  of  the  Nose* 


This  author  seems  to  believe  that  injuries  to 
the  soft  tissues  of  the  nose  and  vicinity  per- 
haps ore  of  less  importance  than  those  of  the 
skeletal  framework  of  the  organ,  but  are  im- 
portant from  the  viewpoint  of  cosmetic  results. 
Proper  and  effective  treatment  of  injury  to  the 
bcnes  and  cartilages  of  the  nose  requires  on  in- 
timate knowledge  of  the  anatomic  structures  and 
their  relationships,  and  is  most  likely  to  be  en- 
tirely successful  if  examination  con  be  made 
soon  after  the  injury.  This  avoids  the  edema 
which  may  obscure  the  actual  underlying  condi- 
tions. The  magnitude  of  the  treatment  varies  in 
proportion  to  that  of  fhe  injury,  from  simple  pack- 
ing to  open  reduction. 

—EDITOR 

Nasal  injuries  are  always  due 
to  direct  violence.  They  re- 
sult in  damage  to  the  skin 
and  soft  tissues  over  and  around  the  nose 
as  well  as  to  the  bony  and  cartilaginous 
framework  of  the  nose. 

Skin  and  soft  tissue  injuries  are  treated 
by  applying  the  usual  principles  of  first  aid 
and  plastic  surgery.  Treatment  includes 
measures  for  the  immediate  preservation 
of  life  such  as  the  control  of  shock  and  hem- 
orrhage, protection  of  the  wound  against 
further  injury,  relief  of  pain,  and  the  clo- 
sure of  open  wounds  with  due  respect  for 
their  final  cosmetic  appearance. 

The  skin  and  soft  tissue  injuries  do  not 
constitute  the  major  problem  in  the  treat- 
ment of  nasal  injuries  today.  The  major 
problem  in  the  treatment  of  nasal  injuries 
is  the  realignment  of  the  skeletal  struc- 
tures of  the  nasal  pyramid.  To  do  this  prop- 
erly it  is  necessary  to  review  constantly  the 
normal  anatomy  of  the  nasal  pyramid. 

The  framework  of  the  nose  is  composed  of 
a bony  and  a cartilaginous  portion.  The  out- 
er bony  structure  is  made  up  of  paired  nasal 
bones  fused  together  in  the  mid-line  and 
articulating  with  the  nasal  process  of  the 
frontal  bones  superiorly  and  the  maxillae 
laterally.  The  strongest  portion  of  this 
bony  arch  is  at  its  attachment  to  the  front- 
al bones,  while  its  weakest  and  most  fre- 
quently fractured  portions  are  the  free  mar- 
gins of  the  nasal  bones  interiorly  and  their 
attachments  to  the  maxillae  laterally. 

The  cartilaginous  portion  of  the  external 
nose  is  limited  above  by  the  lower  borders 
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of  the  nasal  bones  and  the  frontal  process 
of  the  maxilla.  The  two  major  compon- 
ents of  this  segment  of  the  nose  are  the  lat- 
eral paired  cartilages  and  the  paired  alar 
cartilages. 

The  lateral  cartilages  are  attached  to  the 
medial  portion  of  the  frontal  process  of  the 
maxilla  and  nasal  bones  above  and  to  the 
septal  cartilages  in  the  midline.  The  lateral 
cartilages  are  connected  below  to  the  alar 
cartilages  by  means  of  dense  connective  tis- 
sues, the  upper  edge  of  the  alar  cartilage 
overlapping  the  lower  aspect  of  the  lateral 
cartilage.  The  lateral  cartilages  are  intim- 
ately related  to  the  nasal  bones  and  partici- 
pate in  their  displacement,  but  they  af'e 
rarely  detached  from  them  by  trauma. 

The  alar  cartilages  are  also  paired  and 
form  the  cartilaginous  framework  of  the 
tip  of  the  nose.  Each  alar  cartilage  con- 
sists of  two  portions,  a medial  area  and  a 
lateral  area  joined  at  an  area  called  the 
dome  of  the  alar  cartilages.  The  medial 
crura  make  up  not  only  the  dome  of  the  tip 
of  the  nose  but  they  also  extend  toward  the 
lips  to  make  up  the  structure  of  the  colu- 
mella of  the  nose.  The  lateral  crus  usually 
occupies  little  more  than  half  of  the  alar, 
the  remaining  portion  of  the  alar  being  sup- 
ported by  fibro-areolar  tissue. 

Lateral  and  alar  cartilages  are  connected 
by  aponeurotic-like  tissue  which  also  main- 
tains the  alar  cartilages  attached  to  the 
septal  angles,  thus  acting  as  a suspensory 
ligament  of  the  tip  of  the  nose. 

The  lower  border  of  the  lateral  cartilage 
forms  a fold  called  the  limen  nasi  and  is  the 
limit  of  the  vestibule. 

The  valve-like  action  of  the  lower  lateral 
cartilages  controls  the  current  of  air  which 
enters  the  nose.  Nasal  ventilation  depends 

♦Presented  before  Annual  Session,  Omaha  Mid-West  Clinical 
Society,  October  31,  1960. 
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upon  the  efficiency  of  the  lateral  and  alar 
cai*tilage,  active  motions  by  contractions  of 
the  nasal  musculature,  and  passive  move- 
ments due  to  variations  of  internasal  pres- 
sures. The  connective  tissues  which  bond 
lateral,  alar,  and  septal  cai’tilages  pemiit 
movements  imparted  by  external  nasal  mus- 
culatures. 

The  upper  lateral  cartilages  are  fused  to 
the  dorsal  border  of  the  septum,  and  their 
intimate  connection  with  the  septum  re- 
sults in  a guy-like  action  with  the  septum 
acting  as  a ridge  pole.  Any  possible  dis- 
placement of  the  septum  may  be  followed  by 
a tear  in  the  fibrous  attachment  with  a 
lengthening  of  one  guy  rope  and  a shorten- 
ing of  the  other  with  a resulting  deformity 
of  the  cartilaginous  dome. 

To  complete  the  outline  of  the  skeletal 
portion  of  the  nose  affected  by  trauma,  it 
is  necessary  to  include  the  nasal  septum. 
The  nasal  septum  is  composed  of  the  septal 
cartilage,  a portion  of  the  ethmoid  bones  and 
the  vomer.  The  most  exposed  portion  of  the 
nasal  septum  is  the  septal  cartilage  and  it  is 
the  section  which  is  most  frequently  trau- 
matized. 

The  septal  caililage  rests  on  a groove  in 
the  vomer  along  the  floor  of  the  nose.  It 
divides  the  nose  into  two  air  chambers  and 
anything  that  changes  its  position  will  alter 
the  breathing  fonnation.  The  displacement 
of  the  septal  cartilage  from  its  gi*oove  in 
the  vomer  is  a common  occuiTence.  It  has 
been  shown  to  result  from  trauma  at  birth 
and  from  frequent  falls  and  blows  during 
childhood.  The  resulting  defoiTnity  results 
in  interferences  with  nasal  respiration. 

The  early  diagnosis  and  evalution  of  the 
extent  of  the  traumatic  defoi*mity  is  very 
essential  to  the  management  of  nasal  de- 
foiTnities.  The  tissue  around  and  over  the 
nose  swells  very  readily  and  frequently  in- 
terferes with  a proper  evaluation  of  the  con- 
dition of  the  nasal  bones  and  cartilage. 

It  is  important,  therefore,  to  see  the  pa- 
tient in  these  cases  as  early  as  possible 
after  injury.  If  the  patient  is  seen  before 
the  edema  starts,  then  inspection  and  palpa- 
tion of  the  nose  help  in  detennining  the  ex- 
tent of  the  deviation  or  depression  of  the 
nasal  pyramid.  Palpation  must  be  gentle  or 
additional  trauma  may  be  added  to  already 
splintered  bones.  Crepitus  is  not  an  im- 
portant sign  in  these  cases,  because,  all  too 


frequently,  the  early  edema  fonnation  acts 
as  a splint  to  the  fragments. 

The  insides  of  the  nose  must  also  be  in- 
spected in  cases  of  suspected  nasal  bone  frac- 
tures. It  is  frequently  helpful  to  this  in- 
spection to  shrink  the  mucous  membranes 
of  the  nose  with  5 per  cent  cocaine  and 
adrenalin. 

Inspection  of  the  inside  of  the  nose  should 
yield  much  infonnation.  If  the  membranes 
do  not  shrink  down  with  the  cocaine  and 
adrenalin  pack,  the  swelling  inside  the  nose 
can  at  least  be  localized  to  the  medial  or 
lateral  aspect  of  each  of  the  nares.  A 
swelling  along  the  medial  wall  of  each  naris 
that  does  not  respond  to  the  shrinking  solu- 
tion usually  means  damage  and  a hematoma 
of  the  nasal  septum.  A swelling  along  the 
lateral  wall  which  acts  similarly  may  mean 
buckling  of  the  lateral  cartilages. 

If  the  mucosa  does  shrink  well,  teai’s  in 
the  mucous  membranes  may  show  the  site 
of  the  fracture. 

X-ray  studies  frequently  are  a disappoint- 
ment to  the  clinician  unless  the  nasal  bones 
are  involved.  Reports  from  many  clinicians 
would  indicate  that  less  than  50  per  cent 
of  nasal  fractures  are  reported  by  X ray.  In 
any  case,  we  have  found  that  a great  many 
more  cases  of  fracture  of  the  nasal  bones 
are  seen  and  reported  by  X-ray  people  if 
a request  is  made  to  add  a view  taken  on 
a dental  film  held  in  the  mouth  by  the  pa- 
tient with  the  X-ray  beam  tilting  down  from 
the  top  of  the  head  in  such  a way  as  to 
miss  both  the  fi’ontal  bone  and  the  teeth, 
but  to  include  the  nasal  arch. 

The  majority  of  nasal  bone  fractures  ai'e 
either  simple  or  comminuted.  Most  simple 
fractures  are  linear  in  character  and  can 
be  the  green  stick  or  simple  fracture  with 
or  without  displacement.  The  commonest 
recipient  of  a simple  greenstick  fracture 
is  a child.  The  most  common  type  of  simple 
nasal  fracture  in  an  adult  is  the  one  with 
lateral  displacement  or  depression.  The 
comminuted  fractures  are  also  found  mostly 
in  adults. 

The  management  of  traumatic  changes  in 
the  nasal  structures  depends  first  of  all  on 
the  age  of  the  patient.  Almost  all  children 
have  their  coi*rections  performed  under  gen- 
eral anesthesia.  Of  late,  too,  we  have  found 
that  most  adults  prefer  this  type  of  anes- 
thesia to  the  local  anesthesia  we  used  pre- 
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viously.  General  anesthesia  has  the  ad- 
vanta^:e  of  no  unncessary  tissue  swelling 
interfering  with  the  accurate  manipulation 
of  the  nasal  structures. 

Tlie  simplest  fractures  without  displace- 
ment or  depression  should  be  splinted  but 
not  manipulated.  The  simple  linear  frac- 
tures with  obvious  depression  or  displace- 
ment can  frequently  be  handled  with  a closed 
method  of  reduction. 

The  instrumentation  for  this  procedure  is 
minimal.  A Joseph  periosteal  elevator  and 
an  Asch  septal  forceps  will  suffice.  Manipu- 
lation is  conducted  by  introducing  the  ele- 
vator into  the  nose  and  under  the  nasal 
bones.  The  nasal  bones  are  gently  elevated 
and  realigned  under  the  sensitive  fingers  of 
the  other  hand  which  guide  the  bones  into 
place.  The  nasal  bones  are  kept  in  place  by 
packing  both  nares  with  either  vasoline 
packing  or  sponge  rubber  splints  just  under 
the  affected  nasal  structures.  These  splints 
are  left  in  place  for  several  days  while  anti- 
biotics are  given  to  avoid  any  secondary  in- 
fection. 

Comminuted  fractures  are  best  reduced 
with  the  open  reduction  as  advocated  by  the 
group  of  clinicians  who  have  worked  closely 
with  Dr.  Samuel  Foman.  The  technique  of 
the  open  I'eduction  is  the  same  as  that  used 
in  the  rhinoplasty  operation.  Essentially, 
the  steps  involve  an  incision  into  the  apo- 
neurosis between  the  upper  and  lower  lateral 
cartilages.  Then  the  soft  tissues  are  sep- 
arated from  the  bony  pyramid  by  sharp  dis- 
section with  a double-edged  Joseph  knife.  A 
button-end  knife  is  used  to  separate  the  dor- 
sum and  the  columella  from  the  bony  frame- 
work and  the  nasal  septum.  An  angulated 
retractor  is  then  inserted  through  the  initial 
incision  to  elevate  the  overlying  soft  parts 
so  that  the  nasal  bone  pyramid  may  be 
studied  for  direction  and  displacement  of  the 
fracture.  The  bony  arch  is  then  reduced  and 
realigned  with  a Walsham  forceps.  The 
upper  lateral  cartilages  are  usually  unbuckled 
and  realigned.  This  procedure  can  be  very 
helpful  in  bringing  about  a better  cosmetic 
result  in  complicated  nasal  fractures  in 
adults. 


One  last  group  of  nasal  deformities  should 
be  discussed  before  we  close.  Displacements 
and  fractures  of  the  nasal  septum  result  in 
a great  group  of  nasal  deformities.  This  is 
a common  finding  in  children  and  should  be 
corrected  early  to  avoid  adult  defonnities. 
The  commonest  displacement  of  the  nasal 
septum  in  children  occurs  at  the  vomerian 
groove.  The  replacement  of  the  septum  in 
this  groove  will  frequently  avoid  the  all  too 
common  deflection  of  the  nasal  septum  to 
block  one  or  both  nares  as  it  curls  first  to 
one  side  or  the  other.  Hematomas  of  the 
septum  in  children  are  frequently  neglected, 
but  they  should  be  evacuated  to  avoid  the 
deflection  and  spurs  so  prevalent  in  nasal 
obstructions  later,  in  adult  life.  All  curva- 
tures of  the  septum  are  now  coiTected  by 
Asch  forceps  and  splinted  by  means  of  a 
nasal  pack. 

Summary 

1.  A thorough  understanding  of  the  nasal 
anatomy  is  essential  to  the  proper  treatment 
of  traumatic  nasal  injuries. 

2.  Early  treatment  of  these  injuries  af- 

fords the  patient  and  the  physician  the  best 
chance  for  a good  cosmetic  and  physiological 
result.  ^ 

3.  The  closed  reduction  of  nasal  fractures 
results  in  many  poor  results. 

4.  The  open  reduction  of  nasal  bone  frac- 
tures affords  the  surgeon  his  best  opportun- 
ity to  restore  the  nasal  structures  to  their 
original  state. 
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The  TREATMENT  of 

Acute  Thyroiditis 


The  treatment  of  acute  thyroid- 
itis resolves  itself  into  the  fol- 
lowing factors : 

1.  Accurate  diagnosis. 

2.  Knowledge  of  the  basic  pathology'  and 
natural  course  of  the  disease. 

3.  Effect  of  therapeutic  agents  on  the 
disease,  and  symptomatic  treatment. 

Accurate  Diagnosis 

An  accurate  diagnosis  must  be  based  upon 
a knowledge  of  the  syndrome  and  its  differ- 
entiation from  other  similar  conditions.  The 
following  is  a simple  working  classification 
of  thyroiditis:® 

1.  Acute  suppurative  thyroiditis  (rare, 
and  not  considered  in  this  report). 

2.  Acute  nonsuppurative,  or  subacute 
thyroiditis  (the  main  subject  of  this 
lecture). 

Synonyms : Granulomatous  thyroid- 

itis, pseudotuberculous  thyroiditis, 
giant-cell  thyroiditis,  and  pseudo 
giant-cell  thyroiditis  de  Quervain. 

3.  Chronic  thyroiditis. 

a.  Hashimoto’s  disease,  or  struma 
l>Tnphomatosa. 

b.  Riedel’s  struma,  or  invasive  fi- 
brous thyroiditis. 

Chronic  thyroiditides  are  primarily  surg- 
ical and  have  not  been  covered  well  in  previ- 
ous articles. 

Clinical  Findings 
Histor>^ — 

Onset  may  be  abrupt  or  insidious  and 
often  follows  an  upper  respiratory  infection. 

Local  Symptoms — 

The  patient,  usually  a young  woman  in  her 
tw^enties  or  thirties,  most  often  complains 
of  a “sore  throat.” 

On  careful  questioning,  the  soreness  is 
often  referred  to  more  as  a pain  in  the  re- 
gion of  the  thyroid.  Often  there  is  a com- 
plaint of  dysphagia  of  varying  degree  and 
of  a pulling  sensation  extending  upward  in- 
to the  anterior  aspect  of  the  neck  and  to  the 
ears,  from  the  thyi'oid  gland  itself.  Pain  is 
aggravated  by  turning  the  head  or  by  cough- 
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ing.  Local  pain  and  discomfort  may  last 
for  weeks  and  months.  Some  patients  note 
swelling  in  the  neck  and  a sense  of  constric- 
tion and,  occasionally  complain  of  hoarse- 
ness. 

Systemic  Symptoms — 

Malaise  and  fatigue  are  often  associated 
with  the  prodromal  phase  of  the  disease, 
and  these  later  become  more  severe.  Fever- 
ishness, night  sweats,  and  weight  loss  are 
prominent  associated  features.  These  mani- 
festations, too,  may  persist  for  weeks  and 
months. 

Symptoms  suggestive  of  hyperthyroidism 
are  prominent  and  seem  to  be  disproportion- 
ate to  any  fever  the  patient  may  have.  These 
symptoms  are  nervousness,  sweating,  heat 
intolerance,  and  tachycardia.  Tremor,  and 
insomnia  may  also  be  present. 

Physical  Examination 
Local  Findings — 

There  is  a tender  enlargement  of  the  thy- 
roid. Enlargement  is  seldom  more  than 
twice  normal  size,  and  the  tenderness  is  most 
often  directly  proportionate  to  the  severity 
of  the  disease,  with  exquisite  tenderness 
noted  in  the  more  severe  cases  and,  perhaps, 
very  little  tenderness  in  milder  cases. 

Systemic  Findings — 

The  systemic  examination  confirms  symp- 
toms noted  under  systemic  symptoms  — for 
example : 

1.  Fever  (usually  below  101°  F.  but  oc- 
casionally as  high  as  103  degrees). 

2.  Tachycardia. 

3.  Tremor. 

Course  of  the  Disease 

Probably  the  most  impoidant  factor  in  the 
treatment  of  this  condition  is  to  make  cer- 
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tain  that  all  parties  realize  that  recovery  is 
virtually  100  per  cent  and  that  the  disease 
process  tends  to  be  self-limiting.  Because  of 
spontaneous  healing,  evaluation  of  therapy 
is  difficult.  It  must  be  realized  that  the  con- 
dition may  continue  for  as  long  as  a year  or 
even  more  in  prolonged  cases,  and  that  re- 
covery may  occur  in  a few  weeks  in  milder 
cases.  Prompt  therapy  should  shorten  the 
recovery  period,  or  at  least  keep  the  patient 
more  comfortable  while  recovery  is  taking 
place.  There  are  a number  of  factors  in 
practical  therapeutics  which,  to  me,  are  most 
important. 

Prompt  relief  of  pain  and  tenderness  is 
usual  in  mild  cases  with  the  use  of  irradia- 
tion or  with  the  use  of  adrenal  corticoster- 
oids. Severe  cases  vary  in  response.  Insti- 
tution of  cortisone  in  a dosage  of  25  mg. 
t.i.d.  (or  a comparable  dosage  of  Dexametha- 
sone,  prednisone,  or  others)  will  control  ten- 
derness and  pain,  but  (and  I emphasize  this 
point)  administration  of  the  drug  at  a mini- 
mal level  compatible  with  comfort,  may  have 
to  be  continued  for  as  long  as  several  weeks 
and,  in  some  instances,  six  to  nine  months. 
The  average  duration  of  the  illness  is  two 
to  four  months. 

Management  other  than  use  of  adrenal  cor- 
ticosteroids, and  perhaps  use  of  irradiation 
in  some  resistant  cases,  is  based  on  a full 
knowledge  of  the  course  of  the  disease  and 
its  basic  pathologic  changes. 

Pathologically,  the  acute  phase  is  charac- 
terized by  congestion  and  edema  followed  by 
destruction  of  the  follicular  epithelium  and 
acute  inflammatory  reaction.  Functionally, 
during  this  phase,  there  is  a marked  de- 
creased production  of  thyroid  hormone  along 
with  inability  to  store  the  honnone  and  con- 
sequent elevation  of  circulating  honnone.® 
This,  in  turn,  leads  to  increased  values  for 
the  protein  bound  iodine  and  a decrease  of 
the  P®i-uptake.  Clinical  effects  produced 
are  those  of  hyperthyroidism. 

Effect  of  Therapeutic  Agents  on  the  Disease 

Therapy  instituted  should  take  into  ac- 
count two  factors : 

1.  Inflammation  and  treatment  thereof 
with  corticosteroids  or  irradiation. 

2.  Systemic  symptoms  of  nervousness, 
tachycardia,  and  so  forth,  which 
should  be  treated  with  sedatives  and 
tranquilizers. 


There  seems  to  be  a controversy  in  the 
literature  regarding  the  efficacy  of  anti- 
thyroid dnjgs.  I have  personally  used 
propyl  thiouracil  in  doses  of  50-100  mg., 
t.i.d.  when  symptoms  of  hyperthyroidism 
have  been  prevalent.  Good  results  in  help- 
ing to  relieve  the  general  systemic  effects 
of  hyperthyroidism  have  been  obtained.  This 
is  a clinical  observation  and  cannot  be  sub- 
stantiated by  laboratory  data. 

Laboratory  Data® 

At  this  point  I should  like  to  comment 
upon  the  pitfalls  of  dependence  upon  labora- 
tory data  in  the  management  of  the  patient 
with  thyroiditis.  We  have  seen  that  in  the 
early  phase  of  the  disease  the  PBI  is  elevat- 
ed and  the  F®i-uptake  is  decreased.  Accord- 
ing to  Volpe  and  Johnson^  the  natural  his- 
tory of  these  tests  is  for  the  serum  PBI  to 
fall  to  noiTnal  or  subnormal  levels.  With 
recovery,  the  radioactive  iodine  uptake  will 
retuiTi  to  noiTnaP  (see  graph).  Note,  also, 
that  there  is  a tendency  in  the  typical  cases 
for  the  PBI  to  dip  below  normal,  and  this  is 
most  often  accompanied  by  clinical  signs  of 
hypothyroidism.  Temporary  use  of  desic- 
cated thyroid  is  indicated  during  this  phas^ 
of  the  disease.  It  has  been  noted  that  this 
hypothyroidism  is  temporary  and  that  in 
most  instances  desiccated  thyroid  can  be 
discontinued  after  a period  of  months. 

It  becomes  obvious,  in  light  of  the  fore- 
going facts,  that  proper  management  de- 
pends upon  proper  diagnosis,  and  that  there 
are  possible  pitfalls  all  along  the  line  in 
both  diagnosis  and  treatment. 

These  pitfalls  vaiy  functionally  from  hy- 
perthyroidism to  hypothyroidism,  and  varj^ 
widely  anatomically.  Such  diseases  as  nod- 
ular goiter,  adenoma,  Riedel’s  struma,  and 
carcinoma  may  be  erroneously  diagnosed 
from  clinical  or  laboratory  data.  The  prob- 
lem is  most  often  simply  solved,  readily  and 
promptly  treated.  Good  results  should  be 
the  rule  if: 

1.  Proper  diagnosis  is  made. 

2.  The  physician  has  knowledge  of  the 
natural  course  of  the  disease. 

3.  Pitfalls  of  misintei-pretation  of  labor- 
atory and  clinical  data  are  avoided. 

Summary 

Acute  thyroiditis  is  almost  always  a self- 
limited  inflammatory  disease  of  the  thyroid. 
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This  illustration  is  a copy  of  the  illustration  taken  from  "Subacute  Thyroiditis: 
Disease  Commonly  Mistaken  for  Pharyngitis,"  by  Volpe  6x  Johnston."* 


Morbidity  of  the  disease  may  be  reduced  by 
prompt  treatment  with  adrenal  corticoster- 
oids or  roentgen  therapy.  The  need  for  ac- 
curate diagnosis  has  been  emphasized.  The 
variations  of  the  clinical  course  and  the  con- 
sequent variations  of  therapy  have  been  dis- 
cussed. 
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Peptic 

Esophagitis 


DIAGNOSIS 

and 

MANAGEMENT* 

These  authors  discuss,  in  this  article,  the  sub- 
ject of  peptic  esophagitis.  They  cover  the  sub- 
ject from  the  viewpoints  of  etiology,  symptoma- 
tology, methods  em.ployed  in  diagnosis,  and 
concomitant  lesions  in  the  gastrointestinal  tract 
or  biliary  system.  Finally,  the  subject  of  treat- 
ment, both  medical  and  surgical,  is  taken  up 
in  considerable  detail. 

-EDITOR 

Definition 

Peptic  or  reflux  esophagitis 
is  the  clinical  entity  produced 
by  chemical  irritation  of  the 
lower  esophagus  and  is  the  direct  result  of 
abnormal  reflux  of  acid  or  alkaline  chyme 
into  the  distal  esophagus. 

Etiology 

The  various  conditions  permitting  this 
reflux  to  occur  have  been  well  outlined,  al- 
though the  mechanism  is  still  in  doubt.  The 
cardiac  sphincter,  if  it  is  an  anatomic  reali- 
ty, is  poorly  defined.  Functionally,  how- 
ever, a mechanism  does  exist  which  nor- 
mally prevents  the  reflux  of  gastric  chyme 
into  the  esophagus.  Consequently,  when- 
ever there  is  a lesion  present  which  dis- 
turbs this  mechanism,  reflux  esophagitis 
occurs.  Approximately  75  per  cent  of  the 
cases  are  associated  with  esophageal  hiatal 
hernia.  The  other  25  per  cent  occur  sec- 
ondary to:  1.  Operations  that  destroy  the 

cardiac  sphincter  mechanism,  such  as  total 
gastrectomy  or  esophagogastrectomy  with 
subsequent  esophagogastrostomy  or  esopha- 
goj  ej  unostomy ; Roux-en-Y;  2.  Repeated 
vomiting;  3.  Prolonged  intubation;  4.  Con- 
genitally short  esophagus. 

Pathology 

Peptic  esophagitis  is  usually  limited  to 
the  lower  end  of  the  esophagus,  usually  just 
above  the  cardia.  The  pathologic  changes 
are  those  of  inflammation.  Early  there  is  a 
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granular  eiwthema.  The  mucosa  is  edema- 
tous and  friable.  These  changes  are  fol- 
lowed by  ulceration  which  is  usually  super- 
ficial, although  occasionally  the  ulcers  per- 
forate into  the  mediastinum  or  pleural  cav- 
ity. Penetration  into  submucosal  vessels  oc- 
curs, resulting  in  hemorrhage.  Fortunate- 
ly, this  usually  is  not  massive.  Peptic 
esophagitis  is  usually  a remitting  disease 
depending  on  the  condition  of  the  gastric 
chyme,  the  degree  of  reflux,  and  the  amount 
of  treatment.  Thus,  healing  is  allowed  to 
occur  intei-mittently.  The  postinflamma- 
tory  changes  of  fibrosis,  scarring  and  stric- 
ture, then  gradually  become  a prominent 
part  of  the  pathologic  picture  and  are  the 
end  results  of  long  standing  chronic  re- 
curring disease. 

Signs  and  Symptoms 

The  patient’s  symptoms  early  in  the  dis- 
ease process  are  those  common  to  upper  gas- 
trointestinal peptic  ulcer  disease.  There  is 
repeated  eructation  and  an  associated  acidic 
sour  taste  in  the  mouth;  pain  is  substemal 
or  high  epigastric  and  burning  in  nature; 
and  it  is  frequently  postprandial.  In  pa- 
tients with  hiatal  hernia,  there  is  often  an 
associated  epigastric  fullness,  usually  made 
worse  on  lying  down.  These  patients  may 
have  frequent  anginoid  attacks  and  fre- 
quently develop  dyspnea,  especially  when 
lying  down.  Dysphagia  later  becomes  prom- 
inent. At  first,  it  is  intermittent  and  asso- 
ciated with  spasms ; when  stricture  develops 
dysphagia  becomes  more  or  less  constant. 
As  these  symptoms  persist  patients  are  un- 
able to  eat  normally  and  occasionally  inani- 
tion may  become  apparent.  Regurgitation 
is  frequent  and  when  it  occurs  at  night  is 
occasionally  complicated  by  aspiration  pneu- 
monitis. Vomiting  is  not  prominent,  but 
occurs  particularly  when  hemorrhage  is 
present.  Mediastinal  and  pleural  perfora- 
tion, although  not  frequent,  may  occur,  is 
followed  by  the  classic  signs  and  symptoms 
of  mediastinitis  and  pleuritis. 
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Diagnosis 

The  diagnosis  of  reflux  esophagitis  is 
usually  made  without  much  difficulty.  One 
may  simply  place  the  patient  in  a 10  degi’ee 
Trendelenburg  position,  insert  a Levine  tube 
into  the  terminal  esophagus  and  aspirate 
the  contents  for  two  hours.  The  presence  of 
acid  in  the  esophagus  in  the  patient  with 
measurable  gastric  acidity  is  diagnostic. 
The  presence  of  bile  in  the  esophagus  of  a 
patient  after  total  gastrectomy  is  equally 
diagnostic.^® 

A barium  swallow  is  a useful  diagnostic 
procedure  to  elucidate ; 1.  other  or  asso- 
ciated upper  gastrointestinal  patholog>%  and 
2.  the  anatomic  changes  occurring  as  the 
result  of  peptic  esophagitis.  Regurgitation 
is  demonstrated  by  placing  the  patient  in  a 
10  degree  Trendelenburg  position  and  ex- 
erting a film  pressure  on  the  stomach. 
Whenever  the  clinical  diagnosis  of  peptic 
esophagitis  is  made  and  is  confiimed  by 
fluoroscopy  or  aspiration  of  the  esophagus, 
the  histologic  diagnosis  is  established,  then, 
by  the  use  of  esophagoscopy  and  biopsy. 

In  our  experience,  high  gastric  acidity 
and  pylorospasm  frequently  have  been 
noted  and  demonstrated.  Occasional  pa- 
tients also  have  had  duodenal  ulcer  or  chole- 
lithiasis with  chronic  cholecystitis,  or  both. 
In  this  gi’oup,  especially  those  of  more  ad- 
vanced years,  a frequent  associated  disease 
is  arteriosclerotic  heart  disease  and  coro- 
nary arteriosclerosis.  Thus,  the  complete 
work  up  must  consist  of:  1.  an  electrocar- 
diogi'am;  2.  chest  X ray;  3.  barium  swal- 
low with  fluoroscopy  and  X ray  of  the  up- 
per gastrointestinal  tract;  4.  esophageal 
aspiration;  5.  gallbladder  series;  and  a 
gastric  analysis;  these  in  addition  to  the 
routine  laboratory  studies.  Thus,  the  diag- 
nosis can  be  clearly  established  and  the  pres- 
ence or  absence  of  associated  or  incidental 
pathology  may  be  made  known. 

Therapy 

The  patient  with  peptic  esophagitis,  with 
or  without  hiatal  hernia,  is  generally  treat- 
ed medically  much  in  the  same  way  as  pep- 
tic ulcer  is  treated.  The  measures  consist 
of:  1.  multiple  small  feedings  of  a bland 
diet;  2.  antacids,  and  3.  anticholinergics. 
In  severe  cases,  occasionally,  it  is  neces- 
sary to  employ  day  and  night  therapy. 
Stricture  in  the  poor-risk-patient  is  treated 
by  bougienage. 


Surgical  therapy  is  employed  in  the  face 
of  complications,  the  same  as  in  peptic  ulcer 
disease.  Such  complications  are  perfora- 
tion, hemorrhage,  stricture  foimation,  and 
the  peristence  of  symptoms  of  peptic  esopha- 
gitis in  spite  of  vigorous  and  adequate  med- 
ical management.  The  surgical  therapy  of 
peptic  esophagitis  has  evolved  through  many 
procedures.  Phrenic  crush  has  been  used 
with  some  success.  The  transpleural  repair 
of  the  hiatal  hernia  alone  is  used  exclusively 
in  many  clinics. Others  use  the  trans- 
abdominal approach  to  repair  the  hiatal  her- 
nia alone.®  In  recent  years  some  type  of 
reconstruction  of  the  cardioesophageal 
angle  has  been  used  by  most  surgeons  re- 
gardless of  the  type  of  approach  to  the  re- 
pair of  the  hiatal  hernia.®- 1“*  Ellis  uses 
esophagogastrectomy  and  antral  exci- 
sion.®- ®-  Subtotal  gastric  resection  has 
been  used  whenever  high  gastric  acidity  has 
been  noted.  If  there  is  no  stenosis,  this  has 
usually  proved  adequate.  In  the  presence  of 
stenosis,  bougienage  is  perfonned.^^  Esoph- 
agogastrectomy has  been  used  alone.®  Va- 
gotomy, with  or  ^\^thout  repair  of  the  hiatal 
hernia,  has  also  been  used  alone.  Subtotal 
resection  of  the  stomach  has  been  used, 
with  or  without  vagotomy.^^  Marendino  re- 
cently has  used  jejunal  interposition  with 
bilateral  vagectomy  and  Finney  or  Heineke- 
Mikulicz  pyloroplasty.®  Burford,  et  al.,  have 
used  transabdominal  repair  of  the  hernia 
with  Finney  or  Heineke-Mikulicz  pjdoro- 
plasty.®  They  also  have  performed  bilateral 
vagotomy  and  the  Finney  or  Heineke-Miku- 
licz pyloroplasty  alone,  without  repair  of  the 
hernia,  in  cases  of  congenitally  short  esopha- 
gus or  acquired  short  esophagus.  How- 
ever, as  we  have  obseiwed  and  demonstrated 
that  these  patients  have  a constant  high  gas- 
tric acidity  associated  with  marked  pyloro- 
spasm, and  their  sjTnptoms  resemble  upper 
gastrointestinal  peptic  ulcer,  we  have  felt 
for  some  time  that  the  cephalic  phase  of  the 
gastric  acidity  should  be  corrected  by  va- 
gotomy and  the  pylorospasm  by  pyloro- 
plasty. In  our  hands  the  procedure  of 
transabdominal  repair  of  the  esophageal 
hiatal  diaphragmatic  hernia  associated  with 
bilateral  vagotomy  and  Finney  or  Heineke- 
Mikulicz  pyloroplasty  has  proved  to  be  the 
most  effective  procedure.  Recently  Ber- 
man, et  al.,  reported  a series  of  cases  in 
which  they  carried  out  this  same  procedure 
wdth  excellent  results.^ 
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Operative  Procedures 

The  abdomen  is  entered  through  a right 
rectus  or  right  subcostal  incision  extended 
to  the  left  costal  margin.  A thorough  ex- 
ploration of  the  abdomen  is  then  carried 
out.  The  hernia  is  attacked  first;  other 
existing  pathological  conditions  are  correct- 
ed later,  unless  the  procedure  itself  corrects 
them.  Next,  the  peritoneum  and  suspensory 
ligaments  of  the  left  lobe  of  the  liver  are 
incised;  the  liver  is  then  retracted  laterally. 
The  hernia  is  reduced;  the  peritoneum  and 
phreno-esophageal  ligament  is  then  dissected 
off  the  cardia  of  the  stomach  as  the  stomach 
is  retracted  interiorly.  This  is  done  care- 
fully in  order  to  preserve  the  attachments 
of  the  phreno-esopliageal  ligament  to  the 
esophagus.  The  vagus  nerves  are  then  iden- 
tified bilaterally  and  clamped,  incised,  and 
ligated.  The  crura  of  the  esophageal  hiatus 
are  then  exposed;  the  crura  inferior  to  the 
hiatus  are  approximated  with  interrupted 
sutures  of  No.  00  black  silk;  the  hiatus  is 
closed  until  it  admits  only  the  esophagus 
and  the  tip  of  the  index  finger;  the  phreno- 
esophogeal  ligament  is  then  sutured  anteri- 
orly to  the  diaphragm  with  interrupted  su- 
tures of  No.  00  black  silk.  Finally,  the  py- 
lorus is  delivered  into  the  wound  and  a Fin- 
ney or  Heineke-Mikulicz  pyloroplasty  is  per- 
fonned.  In  order  to  obviate  the  necessity 
of  nasogastric  intubation,  a decompressing 
gastrostomy  is  performed.  A special  gas- 
trostomy tube  is  inserted  through  a small 
stab  wound  on  the  anterior  surface  of  the 
stomach,  located  at  the  junction  of  the  body 
of  the  stomach  and  the  antrum.  The  end  of 
the  tube  is  placed  through  the  pyloric  canal ; 
the  bag  is  inflated  with  5 cc.  of  sterile  wa- 
ter, and  the  tube  is  retracted  until  the  bag 
reaches  the  stomach  wall.  The  stab  wound 
in  the  stomach  is  closed  with  2 rows  of  in- 
verted, interrupted  sutures  of  No.  000  black 
silk.  The  end  of  the  tube  is  brought  out 
through  a stab  wound  in  the  abdominal  wall, 
located  in  the  left  upper  quadrant,  so  that 
there  will  be  no  abnormal  kinking  or  pull- 
ing on  the  tube.  If  there  is  no  other  exist- 
ing pathologic  disorder,  the  operation  is 
then  completed  by  closing  the  wound. 

Results 

We  have  performed  this  procedure  during 
the  last  five  years.  The  early  results  in  the 
21  cases  thus  far  operated  upon  are  excel- 
lent; there  have  been  no  failures;  there  was 
one  death  from  a pulmonary  embolism  on 
the  14th  postoperative  day. 


Summary 

A review  of  the  etiology,  pathology,  meth- 
ods of  diagnosis,  and  the  treatment  of  pep- 
tic esophagitis  has  been  presented. 

In  our  hands  the  esophageal  hiatal  dia- 
phragmatic hernia  with  peptic  esophagitis  is 
best  corrected  by  a transabdominal  repair 
of  the  hernia  with  bilateral  vagotomy  and 
either  the  Finney  or  Heineke-Mikulicz  py- 
loroplasty. 

Our  indications  for  this  procedure  are  the 
complications  of  chronic  recurring  peptic 
esophagitis. 

The  early  results  of  this  procedure  have 
been  excellent. 
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"What's  New  In  Urology" 


Asui*\'ey  of  current  urologic  lit- 
erature reveals  the  following 
interesting  articles  which  have 
been  surveyed. 

1.  Straffon,  Ralph  A. : The  diagnosis  and 
treatment  of  ambisexualism  in  children. 
Cleveland  Clinic  Quart.  27 :41-48  (April) 
1960. 

Tlie  author  divides  ambisexualism.  which 
may  occur  when  abnormalities  of  develop- 
ment of  the  external  genitalia  appear  in 
children,  into  four  groups:  (1)  The  adreno- 
genital syndrome:  This  condition  is  usually 
due  to  adrenal  hypei*plasia,  but  in  some  in- 
stances adrenal  cortical  tumor  is  present. 
The  pituitary  is  overstimulated  as  the  result 
of  the  adrenal  gland  being  unable  to  con- 
vert 17-hydroxy-progesterone  to  cortisone 
thus  adrenocorticotrophin  homione  is  pro- 
duced. The  resulting  abnoiTnalities  are  hy- 
pertrophy of  the  clitoris,  premature  closure 
of  the  epiphyses,  virilization,  accelerated 
growth,  fusion  of  the  labial  folds  and  de- 
crease in  the  size  of  the  vagina.  (2)  Gon- 
adal dysgenesis:  This  is  a condition  found 
in  Turner’s  sjmdrome  and  in  Kleinfeltei'’s 
syndrome.  ( 3 ) Pseudohermaphroditism : 
This  occurs  in  persons  whose  gonads  and 
genotype  are  the  same,  but  in  whom  the 
external  genitalia  appear  to  be  of  the  oppo- 
site sex.  (4)  True  hermaphroditism:  This 
is  found  in  persons  who  have  both  testicular 
and  ovarian  tissue. 

Any  child  having  a deformity  of  the  ex- 
ternal genitalia,  hypospadias,  bilateral  cr>iD- 
torchidism  or  female  external  genitalia  as- 
sociated with  groin  or  labial  masses  should 
be  thoroughly  investigated  for  ambisexual- 
ism. This  should  include  a sex  chromatin 
patteim  using  either  skin  or  buccal  mucosa, 
cystoscopy,  the  deteiTnination  of  urinary 
follicle-stimulating  hoiTnone  (FSH),  and  es- 
trogens and,  if  necessary,  gonadal  biopsy. 
If  adrenogenital  syndrome  is  suspected  the 
determination  of  17-ketosteroids  is  of  value. 

Before  definite  selection  of  sex  is  deter- 
mined, it  is  necessary  to  consider  the  psy- 
chosexual  orientation  of  the  child  which 
can  be  done  by  psychiatric  evaluation  and 
in  some  measure  the  selection  is  determined 
by  the  size  and  appearance  of  the  genitalia. 


HORACE  V.  MUNGER,  M.D. 

Lincoln.  Nebraska 

The  author  recommends  that  the  decision 
as  to  the  sex-of-rearing  should  be  made  be- 
fore the  patient  is  two  years  of  age.  The 
treatment  of  female  nseudohermaphroditism 
due  to  congenital  adrenal  hyperplasia  con- 
sists of  the  administi-ation  of  large  doses  of 
cortisone  and  the  establishment  of  electro- 
hde  balance.  Cosmetic  genital  surgeiy 
should  be  performed  when  the  patient  is 
two  to  three  years  of  age.  The  treatment 
of  these  patients  is  more  satisfactoiy  than 
is  the  treatment  of  those  who  have  gonadal 
aplasia.  Estrogen  therapy  may  be  started 
when  a patient  is  twelve  to  fourteen  years 
of  age  to  encourage  menstruation  and  aid 
in  development  of  breasts,  labia,  vagina  and 
uterus,  the  author  suggests. 

When  Kleinfelter’s  syndrome  is  present 
the  administration  of  supplemental  andro- 
gens is  probablj'  necessary.  If  gjmecomas- 
tia  is  a major  problem,  corrective  surgeiy  is 
indicated.  For  male  pseudohermaphrodites 
with  exteimal  genitals  resembling  female  or- 
gans, orchiectomy  and  supplemental  estro- 
gen therapy  are  deemed  advisable.  For  fe- 
male pseudohermaphrodites  without  adrenal 
hyperplasia,  clitorectomy  and  separation  of 
the  fused  labial  folds  are  usually  all  that 
are  necessary.  When  true  heiTnaphrodites 
are  found,  the  gonad  which  does  not  corre- 
spond with  the  sex  of  rearing  should  be  re- 
moved. (23  references). 

2.  Brown,  J.  J. ; Peart,  W.  S. ; Owen,  K. ; 
Robertson,  J.  I.  S.,  and  Sutton,  D.:  The  di- 
agnosis and  treatment  of  renal  artery  steno- 
sis. Brit.  Med.  J.  2:327-338  (July  30)  1960. 

In  recent  years  considerable  attention  has 
been  directed  to  renal-artery  stenosis  as  a 
possible  cause  of  hypertension,  but  careful 
detailed  studies  must  be  carried  out  before 
the  relationship  between  the  stenosis  and 
hypertension  is  established.  Atheromatous 
plaques  are  the  most  frequent  causes  of  sten- 
osis of  the  renal  artery,  and  the  disease  is 
found  in  any  age  group  and  may  be  asso- 
ciated with  occlusive  arterial  disease  else- 
where in  the  body.  In  diagnosis,  differen- 
tial renal  function  studies  are  impoi*tant. 
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The  involved  kidney  will  usually  show  di- 
minished flow  of  urine,  lowered  inulin,  cre- 
atinine, and  P.A.H.  clearances,  increased 
concentrations  of  inulin,  creatinine  and 
P.A.H. , and  decreased  concentrations  of  so- 
dium and  chloride.  The  most  frequently 
used  of  these  studies  are  the  flow  rates  of 
sodium.  Corroborative  evidence  by  the  use 
of  the  other  clearance  studies  should  be  ob- 
tained. Radiography  will  often  demonstrate 
that  the  affected  kidney  is  smaller  than  its 
mate.  The  contrast  media  used  in  excretory 
urography  are  excreted  chiefly  by  glomeru- 
lar filtration  therefore  the  kidney  affected 
by  renal  artery  stenosis  should  show  better 
visualization  and  higher  density  of  the  con- 
trast media  than  does  the  kidney  of  the  op- 
posite side.  This  may  be  accomplished  by 
translumbar  aortography.  At  operation,  if 
the  vessel  be  directly  punctured  distal  to 
the  area  of  stenosis  a distinct  decrease  in 
pi’essure  should  be  found.  If  this  is  not 
true,  the  diagnosis  is  probably  in  error. 
Since  the  involved  kidney,  due  to  the  sten- 
osed  area,  has  been  spared  the  ravages  of 
hypertensive  disease  it  is  mandatory  that 
reconstructive  surgery  rather  than  nephrec- 
tomy be  accomplished  if  this  is  at  all  pos- 
sible. The  type  of  reconstruction  of  the 
artery  depends  entirely  upon  the  findings 
in  the  individual  case.  The  authors  feel  that 
if  the  cases  are  properly  selected  the  results 
of  surgery  should  be  good.  The  authors 
have  made  renal  biopsies  routinely  at  op- 
eration of  these  kidneys  and  find  that  vas- 
cular changes  are  rarely  seen  distal  to  the 
renal-artery  stenosis  suggesting  that  the  le- 
sion protects  the  vessels  from  the  effects  of 
the  elevated  blood  pressure.  This  is  in  con- 
trast to  the  vascular  changes  found  in  the 
kidney  on  the  opposite  side  which  are  usual- 
ly quite  prominent.  (14  figures,  9 tables, 
36  references). 

3.  Francis,  Winifred,  J.  A. : Disturbances 
of  bladder  function  in  relation  to  pregnancy. 
J.  Obst.  & Gynec.  Brit.  Emp.  67 :353-366 
(June)  1960. 

Two  frequent  bladder  complications  of 
pregnancy  are  discussed  by  the  author, 
these  being  frequency  of  urination  during 
pregnancy  and  retention  of  urine  occurring 
sometimes  during  pregnancy  but  more  fre- 
quently after  labor.  This  paper  represents 
the  findings  of  a study  of  400  pregnant 
women  seen  in  the  department  of  Obstetrics 
and  Gynaecology  in  the  University  of  Liver- 
pool. Eighty-one  per  cent  of  these  patients 


noted  urinary  frequency  at  sometime  during 
pregnancy  and  all  but  50  of  these  had  noc- 
turia as  well  as  diurnal  frequency  which  be- 
gan in  the  first  trimester  and  became  pro- 
gressively worse  as  the  pregnancy  pro- 
gressed until  mid-pregnancy  when  the  symp- 
toms decreased  in  severity.  The  author  at- 
taches little  significance  to  the  mechanical 
pressure  of  the  pregnant  uterus  upon  the 
bladder,  or  change  in  its  position  as  a causa- 
tive factor  but  found  that  there  was  an  in- 
creased fluid  intake  and  urinaiy  output 
during  pregnancy  considerably  higher  than 
that  observed  in  patients  who  are  not  preg- 
nant. He  posulates  that  this  may  be  due 
to  a difference  between  glomerular  filtra- 
tion and  tubular  reabsorption  or  changes  in 
hypothalamic  function.  He  found  urinary 
retention  to  be  an  uncommon  occurrence  and 
usually  to  be  caused  by  the  impaction  of 
the  retroverted  gi’avid  uterus  in  the  pelvis 
which  results  in  interference  with  the  oblit- 
eration of  the  posterior  urethrovesical  angle 
rather  than  being  due  to  a lifting  of  the  base 
of  the  bladder  and  stretching  of  the  urethra. 
After  labor,  urinary  retention  is  thought  to 
be  the  result  of  the  injured  and  painful  peri- 
neum with  resulting  reflex  spasm  of  volun- 
tary muscles  surrounding  the  lower  urethra. 
When  this  is  observed  following  cesarean 
section  it  is  thought  to  be  due  to  detrusor 
atony.  (25  figures,  9 tables,  48  references). 

4.  Pointon,  R.  C.  S.:  Some  clinical  as- 
pects of  megavoltage.  Bladder  carcinoma. 
Proc.  Roy.  Soc.  Med.  53:244-246  (April) 
1960. 

The  author  studied  87  patients  with  blad- 
der carcinoma  who  were  treated  radically 
with  the  4 MV  linear  accelerator  and  re- 
ports of  a 3-year  followup  study  on  these 
patients.  Twenty-seven  of  these  patients 
had  residual  carcinoma  or  were  recurrences 
of  an  initial  lesion,  the  other  sixty  were  pre- 
viously untreated.  The  principle  of  high 
dosage  small  volume  therapy  was  adhered 
to.  The  entire  bladder  was  not  treated  ex- 
cept when  multiple  tumors  occurred,  and 
there  was  no  radiation  to  the  regional  nodes. 
Localization  to  the  lesions  was  deteianined 
by  cystoscopic  study,  the  insertion  of  in- 
active gold  seeds  or  cystography.  Irradi- 
ation was  carried  out  by  three  symmetrical 
fields  (1  anterior  and  2 posterolateral),  the 
machine  rotating  about  a point  1 meter  from 
the  focal  spot;  dosage  was  6000-6500  rads 
(up  to  50  sq.  cm.)  or  5500-6000  rads  (up  to 
80  sq.  cm.),  the  time  of  treatment  being 
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three  weeks.  His  followup  study  reveals 
that  twenty-nine  per  cent  of  the  patients 
are  alive  after  three  years  compared  to  27 
per  cent  of  a similar  series  treated  by  con- 
ventional X-ray  thex*apy.  Reactions  of  ther- 
apy were  little  different  from  those  noted 
when  conventional  X-ray  therapy  was  used. 
The  author  states  that  the  use  of  the  linear 
accelerator  4 MV  treatment  is  simpler  than 
that  previously  used  and  has  yielded  initial- 
ly satisfactoiy  results. 

.5.  Scherbel,  Arthur  L. : Connective  tis- 

sue disease  and  carcinoma  of  the  prostate 
treated  with  estrogens.  Cleveland  Clinic 
Quart.  27:49-57  (April)  1960. 

The  author  calls  attention  to  the  associa- 
tion of  malignancy  \vith  rheumatoid  arthri- 
tis and  myositis  and  to  the  fact  that  when 
the  malignant  process  has  been  removed  an 
improvement  of  the  connective  tissue  dis- 
order often  results.  Conversely  it  has  been 
noted  that  recurrence  of  malignancy  will 
produce  a worsening  in  the  connective  tissue 
disease.  This  is  the  first  report  noting  the 
relationship  between  this  disease  and  car- 


cinoma of  the  prostate.  When  patients  with 
carcinoma  of  the  prostate  have  been  treated 
with  estrogen,  favorable  responses  of  the 
connective  tissue  disease  have  been  noted. 
This  is  interesting  because  usually  connec- 
tive tissue  disorders  fail  to  respond  to  estro- 
genic therapy.  He  cites  four  cases  of  car- 
cinoma of  the  prostate  with  accompanying 
rheumatoid  arthritis  or  dermatomyositis. 
Three  of  these  received  intravenous  estro- 
gen therapy  and  one  received  estrogen  by 
the  oral  route.  Each  of  the  four  patients 
showed  marked  to  moderate  improvement 
of  the  associated  connective  tissue  disorder. 
In  a controlled  group  of  patients  with  rheu- 
matoid arthritis  who  were  given  estrogen 
therapy  intravenously,  only  a transient  im- 
provement of  symptoms  was  noted.  The 
author  feels  that,  although  the  mechanism  of 
this  response  is  not  known,  probably  stil- 
bestrol  seiwes  as  an  effective  cytotoxic  agent 
exerting  a nonspecific  effect  on  mesen- 
chymal cells  in  patients  with  dermatomyo- 
sitis or  arthritis,  and  that  this  effect  is  in- 
dependent of  the  estrogenic  properties  of  the 
honnone.  (10  references). 


Highway  accidents  killed  38,000  persons  and  injured  3,078,000 
on  U.S.  Highways  during  1960. 

Speed  is  still  the  number  one  killer  on  our  highways.  During 
1960,  10,970  persons  lost  their  lives  in  accidents  blamed  on  speed. 
Mt>re  than  1,000,000  were  injured. 

The  record  of  drivers  between  the  ages  of  18-25  improved 
during  1960  but  they  still  w'ere  involved  in  nearly  28  per  cent  of 
all  fatal  accidents — twice  what  their  numbers  would  warrant. 

Pedestrians  crossing  the  street  didn’t  make  it  on  more  than 
170,000  occasions  during  1960.  Dead  after  being  struck  down  by  a 
car  were  more  than  5,000  persons  while  more  than  165,000  were 
injured. 
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SPECIAL  ARTICLE 


Neurologic  Manifestations  of 
Endocrine  Disorders 


(First  Installment) 

The  physician  thinking  in  terms 
of  neurologic  disease  may  re- 
view a number  of  etiologic  pos- 
sibilities. An  interesting  etiologic  gi'oup  is 
presented  by  disorders  of  the  endocrine 
glands,  a group  which  may  disclose  consid- 
erable neurologic  or  neurologic-like  symp- 
toms and  even  masquerade  for  a time  as 
“primary”  neurologic  disorders.  Many  of 
them  respond  well  to  treatment.  However, 
undiagnosed,  they  lead  to  unnecessary  diag- 
nostic procedures,  progi’essive  distress  and 
disability  and,  at  times,  to  death. 

Revealing  neurologic  symptoms,  endocrine 
disorders  may  pose  questions  as:  Are  these 
neurologic  features  part  of  the  natural  his- 
tory of  this  endocrine  disorder?  Is  some- 
thing new  and  unrelated  manifesting  itself? 
Has  something  been  overlooked  and  may  the 
original  diagnosis  be  incorrect?  What  do 
these  neurologic  features  signify  as  to  the 
course,  treatment,  and  prognosis  of  this  dis- 
order? 

The  following  disorders  are  particularly 
pertinent  to  the  present  discussion : 

I.  Pancreatic  Islets 

a.  Excess  (Hyperinsulinism) 
b.  Deficiency  (Diabetes  mellitus) 

II.  Thyroid 

a.  Excess  (Hyperthyroidism) 
b.  Deficiency  (Myxedema) 

III.  Parathyroid 

a.  Excess  (Hyperparathyroidism) 
b.  Deficiency  (Hypoparathyroidism) 

IV.  Adrenal 

a.  Excess — Hyperaldosteronism  (Conn’s 
syndrome) 

Hyperadrenocorticism  (C  u s h- 
ing’s  syndrome) 
Pheochromocytoma 
b.  Deficiency  (Addison’s  disease) 

V.  Pituitary  (anterior) 

a Excess — Cushing’s  syndrome 

Acromegaly 

b.  Deficiency  (Hypopituitarism) 

Sheehan’s,  Simmond’s  s y n- 
dromes 

VI.  Thymus  gland  (?) 


JOHN  A.  AHA,  M.D. 

Associate  Professor  of  Neurology  and  Psychiatry, 

University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 

Hyperinsulinism 

Hyperinsulinism  and  hypoglycemia  may 
be  due  to  a number  of  conditions.  As  an 
endocrine  disorder,  hyperinsulinism  occurs 
with  excessive  islet  beta  cell  activity  which, 
in  turn,  is  associated  with : 

1.  Pancreatic  islet  beta  cell  adenoma  (“func- 
tioning”). 

Single  or  multiple 
Occasionally  ectopic  in  location. 

2.  Pancreatic  adenocarcinoma  (islet  beta  cells). 

3.  Diffuse  hyperplasia  of  islet  beta  cells. 

In  recent  decades,  almost  half  of  these 
cases  were  not  diagnosed  until  postmortem.^ 
A family  history  of  diabetes  mellitus  maj^ 
be  obtained  in  as  high  as  24  per  cent  of 
cases. 2 A rare  case  develops  “paradoxical- 
ly” in  a patient  with  diabetes  mellitus.®-^ 

The  symptoms  of  hypoglycemia  have  been 
likened  to  the  stages  of  anesthesia,  begin- 
ning with  autonomic,  emotional,  and  sub- 
jective distresses  in  the  early  phase  or  mild 
case  and  slowly  progressing  to  more  def- 
inite and  severe  impairment  of  cerebral 
function. 

Stages  of  hypoglycemia 

1.  Epinephrin  response,  more  pronounced  with 
a rapid  drop  of  blood  sugar. 

Weakness  Anxiety 

Sweating  Tremor 

Tachycardia  Hunger 

2.  Cortical  cerebral  depression. 

Headache 

Visual  disturbance 

Mental  confusion 

Perspiration 

Somnolence 

Hypotonia 

Tremor 

Ataxia 

3.  Subcortico-diencephalic  depression. 

Loss  of  consciousness 

Primitive  movements  (sucking,  grasping, 
grimacing) 

Twitching 
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Restlessness 
Clonic  spasms 
Hyper- responsiveness 
3Iydriasis 

4.  Mesencephalic  depression. 

Tonic  spasms 

Loss  of  conjug^ate  movement  of  eyes 
Babinski  responses 

5.  Pre-myencephalic  depression. 

Decerebrate  rigidity 
Extensor  spasms 

6.  Myencephalic  (medullary)  depression. 

Deep  coma 
•Shallow  respiration 
Bradycardia 
Myosis 

Xo  pupillary  reaction  to  light 
Loss  of  corneal  reflex 

liyperinsulinism  and  hypoglj'cemia  usual- 
ly present  two  main  clues : 

1.  Symptoms  are  recurrent,  episodic. 

2.  They  suggest  a transient  neurologic  or 
psychiatric  disorder. 


Delirium  (acute  brain  syndrome) 

Psychomotor  (temporal  lobe)  attack 
Korsakoff’s  psychosis 
Hallucinosis 
Schizoid  reaction 
Manic-depressive  reaction 
Paranoid 

Agitated  reaction 

Neurologic  signs  are  usually  those  of 
cerebral  deficit,  eventually  decerebrate  rig- 
idity. The  focal  signs  are  believed  due  to 
areas  of  relative  ischemia  (arterial  stenosis 
and  insufficiency,  poor  collateral  circula- 
tion.)® This  phase  may  suggest  a “stroke.” 
By  this  time  the  patient  usually  discloses 
some  mental  changes  and  is  at  least  well  in- 
to the  second  stage  of  hypoglycemia.  Com- 
mon are  one  or  more  of  the  following : 

Hemiplegia 

Aphasia 

Diplopia 

Hemianopsia 

Hemianesthesia 

Cerebellar  ataxia 


These  symptoms  may  stop  at  any  one  of 
the  physiologic  “levels”  cited  above.  Thus 
one  observes  patients  with  the  following 
(summarized)  groups  of  symptoms,  often 
passing  from  one  group  to  another  during 
a severe  hypoglycemic  bout: 

1.  Subjective  distress:  nervousness,  weakness, 
faintness,  dizziness,  hunger,  headache. 

2.  Emotional  instability  or  personality  change. 

3.  More  definite  mental  confusion,  loss  of  con- 
tact or  frank  psychosis. 

4.  Gross  neurologic  phenomena. 

5.  Coma,  convulsions. 


Emotional  instability  and  personality 
change  are  not  manifested  in  any  specific 
way.  They  arise  usually  from  an  individual 
neurophysiologic-psychologic  makeup  cop- 
ing with  the  stress  of  progressive  “decere- 
bration.” Some  of  the  common,  transient, 
descriptive  syndromes  are : 


Manic  behavior 

Intoxication 

Amnesia 

Mild  confusion 

“Behavior  problem” 

Anxiety-tension 

“Hysteria” 

“.Moods” 


Temper  outbursts 
“Brain-storms” 
Lethargy,  apathy 
Withdrawal,  asocial 
Loss  of  inhibitions 
Silly,  child-like  antics 
Hypersomnia 


With  progression,  more  severe  mental  dis- 
turbance may  occur.  The  individual  loses 
contact  with  environment  and  reality,  be- 
comes mentally  “blank”  or  psychotic.  Any 
of  the  neurologic-psychiatric  coloring  of 
which  the  human  is  capable  may  be  seen 
here ; 


The  following  additional  clues  are  valu- 
able in  diagnosing  islet  cell  tumors  or  hj-p^i’- 
plasia ; 

1.  Occasional  of  these  patients  are  medi- 
cal “behavior  problems”  who  may  have  to  be 
transferred  to  a psychiatric  department 
pending  diagnosis.  Diagnosis  is  hampered 
by  their  unpredictable  cooperation.  Par- 
ticularly when  hypoglycemia  occurs,  they 
may  sign  themselves  out  of  the  hospital, 
disregard  orders  on  fasting,  become  antag- 
onistic and  so  on.^- 

2.  This  is  not  a simple,  “mechanical” 
neurologic  disorder.  There  is  some  “men- 
tal” component  to  it;  for  instance,  a dis- 
turbance of  thinking,  emotional  s^miptoms, 
amnesia,  strange  acts,  clouding  of  conscious- 
ness. 

3.  The  episodes  often  bring  to  mind  an 
epileptic  (“temporal  lobe”)  variant. 

4.  The  patient  may  be  suspected  of  tak- 
ing drugs  or  drinking  excessively. 

5.  In  some,  but  by  no  means  all  cases, 
symptoms  occur  following  a period  of  fast- 
ing and/or  physical  work,  especially  more 
prolonged  fasting  and  harder  physical  exer- 
tion than  the  patient  does  in  his  ordinaiy, 
everyday  life.  Such  sumptoms  are  remark- 
ably relieved  by  food,  drink,  or  candy. 

6.  In  some,  but  by  no  means  all  cases, 
attacks  start  with  hunger,  excessive  perspir- 
ation and  generalized  weakness.  The  hun- 
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ger  is  an  anxious,  trembling  craving  for 
food. 

7.  Some  patients  with  this  disorder  have 
gained  weight  notably  from  overeating 
necessary  to  forestall  symptoms. 

8.  The  easier-to-diagnose  cases  reveal 
episodes  that  are  not  abrupt  or  “clean  cut” 
in  onset  and  termination.  There  is  usually 
a buildup  of  weakness,  perspiration,  ataxia, 
hunger,  and  anxiety  which  proceeds  then  to 
drowsiness,  confusion,  and  coma.  How- 
ever, I have  seen  one  case  without  such  pro- 
dromes who  suddenly  became  dazed,  am- 
nesic, and  comatose.  (It  is  known  that 
some  diabetics  taking  insulin  may  suddenly 
develop  hypoglycemic  confusion  or  coma 
without  warning  symptoms.)® 

9.  Convulsions,  if  present,  may  mimic 
most  forms  of  epilepsy.  They  are  only  rare- 
ly the  initial  symptom  and  almost  never  the 
only  symptom.  Convulsions  usually  follow 
manifestations  of  progressive  hypoglycemia 
by  at  least  several  minutes,  often  longer. 
Convulsions  are  more  apt  to  appear  after 
coma  has  supervened.  Less  than  20  per 
cent  of  patients  with  hyperinsulinism  reveal 
convulsions  as  a neurologist  would  define 
them,  and  less  than  5 per  cent  reveal  these 
as  their  first  manifestation. ^ 

10.  Some  of  these  patients  have  been 
treated  for  epilepsy  and  psychiatric  disor- 
ders but  with  little  effect.  A definite  num- 
ber of  patients  are  discovered  among  psy- 
chiatric admissions.'^’ 

11.  The  help  of  good  obseiwers  to  sup- 
plement the  patient’s  history  adds  much  to 
assist  in  early  diagnosis. 

12.  Do  not  expect  a glucose  tolerance 
curve  to  be  helpful  in  diagnosis.  It  rarely 
provides  clues  in  islet  tumors  or  hypei’plasia 
whereas  it  is  quite  valuable  in  other  types 
of  hypoglycemia.  One  must  rely  on  one  of 
the  following  procedures: 

a.  Observe  the  patient  in  one  of  his  spells  and 
obtain  a blood  sugar  determination.  If 
this  is  below  .50  mg.  per  100  ml.  (Folin-Wu), 
and  the  patient’s  clinical  picture  is  appro- 
priate, it  is  diagnostic. 

b.  Provoke  a spell  by  fasting  and  exercise. 
Then  obtain  a blood  sugar  specimen.  This 
cannot  always  be  accomplished  by  an  over- 
night or  12-hour  fast,  though  one  may  hope 
to  do  it  thus.  If  nothing  happens,  a period 
of  up  to  72  hours  fasting  (with  water  only 
allowed)  may  be  necessary.  Further  pro- 
vocation may  be  employed  by  physical  exer- 
ertion,  by  having  the  patient  walk  up  sev- 


eral flights  of  stairs  or  run  around  the 
block  (accompanied,  of  course). 

c.  If  and  when  a spell  is  witnessed  and  a 
blood  sugar  sample  taken,  note  clinical  re- 
sponse to  .50  per  cent  glucose  given  intra- 
venously. 

d.  An  alternative  which  is  useful,  if  time  per- 
mits and  the  patient  cooperates,  consists  of 
a restricted  diet  of  1000  or  1200  calories 
(50  grams  protein,  50  grams  carbohydrate) 
daily  intake  for  three  days.  A fasting  blood 
sugar  is  obtained  each  morning.  In  a num- 
ber of  cases  this  dietary  limitation  alone 
will  precipitate  the  diagnostic  picture 
awaited.  If  this  produces  inconclusive  re- 
sults, the  fasting  routine  may  begin  on  the 
fourth  day.  With  the  preceding  carbohy- 
drate depletion,  fasting  now  stands  a bet- 
ter chance  of  producing  hypoglycemia. 

13.  Be  aware  of  the  occasional  imposter 
who  factitiously  produces  this  syndrome  by 
self-administered  insulin  or  other  hypogly- 
cemic drugs. 

14.  Not  every  patient  in  hypoglycemic 
coma  will  have  a diagnostically  low  blood 
sugar.  This  may  he  very  misleading.  If 
the  patient  just  had  a convulsion,  the  mus- 
cular activity  may  raise  his  blood  sugar.  If 
he  has  slipped  into  prolonged  hypoglycemic 
coma  (having  reached  the  last  two  stages  of 
hypoglycemia  and  not  responding  to  intra- 
venous glucose),  one  is  left  to  contemplate: 
(a)  no  response  to  the  therapeutic  meas- 
ures ordinarily  diagnostic,  and  (b)  a blood 
sugar  risen  now  well  into  a physiologic 
range.  Prolonged  hypoglycemic  coma  is  a 
dreaded  complication  with  a high  mortality. 

15.  Other  tests  have  been  considered  to 
aid  in  diagnosis.  These  include  assay  of 
plasma  insulin  activity,  insulin  sensitivity 
tests,  intravenous  tolbutamide  sensitivity 
tests,  and  response  to  glucagon.'^’ ^2, 13,  u,  15 
Some  of  these  tests  may  provoke  danger- 
ous hypoglycemic  reactions  in  patients  with 
hyperinsulinism.  Their  value  awaits  clari- 
fication. 

16.  Electroencephalographic  (EEC)  trac- 
ings are  not  diagnostic.  Up  to  20  per  cent 
of  the  nonepileptic  population  reveals  epi- 
leptic-like tracings,  and  this  may  confuse 
the  issue  in  hyperinsulinism.  EEC  tracings 
in  hypoglycemia  may  be  misleading.'^  EEC 
changes  correlate  better  with  cerebral  oxy- 
gen use  during  hypoglycemia  than  with 
blood  sugar  levels.  The  patient  in  a hypo- 
glycemic episode  may  reveal  no  changes  or 
only  the  nonspecific  changes  found  in  coma. 
In  others,  during  hypoglycemia,  the  follow- 
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mg  relatively  nonspecific  features  may  be 
seen : 

Increase  in  basic  activity. 

Dysrhythmic  slowing  of  basic  activity. 

Burst  of  generalized  theta  of  somewhat  in- 
creased voltage. 

Greater  build-up  with  hyperventilation. 

There  appears  to  be  an  individual  sensi- 
tivity to  hypoglycemia  in  that  some  indi- 
viduals will  disclose  EEG  (and  clinical) 
changes  more  quickly  than  others.  Patients 
who  have  incurred  repeated  or  prolonged 
comas,  may  have  permanent  EEG  changes 
of  a damaged  brain. 

17.  Excessive  functioning  islet  cells  may 
exist  even  though  a surgical  exploration  re- 
vealed none.  In  the  past  this  has  occasion- 
ally led  the  diagnosis  to  be  made  at  post- 
mortem when  it  was  obscured  by  prior  “neg- 
ative” laparotomy.  Minute  adenoma,  ec- 
topic adenoma,  or  diffuse  islet  cell  hyper- 
plasia are  usually  at  fault  in  these  instances. 
A second  exploration  may  be  most  justifi- 
able.^* 

18.  Review  other  causes  of  hypoglycemia. 

Continued,  undiagnosed  islet  cell  tumors 
or  hyperplasia  lead  to  progi'essive  brain  and 
spinal  cord  destruction.  One  eventually 
sees,  then,  besides  the  episodic  attacks  of 
hypoglycemia : 

Progressive  dementia  (chronic  brain  syndrome). 

Hemiplegia. 

Aphasia. 

Parkinsonism. 

Chorea. 

Epilepsy. 

Myeloneuropathy. 

The  neuropathologic  findings  are  similar 
to  those  seen  with  cerebral  anoxia.  Neu- 
ronal damage  and  ischemic  necrosis  are 
prominent  in  cortex,  basal  ganglia,  and  hip- 
pocampus. The  myeloneuropathy  is  charac- 
terized by  outstanding  loss  of  anterior  horn 
cells,  clinically  manifested  by  weakness  and 
atrophy  of  distal  musculature  and  loss  of 
distal  reflexes.^®- 20. 21, 22  Pains,  paresthesias 
and  loss  of  distal  sensation  may  also  occur. 

Diabetes  Mellitus 

The  neurologic  involvement  with  diabetes 
mellitus  may  spread  over  a broad  portion  of 
the  nervous  system.  Approximately  30  per 
cent  of  diabetics  reveal  at  least  minor  reflex 
changes  and  transient  pains.  More  trouble- 
some and  well  defined  neuropathies  are 
found  in  only  4-5%  of  diabetics,  usually  in 


the  older  patient  (over  50)  with  relatively 
mild  diabetes  of  several  years’  duration.^ 

The  syndromes  may  merge  and  overlap. 
For  discussion,  we  may  delineate  the  follow- 
ing general  clinical  gi-oups: 

I.  DIABETIC  NEUROPATHY 

II.  CEREBRAL  SYNDROMES  OF  DI- 
ABETES 

III.  ELEVATED  SPINAL  FLUID  PRO- 
TEIN 

Diabetic  Neuropathy 

Neuropathy  appears  to  be  one  feature  of 
the  disease,  diabetes  mellitus,  which  is  also 
mainfested  by  disorder  of  glucose  metabol- 
ism, retinopathy,  vascular  disease  and  glom- 
erulosclerosis. 

An  underlying  vascular  disease  (angio- 
pathy), which  is  not  arteriosclerotic,  has 
been  observed  in  the  peripheral  nerves.  This 
may  cause  ischemia  and  occlusion  of  vasa 
nervorum  to  account  for  the  degenerative 
changes  described.^- * ^ This  explanation  is 
by  no  means  settled  nor  accepted  by  all  au- 
thorities. Some  believe  there  is  a toxic- 
metabolic  factor  which  acts  directly  on  the 
nerves.®  The  older  patient  with  diabetes 
also  has  more  advanced  arteriosclerosis.  Oc- 
clusive (obliterating)  vascular  disease  of 
this  origin  may  provide  additional  ischemia 
and  thrombosis  of  nerves.  The  differential 
diagnosis  between  neuropathy  of  arterioscle- 
rosis obliterans  and  diabetic  neuropathy 
may  not  be  simple  and  some  cases  over- 
lap. 

That  there  are  considerable  gaps  in  our 
knowledge  of  the  biochemical  nature  of  this 
disorder  is  evident  by  these  following  ob- 
servations * 

It  may  appear  as  the  earliest  manifestation  of 
diabetes,  occasionally  even  before  hypergly- 
cemia or  glycosuria  become  apparent. 

It  may  appear  as  the  recently  diagnosed  case 
comes  under  good  control. 

It  may  occur  in  a well  controlled  patient  or  in 
one  with  frequent  glycosuria. 

It  appears  to  have  no  relationship  to  the  dura- 
tion of  the  disease  nor  the  insulin  require- 
ment. 

It  may  appear  7-28  days  after  stress  (emo- 
tional and/or  physical)  situations. 

It  may  improve  in  many  instances  despite 
poorly  controlled  diabetes. 

It  may  reveal  unaccountable  relapses  and  re- 
missions, progressive  disability,  or  remain 
chronic  without  progression. 
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Distal  parts  of  peripheral  nerves  and  the 
autonomic  nervous  system  are  commonly  af- 
fected. At  times  proximal  (plexus)  parts  of 
peripheral  nerves,  nerve  roots,  spinal  sensory 
ganglia,  and  occasionally  cranial  nerves  are 
involved. 

If  the  spinal  cord  is  ever  directly  in- 
volved, this  is  rare.  This  might  occur  with 
disease  and  occlusion  of  the  anterior  spinal 
artery.  Spinal  cord  changes  have  been 
found  but  these  are  due  to  retrograde  degen- 
eration from  spinal  sensory  ganglion  loss 
(typically  then,  degeneration  of  posterior 
columns). 

Diabetic  neuropathy  is  usually  easily  di- 
agnosed — perhaps  too  easily.  Its  incidence 
(reported  variously  up  to  75  per  cent) 
among  diabetics  depends  on  definition  of 
the  disorder  and  the  care,  skill,  and  inter- 
pretation of  the  neurologic  examination.  It 
is  more  common  in  middle-age  and  older 
groups  and  in  those  getting  poor  diabetic 
care.  However,  notable  exceptions  may  be 
seen,  especially  with  the  latter  factor. 

While  distal,  diffuse,  symmetrical  neuro- 
pathy  is  commonly  seen,  the  asymmetrical 
mononeuropathy  is  not  rare.  Anatomical 
involvement  in  diabetic  neuropathy  may  be 
outlined  as  follows: 

I.  Peripheral  nerves: 

a.  Symmetrical  polyneuropathy 

b.  Asymmetrical  mononeuropathy 

II.  Nerve  root  and  more  extensive  involve- 
ment. 

(Spinal  cord?) 

Amyotrophy 

III.  Autonomic  nervous  system 

IV.  Cranial  nerves 

I.  Patterns  of  peripheral  nerve  involve- 
ment in  diabetic  neuropathy: 

1.  Distal  portions  of  all  nerves  in  feet  with 
sensory  involvement  only.  Usually  sym- 
metrical. 

2.  Proximal  portion  of  one  (or  more)  large 
nerves  in  lower  limbs,  predominantly  sen- 
sory (femoral,  sciatic).  Often  asymmetri- 
cal mononeuropathy. 

3.  Either  of  above  two  but  with  motor  in- 
volvement also  (footdrop  or  quadriceps 
weakness  are  not  uncommon). 

4.  Either  of  first  two  but  motor  loss  out- 
standing. 

5.  Involvement  as  above  but  in  upper  extrem- 
ities. 

6.  Involvement  of  several,  isolated,  distal 
nerves  (multiple  mononeuropathy). 

7.  Widespread  involvement. 


Commonest  features  are  those  of  the  sym- 
metrical distal  neuropathy : 

1.  Subjective  pain,  paresthesias,  burning  and 
sensory  distortion  in  feet. 

2.  Loss  of  vibratory  sense,  distally,  in  lowers. 

3.  Loss  of  ankle  jerks. 

4.  Tenderness  of  calves. 

The  subjective  distress  is  often  worse  at 
night  and  with  cold  weather.  Vibratorj' 
sense  lends  itself  to  quantitative  appraisal 
by  electric  measuring  devices,®-  hence  may 
be  determined  more  minutely  than  other 
modalities.  The  diabetic  group  loses  vibra- 
tory sense  much  faster  with  age  than  does 
the  nondiabetic  population.  The  degree  of 
loss  correlates  well  with  degree  of  clinical 
neuropathy.  (It  is  well  to  recall  here  that 
after  the  age  of  60  and  progressively  be- 
yond, many  nondiabetic  individuals  lose  vi- 
bratory sense  to  ordinary  clinical  tests. 
They  do  not  lose  position  sense,  however). 

Loss  of  at  least  one  ankle- jerk  is  found 
three  times  more  frequently  in  diabetics 
with  subjective  distress  than  in  those  with- 
out.^i  Ankle-jerks  are  lost  before  knee- 
jerks. 

Those  who  have  only  lost  ankle-jerks  and 
some  vibrato ly  (but  not  position)  sense  anci 
have  no  discomfort  will  often  pass  un- 
noticed. 

Symmetrical,  distal  neuropathy  may  re- 
main mild  and  nonincapacitating.  In  some 
cases,  sensory  loss  may  progress,  and  more 
paralysis  appear. 

Although  diabetic  neuropathy  is  common- 
ly a sensory  type,  there  are  many  cases 
with  some  motor  involvement  and  occasion- 
ally this  predominates  outstandingly.  Like- 
wise, although  nerves  to  the  lower  extrem- 
ities are  most  commonly  affected,  nerves  to 
upper  extremities  and  more  proximal  nerves 
of  the  body,  (that  is,  suprascapular,  long 
thoracic,  obturator)  may  be  involved. 

Hyperalgesia  is  a common  finding.  Clear- 
cut,  gross  losses  of  pain  and  touch  sensa- 
tion are  not  frequent  but  by  no  means  rare, 
particularly  in  advanced  cases.  If  progres- 
sion occurs,  involvement  spreads,  usually 
proximally.  The  normal  sensitivity  to 
squeezing  the  tendo  Achilles  is  lost.  Even- 
tually local  muscles  are  more  involved  in 
flaccid  paralysis. 

Mononeuropathy  is  asymmetrical,  often  of 
rather  sudden  appearance  and  evolution.  It 
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reveals  a typical,  restricted  nerve  or  nerve- 
root  distribution.  Pain  is  usually  the  out- 
standing feature  though  motor  impairment 
occasionally  is  prominent.  Lumbar,  or  more 
particularly,  sciatic  or  femoral  nerves  are 
commonly  involved A number  of  cases 
are  misdiagnosed  as  having  disc  hernia:tions 
and  the  differential  diagnosis  may  not  be 
simple.  Occasionally,  a group  of  leg  mus- 
cles (in  a nei'\"e  or  nerve-root  distribution) 
is  affected  with  striking  weakness  and 
atrophy.  Mononeuropathy  usually  under- 
goes complete  and  spontaneous  remission. 
Over  half  of  these  cases  will  occur  in  pa- 
tients not  yet  known  to  be  diabetic. 

II.  Spinal  cord,  nerve  root  and  peripheral 
nerve : 

Most  authorities  believe  that  the  spinal 
cord  is  rarely,  if  ever,  directly  affected  in 
diabetes  mellitus.  Clinical  pictures  occa- 
sionally appear  to  challenge  this  concept, 
but  the  present  consensus  is  that,  in  such 
cases : 

a.  Extensive  proximal  nerve  and  nerve  root  in- 
volvement occurs  rather  than  any  primary, 
intrinsic  cord  lesion.*- 14, 15 

b.  Other,  non-diabetic,  spinal  disorders  are 
present. 

The  diabetic  cases  which  give  the  appear- 
ance of  spinal  cord  involvement  may  be 
grouped  as  follows; 

1.  Diabetic  amyotrophy. 

2.  Giiillain-Barre  syndromes. 

3.  Sensory  ataxia. 

Diabetic  amyotrophy  suggests  an  anterior 
horn  cell  loss.'*-  Its  principal  features 

are : 

Usually  male,  over  age  30. 

Outstanding  muscular  weakness,  atrophy. 

Asymmetrical,  proximal,  usually  lower  extrem- 
ities. 

Aching  in  site  of  involvement. 

May  spread  distally  or  appear  in  upper  limbs. 

Positive  Babinski  sign  in  some  cases. 

No  sensory  or  trophic  changes. 

Spinal  fluid  protein  usually  normal. 

Guillain-Barre  syndrome  is  mimicked  by 
some  cases.*-  ***•  21. 22. 23  This  consists  of 

extensive  and  rather  symmetrical  flaccid 
paralyis  with  elevated  spinal  fluid  protein. 
It  is  possible  that  this  syndrome  may  arise 
from : 

1.  Extensive  diabetic  neuropathy. 

2.  Incidental  infectious  myelo  - radiculo-neu- 
ritis  of  Guillain-Barre  type. 

3.  The  diabetic’s  lowered  resistance  and  al- 
tered immunologic  responses  to  infection, 


leaving  him  especially  susceptible  to  infec- 
tious (viral?)  myelo  - radiculo  - neuritis  of 
Guillain-Barre  type. 

Sensory  ataxia  may  be  a prominent  find- 
ing in  an  occasional  diabetic,^^.  25, 26  leading 
to  the  conclusion  that  posterior  columns  of 
the  spinal  cord  provide  the  principle  site  of 
pathology.  Critical  study  to  date  indicates 
that  the  primary  pathologic  change  in  these 
cases  lies  in  extensive  degeneration  of  sens- 
ory root  ganglia,  spinal  nerve  roots,  and 
peripheral  nerves  with  degeneration  of  the 
posterior  columns  from  loss  of  the  first 
sensory  neurone  in  the  sensory  root  ganglia. 

III.  Autonomic  nervous  system  degenera- 
tion: 

This  is  often  associated  with  the  distal, 
symmetrical  polyneuropathy  described 
above.  The  main  manifestations 

.27,  28,  29,  30 

1.  Distal  vasomotor  dysfunction  in  limbs. 

2.  Decreased  sweating;  increased  sweating. 

3.  Postural  hypotension  and  tachycardia. 

4.  Trophic  changes  in  skin;  rarely,  even  ar- 
thropathy (Charcot’s). 

5.  Gastrointestinal  dysfunction:  commonly 

diarrhea;  rarely,  even  tabetic-like  “crises.” 

6.  Impotence. 

7.  Pupillary  abnormalities:  miosis  and  ab- 

sence of  light  reactions,  with  or  without 
pupillary  inequality,  is  common  (this  plus 
some  of  the  other  changes  described  led 
the  older  neurologists  to  speak  of  “pseudo- 
tabes  diabetica”). 

8.  Rarely,  bladder  and  rectal  incontinence. 

Trophic  changes  in  the  skin  are  not  due 
simply  to  arteriosclerotic  disease  although 
ischemia  may  aggravate  this  condition. 
Trophic  changes  appear  due  to  both  sensory 
and  autonomic  nerve  loss.  Eventually  ulcer- 
ation may  appear,  followed  by  infection. 
Charcot’s  arthropathy  appears  in  a small 
number  of  cases,  usually  in  the  foot  or 
ankle,  rarely  the  knee  or  even  the  ver- 
tebrae.^*- ^2. 33. 34, 35, 36  Distinction  should  be 
made  between  true  Charcot  joint  (usually 
manifested  by  gradual  dissolution  of  tarsal 
bones  and  their  articulation)  and  rarif ac- 
tion of  phalanges  and  metatarsals  (due  to 
chronic  infection  and  ulceration  in  adjacent 
soft  tissue  as  well  as  vascular  ischemia. 

In  one  study,  impotence  was  diagnosed  in 
25  per  cent  of  diabetics  ages  30-34  with  a 
gradually  increasing  incidence  to  over  50 
per  cent  in  the  50-54  age  group.25-29  of 
course,  definitions  of  what  comprise  im- 
potence, comparisons  to  a matched,  non- 
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diabetic  population  and  several  etiologic 
possibilities  must  also  be  considered.  The 
bulbocavernosus  reflex  is  lost  in  patients 
with  impotence. 

The  atonic  bladder  of  diabetics  is  often 
accompanied  by  sensoiy  loss  thus  being 
similar  to  the  tabetic  bladder. Present- 
day  obseiwation  indicates  that  bladder  and 
rectal  incontinence  are  not  common  compli- 
cations of  diabetes,®'^  nor  should  the  pres- 
ence of  diabetes  dismiss  the  need  for  careful 
urologic  and  neurologic  study. 

IV.  Cranial  nerve  disturbances: 

These  usually  occur  in  patients  over  50 
with  longstanding  diabetes  and  no  other 
neuropathy.  There  is  a fairly  sudden  ap- 
pearance and  evolution  of  weakness  of  cra- 
nial nerve  III,  IV  or  VI ; occasionally,  VII 
is  affected,  rarely  II,  V or  VIII.  Some- 
times two  such  nerves  are  involved  at  once 
or  in  succession.  Third  cranial  nerve  in- 
volvement often  causes  much  pain  about  the 
eye  or  anterior  cranium.  The  pupil  is 
spared  in  about  80  per  cent  of  patients  with 
this  condition.^* 

Spontaneous  remission  is  common  with 
cranial  nerve  syndromes  of  diabetes.  The 
pathosis  (ischemic?)  appears  to  occur  in  the 
neiwe  and  there  is  a similarity  to  asym- 
metrical mononeurpathy  described  previous- 
ly. 

That  such  a disorder  as  diabetic  optic  neu- 
ropathy occurs  is  not  a universally  held 
opinion.  However,  reports  continue,  sug- 
gesting that  diabetes  plays  some  part  in  de- 
velopment of  optic  neuritis  and  optic  atrophy 
in  “predisposed”  or  “susceptible”  individu- 
als.®®-^® Tobacco,  alcohol  and  other  nutri- 
tional factors  may  be  requisite. 

Cerebral  Syndromes  of  Diabetes 

a.  Through  advanced  arteriosclerosis  (charac- 
teristic of  diabetes  mellitus)  and  resulting 
vasular  insults. 

b.  Vicious  cycle  of  Kimmelstiel-Wilson  com- 
plications (renal  glomerulosclerosis). 

c.  More  electroencephalographic  abnormalities 
among  diabetics. 

d.  Infants  of  diabetic  mothers  (?). 

e.  Diabetic  coma.  Also  hypokalemic  paralysis 
following  this. 

f.  Hypoglycemic  coma  due  to  treatment. 

g.  Increased  susceptibility  to  infections  of  cen- 
tral nervous  system. 

The  diabetic  usually  has  more  advanced 
arteriosclerosis  than  does  the  average  non- 


diabetic at  his  age.  He  may  be  expected 
therefore  to  incur  somewhat  more  cerebral 
arterial  insufficiency,  thrombosis  or  hem- 
orrhage than  average.  If  he  is  unfortunate 
to  develop  renal  involvement  (Kimmelstiel- 
Wilson’s  syndrome),  the  pathologic  change 
is  often  compounded  with  more  rapid  evolu- 
tion of  cerebral  vascular  syndromes  and 
uremia. 

It  is  believed  that  there  are  more  EEC 
abnormalities  in  the  diabetic  population, 
and  more  in  patients  with  insulin  (hypo- 
glycemic) reactions,  in  direct  proportion  to 
the  frequency  and  severity  of  these.  The 
clinical  significance  of  this  awaits  clarifi- 
cation, however.i- 

It  has  been  pointed  out  that  the  incidence 
of  cerebral  maldevelopment,  neurologic  ab- 
normalities and  hemorrhage  may  be  higher 
in  infants  of  diabetic  mothers,'*®- but 
this  was  not  confirmed  in  another  series.'*® 

Diabetic  acidosis  remains  a main  consid- 
eration in  differential  diagnosis  of  comatose 
states.  The  syndromes  of  hypoglycemic 
coma  were  discussed  earlier  in  this  chapter 
( Hyperinsulinism ) . 

Diabetic  acidosis  is  a multibiochemicfil 
disturbance  which  usually  discloses  hyper- 
glycemia, acidosis,  and  ketosis,  hyperpotas- 
semia  and  retention  of  a number  of  improp- 
erly metabolized  substances.  The  coma  may 
be  due  to  synergistic  effects  of  acidosis,  de- 
hydration, and  excessive  aceto-acetate.^®- 

Precipitating  factors  are  commonly: 

Undiagnosed  diabetes. 

Omission  of  insulin. 

Poor  regulation. 

Infection. 

Gastrointestinal  upset. 

Overeating. 

Alcobol  excess. 

Typical  findings: 

Slow  onset,  over  hours  or  a day. 

Patient  is  drowsy  to  comatose  (pupils  usually 
large,  equal). 

Nausea  and  vomiting. 

Abdominal  pain. 

Headache. 

Dry  skin  and  mucous  membranes. 

Flushed  face. 

Acetone  breath. 

Overbreathing  (Kussmaul). 

Complication;  Marked  muscular  paraly- 
sis occasionally  may  occur  with  treatment  of 
diabetic  acidosis.  Osmotic  diuresis  may  re- 
sult in  hypopotassemia  sufficient  to  produce 
this. 


August,  1961 


385 


Some  diabetics  develop  altered  immuno- 
logic responses  (decreased  “resistance”)  and 
become  markedly  susceptible  to  infection. 
Staphylococcus,  tubercle  bacilli,  or  even  un- 
common pathogens  (cm)tococcus,  mucor- 
mycosis) may  invade  the  nervous  system 
(epidural,  subarachnoid).^* 

Elevated  Spinal  Fhiid  Protein 

Since  diabetes  is  a fairly  common  disease, 
the  challenge  is  constantly  present  that  dia- 
betics, too,  may  develop  herniated  discs,  brain 
tumors,  cord  tumors  and  so  on.  Add  to  this 
the  fact  that  the  spinal  fluid  protein  of  a 
patient  with  diabetic  neuropathy  may  often 


be  50-180  mg.  per  100  ml.,  and  the  neces- 
sity for  critical  appraisal  is  obvious.*'^- 
In  a general  way,  the  increase  of  protein 
appears  to  be  in  direct  relation  to  the  se- 
verity and  extent  of  the  neuropathy. 

The  neurologist  \vill  see  a cei^tain  num- 
ber of  undiagnosed  diabetics.  Reliance 
solely  on  a urinalysis  reporting  “negative 
sugar”  and  a fasting  blood  sugar  is  hazard- 
ous. A careful  history,  examination,  and 
3-hour  glucose  tolerance  test  are  minimal 
requisites. 

(NOTE:  This  article  will  be  continued 
in  the  next  issue  of  The  Jouimal). 


“It  is  a mistaken  notion  about  science  that  to  be  objective  one 
has  to  be  hardened.  Of  course,  a surgeon  should  not  go  into  the 
operating  room  depressed  but  the  steel  should  be  in  the  scalpel,  not 
in  the  relationship  between  him  and  his  patient.  Sickness  is  usually 
a crisis  in  life,  and  the  more  ‘Humaneness’  and  kindness  that  sur- 
rounds the  doctor  and  his  associates,  the  better  it  is  for  the  patient 
and  his  loved  ones.”  (From  The  President’s  Page,  Texas  State 
Journal  of  Medicine,  April,  1961). 
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SPECIAL  ARTICLE 


Child  Health  Teaching 

AT  UNDERGRADUATE  LEVEL 


This  article  describes  a new  concept  in  educa- 
tion designed  to  be  helpful  to  teachers  and  future 
parents,  namely,  child  health.  The  author  pre- 
sents this  course  only  in  outline.  The  increasing 
interest  shown  by  students  during  the  eight 
semesters  the  course  has  been  given  attests  its 
popularity  and  suggests  its  utility. 

—EDITOR 

A course  in  child  health  pre- 
sented at  the  undergraduate 
level  has  been  offered  at  this 
university  for  the  past  eight  college  semes- 
ters. The  course  is  given  for  three  hours 
credit  in  the  Department  of  Physiology,  Col- 
lege of  Arts  and  Sciences,  University  of 
Nebraska  at  Lincoln,  Nebraska.  A prerequi- 
site of  five  hours  in  general  physiology  is 
asked  for  enrollment.  Because  of  the  need 
for  education  of  the  lay  population  in  mat- 
ters of  child  health  and  the  popularity  of  the 
course  at  this  university,  this  information 
is  being  published. 

The  idea  that  information  about  child  health 
should  be  offered  at  the  university  was  ini- 
tiated by  the  Dean  of  the  Teachers  College 
because  he  felt  that  embiyo  teachers  should 
have  more  knowledge  in  this  field.  Through 
conferences  between  the  Dean  of  the  Teach- 
ers College,  ChaiiTnan  of  the  Physiology  De- 
partment, Director  of  the  Student  Health 
Seiwices,  and  author  the  general  content  of 
such  a course  was  decided.  It  was  thought 
wise  that  such  information  should  be  taught 
be  a practicing  pediatrician  who,  through 
long  experience,  was  familiar  with  the  facts 
about  health  least  understood  by  teachers 
and  parents.  The  author  was  appointed  to 
the  part-time  faculty  and  asked  to  outline 
such  a course.  Numerous  problems  present- 
ed themselves,  particularly,  decisions  as  to 
how  and  in  what  detail  medical  subjects 
could  be  assimilated  by  students  at  the  un- 
dergraduate level. 

Since  the  limited  number  of  sessions  al- 
lowed for  a three  hour  subject  does  not  al- 
low time  to  cover  all  fields  concerning  child 
health,  an  attempt  has  been  made  to  select 
subjects  most  likely  to  be  helpful  in  solving 
problems  presented  to  teachers  and  parents 
when  dealing  with  the  individual  child. 

A search  was  made  for  similar  courses 


G.  E.  STAFFORD,  M.D. 

Associate  Professor  Physiology, 

University  of  Nebraska 
Lincoln,  Nebraska 

taught  in  other  universities  and  colleges  in 
this  country  and  none  was  found;  neither 
was  it  possible  to  find  a suitable  textbook. 
Several  texts  were  found  which  were  suit- 
able as  reference  material  and  these  were 
purchased  by  the  university  libraries  and  are 
available  to  the  students. 

The  course  is  divided  into  four  parts,  as 
follows : 

1.  Introduction  and  general  considera- 
tion of  the  physician’s,  teacher’s,  par- 
ent’s and  other  members  of  the  health 
team’s  role  in  child  health. 

2.  Consideration  of  hereditary  factors, 
congenital  anomalies,  growth  and  de- 
velopment, and  individual  problems  of 
an  emotional  and  environmental  type. 

3.  Common  infectious,  contagious  diseas- 
es, and  immunization. 

4.  Common  noninfectious  conditions  and 
emergencies. 

In  the  absence  of  a suitable  textbook,  a 
syllabus  was  written  and  mimeographed  in 
notebook  foirn;  a copy  is  presented  to  each 
student.  Included  in  this  material  is  a glos- 
sary of  medical  terms  frequently  used  by 
physicians  and  nurses  when  discussing 
health  problems.  This  material  serves  as 
an  outline  of  the  course,  and  the  various 
subjects  are  explained  and  enlarged  upon  by 
the  lecturer. 

In  addition  to  the  lectures  given  by  the 
author,  several  specialists  lecture  to  the  class 
about  problems  in  children  in  relation  to  the 
individual  interests  of  the  speaker.  An  ob- 
stetrician shows  and  explains  a film  of  the 
birth  of  an  infant  (attendance  optional),  a 
gynecologist  lectures  on  menstrual  difficul- 
ties, and  a surgeon,  an  orthopedist,  an 
otorhinolaryngologist,  a pathologist,  and  a 
pediodontist  talk  to  the  students  about  their 
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specialties  as  they  relate  to  children.  Also 
included  in  the  guest  faculty  are  a pharma- 
cist and  a hospital  administrator  who  ex- 
plain many  problems  which  arise  in  these 
helds. 

The  course  has  been  well  received.  The 
enrollment  has  risen  from  sixteen  to  the 
present  fifty.  The  author  has  been  told 
many  times,  by  former  students  who  are 
now  teachers  and  parents,  that  the  informa- 
tion received  has  been  most  helpful. 

Much  of  the  medical  knowledge  of  the 
lay  population  has  been  acquired  through 
such  questionable  sources  as  “hearsay,” 


radio,  television,  and  ai’ticles  published  in 
magazines;  much  if  not  most  of  this  is  er- 
roneous. Since  the  health  field  is  so  compli- 
cated, any  correct  information  which  can  be 
supplied  to  future  teachers  and  parents 
should  make  for  better  health  in  the  children 
and  the  population  in  general.  It  would 
seem  that  the  availability  of  courses  such  as 
the  one  here  described,  in  universities  and 
colleges  where  future  community  leaders  are 
trained,  would  do  much  to  spread  needed  in- 
formation. In  fact,  it  seems  desirable  that 
such  courses  be  made  a prerequisite  to  grad- 
uation from  all  teachers  colleges  and  ideally, 
all  colleges  of  arts  and  sciences. 


Women  usually  live  longer  than  men  in  this  country,  and  the 
relative  difference  has  increased  steadily  since  1900.  The  average 
girl  born  in  1958  could  expect  to  live  72.7  years,  or  6.3  years  longer 
than  the  66.4  life  expectancy  for  boys.  (Health  Information  Foun- 
dation). 
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E ORGANIZATION  SECTION 


Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 

August  5,  Broken  Bow,  Elks  Club 

August  19,  O’Neill,  High  School  Building 

September  9,  McCook,  St.  Catherine’s  Hos- 
pital 

September  23,  Scottsbluff,  St.  Mary’s  Hos- 
pital 

THE  AMERICAN  FRACTURE  ASSOCIA- 
TION, 22nd  Annual  Meeting — September 
16  through  23rd,  Shoreham  Hotel,  Wash- 
ington, D.C.  (Category  No.  2,  AAGP). 

ANNUAL  CLINICAL  CONGRESS,  AMER- 
ICAN COLLEGE  OF  SURGEONS  — In 
Chicago,  October  2 to  6,  1961. 

AMERICAN  MEDICAL  ASSOCIATION 
CONGRESS  ON  MEDICAL  QUACKERY 
— Washington,  D.C.,  October  6-7,  1961, 
Sheraton-Park  Hotel. 

AMERICAN  COLLEGE  OF  SURGEONS— 
48th  Annual  Clinical  Congress,  Atlantic 
City,  N.J.,  October  15-19,  1961. 

MILWAUKEE  MEDICAL  CONFERENCE 
— “All  That’s  New  in  Medicine;”  October 
19-20,  1961;  At  Milwaukee  County  Hos- 
pital, Milwaukee,  Wisconsin;  all  physi- 
cians invited.  Write  Wilson  Weisel, 
M.D.,  Chairman,  756  N.  Milwaukee  Street, 
Milwaukee  2,  Wisconsin. 

AMERICAN  CANCER  SOCIETY,  1961 
SCIENTIFIC  SESSION  — New  York 
City,  New  York,  October  23  - 24,  1961. 

ANNUAL  ASSEMBLY,  INTERSTATE 
POSTGRADUATE  MEDICAL  ASSOCIA- 
TION OF  NORTH  AMERICA  — Cleve- 
land, Ohio,  Statler-Hilton  Hotel;  Nov.  13- 
16,  1961.  Co-sponsored  by  Ohio  Academy 
of  G.P.  Write  for  details,  to  Erwin  R. 
Schmidt,  M.D.,  Secretaiy,  Box  1109,  Mad- 
ison 1,  Wisconsin. 

NATIONAL  SOCIETY  FOR  CRIPPLED 
CHILDREN  AND  ADULTS  — 1961  an- 
anual  convention;  November  17-21,  Den- 
ver-Hilton  Hotel,  Denver,  Colorado. 


IIOTH  ANNUAL  MEETING 
OF  THE  A.M.A. 

The  annual  meeting  of  the  American 
Medical  Association,  held  at  New  York 
City,  June  25-30,  was  attended  by  over  56,- 
000  registrants  of  whom  about  23,000  were 
physicians. 

Doctor  George  M.  Fister  of  Ogden,  Utah, 
was  elected  to  the  office  of  president-elect 
as  Doctor  Leonard  W.  Larson  of  Bismarck, 
North  Dakota,  took  over  the  presidency. 

The  A.M.A.  1961  Distinguished  Service 
Award  was  voted  to  Doctor  Walter  H.  Judd, 
of  Minneapolis,  physician  and  member  of 
Congress,  for  his  contributions  as  a medical 
missionary,  humanitarian,  and  statesman 
devoted  to  world  peace. 

Osteopathy,  medical  discipline,  communi- 
cations, surgical  assistants,  drug  legislation, 
general  practice,  residencies,  relations  with 
allied  health  professions,  and  poliomyelitis 
vaccine  were  among  the  major  subjects  con- 
sidered by  the  House  of  Delegates  during  the 
sessions,  although  a number  of  less  spectacu- 
lar items  of  general  interest  were  consid- 
ered. 

A full  report  on  the  actions  of  the  House 
may  be  expected  from  your  delegates  in  an 
early  issue  of  the  Journal. 

Medicare  in  Operation 

(Continued  from  page  361) 

A.M.A.-POSITION  ON  SOCIAL  SECURITY 
MEDICAL  CARE  SPELLED  OUT 

If  Wilbur  Cohen’s  dream  of  complete  med- 
ical care  by  the  government  by  way  of  So- 
cial Security  is  to  materialize,  he  must  first 
establish  this  principle  for  some  one  seg- 
ment of  the  populace.  He  is  satisfied  as  a 
beginning  to  establish  the  principle  that  pro- 
vision of  medical  care  is  a proper  and  desir- 
able function  of  the  Federal  Government 
and  that  the  best  way  to  provide  such  care 
is  via  the  social  insurance  mechanism.  If 
he  can  do  this  in  the  case  of  the  past-65 
group,  he  will  have  the  keystone  of  the 
arch.  This  line  of  attack,  as  exemplified 
in  the  King-Anderson  bill,  must  be  met 
headon  and  defeated. 

During  the  consideration  of  the  many 
resolutions  presented  to  the  House  of  Dele- 
gates of  the  A.M.A.  against  the  King-An- 
derson bill.  Doctor  Louis  Bauer,  past  presi- 
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dent  of  the  A.M.A.,  introduced  the  follow- 
ing amendment: 

“The  House  of  Delegates  of  the  American 
^Medical  Association  records  its  opposition 
to  any  legislation  of  the  King  - Anderson 
type.  Its  opposition  is  based  on  the  facts 
that  such  legislation  does  not  meet  the  needs 
of  the  situation;  interferes  with  the  doctor- 
patient  relationship ; interferes  with  the 
rights  of  doctors  employed  in  hospitals;  is 
inordinately  expensive;  leads  inevitably  to 
further  encroachments  by  government  into 
medical  care;  results  eventually  in  a deten- 
oration  of  the  type  of  medical  care  rendered 
the  public;  and  is  therefore  detrimental  to 
the  public  interest. 

“The  House  of  Delegates  invites  attention 
to  the  fact  that  the  medical  profession  is  the 
only  group  which  can  render  medical  care 
under  any  system  and  that  the  medical  pro- 
fession is  best  qualified  to  determine  how 
the  best  medical  care  can  be  delivered. 

“The  House  of  Delegates  believes  that  the 
medical  profession  will  see  to  it  that  every 
person  receives  the  best  available  medical 
care  regardless  of  his  ability  to  pay,  and  it 
further  believes  that  the  profession  will  ren- 
der that  care  according  to  the  system  it  be- 
lieves is  in  the  public  interest  and  that  it 
will  not  be  a paity  to  implementing  any  sys- 
tem which  is  un-American  and  detrimental 
to  the  public  welfare.” 

The  above  amendment  was  enthusiastical- 
ly received  and  passed  by  acclamation.  This 
seems  to  indicate  that  the  lines  of  battle  are 
clearly  drawn  and  that  there  may  be  an 
unanimity  of  thought  and  action  by  Amer- 
ican physicians  such  as  has  not  always  pre- 
vailed. 

Medicine  in  the  News 

From  the  Omaha  World-Herald — 

A five-thousand-dollar  gift  to  the  eye 
bank  at  the  University  of  Nebraska  College 
of  Medicine  has  been  accepted  by  the  uni- 
versity regents. 

The  Nebraska  Lions  Sight  Conservation 
Foundation  made  the  gift.  The  bank  will  be 
known  as  the  Nebraska  Lions- Vincent  C. 
Hascall  Eye  Bank. 

Dean  James  P.  Tollman  said  the  gift  will 
permit  the  college  to  remodel  a room  for  the 
proper  storage  and  processing  of  eyes  for 
comeal  transplants. 


The  Nebraska  Lions  Foundation  has 
agreed  to  give  one  thousand  dollars  a year 
for  the  next  five  years  to  the  bank. 

From  the  Omaha  World-Herald 

The  nation’s  first  clinical  research  center 
for  the  study  of  mental  retardation  will  be 
established  at  the  Nebraska  Psychiatric  In- 
stitute. 

A seven-year  grant  of  $1,745,000  has  been 
made  to  the  University  of  Nebraska  College 
of  IMedicine  for  this  program. 

The  progi-am,  to  be  administered  by  Dr. 
Cecil  Wittson,  director  of  the  institute,  will 
make  Omaha  one  of  the  foremost  research 
centers  on  mental  retardation  in  the  world. 

Monthly  seminars  emanating  from  the  in- 
stitute will  have  the  participation  of  scien- 
tists throughout  the  world,  utilizing  a spe- 
cial telephone  hookup. 

The  center  will  use  existing  facilities  at 
the  Nebraska  Psychiatric  Institute.  A new 
metabolic  laboratoiy  will  be  built. 

From  the  Omaha  World-Herald — 

The  Legislature  has  been  asked  to  name 
a study  committee  with  a view  to  increasing 
the  number  of  medical  doctors  graduated 
from  the  state’s  two  medical  colleges  each 
year. 

Introducers  were  Senators  Peter  H.  Claus- 
sen,  Leigh,  and  Fern  Orme,  Lincoln. 

Resolution  52  asks  that  an  interim  com- 
mittee be  named  to  study  the  needs  of  more 
medical  personnel  in  Nebraska  and  recom- 
mend a plan  that  may  be  worked  out  on  ex- 
pansion in  the  Nebraska  and  Creighton  in- 
stitutions. 


Doctors  in  the  News 

We  see  by  the  Des  Moines  Register 
for  June  25th  that  Walter  L.  Bierring 
“a  great  and  venerable  Iowa  physician” 
died  Saturday,  June  24,  1961.  Had  he 
lived  until  July  15,  he  would  have  com- 
pleted his  93rd  year. 

Doctor  Bierring  was  known  to  many  Ne- 
braska physicians  and  was  a trusted  and  be- 
loved friend  to  some  of  us  who  had  the  op- 
portunity to  work  with  him  during  past 
years. 
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Walter  Bierring  was  a man  of  many  parts. 
He  had  a heart  of  gold,  especially  toward 
the  younger  physician,  but  his  striking 
characteristic  up  to  the  time  of  his  final  ill- 
ness was  his  keen  memory  and  the  acuity 
of  his  mental  power.  His  education,  his 
friendships,  and  his  fame  embraced  two  con- 
tinents, and  his  organizational  activities 
were  extensive  and  varied:  He  was  presi- 
dent of  the  American  Medical  Association  in 
1934;  secretary-treasurer  of  the  Federation 
of  State  Boards  of  the  United  States  from 
1912  to  1960 ; helped  organize  the  American 
Board  of  Internal  Medicine  and  held  Cer- 
tificate No.  1 signed  by  himself. 

Space  does  not  permit  even  the  recount- 
ing of  Doctor  Bierring’s  important  activi- 
ties, but  death  ended  his  fourth  career  in 
life,  namely,  director  of  the  state  health  de- 
partment’s division  of  gerontology,  heart 
and  chronic  diseases,  which  began  in  1952. 
His  first  career  was  in  medical  education  at 
the  State  University  of  Iowa  (1893-1910) 
and  Drake  University  (1910-1913).  His 
second  was  in  private  practice  of  internal 
medicine  from  1913  to  1933.  The  third  was 
in  the  post  of  state  health  commissioner  of 
Iowa,  1933  to  1953. 

Doctor  Bierring  was  the  recipient,  during 
his  lifetime,  of  many  honors  and  awards, 
both  in  America  and  abroad.  Only  one  of 
these  will  be  mentioned,  because  it  was  one 
of  the  unusual  ones:  In  1922  he  was  made 
an  honorary  member  of  the  Royal  College  of 
Physicians  of  Edinburgh,  in  recognition  of 
his  work  to  improve  reciprocal  education  and 
practice  of  American  and  British  physicians. 
Up  to  that  time  this  recognition  had  not  been 
given  to  any  other  person  for  over  a century. 

A great  career  ended  as  a great  physician 
died.  Medicine  will  feel,  keenly,  the  loss, 
and  Doctor  Bierring’s  many  friends  will  feel 
the  mixture  of  pride  in  having  known  him 
and  sadness  at  losing  him.  Much  of  what 
he  did  will  live  on  in  American  Medicine. 


Human  Interest  Tales 

Dr.  D.  E.  Eberle,  Ogallala,  has  been 
named  city  physician  by  the  Ogallala  City 
Council. 

Dr.  Robert  E.  Benner,  Sidney,  has  closed 
his  office  in  this  city  and  moved  to  Chey- 
enne, Wyoming. 


Dr.  Avis  Bray,  Beaver  City,  has  closed 
her  office  in  this  community  and  moved  to 
Concordia,  Kansas. 

Dr.  Berl  Spencer,  Omaha,  has  moved  to 
Ogallala  where  he  is  associated  with  Drs. 
Donald  Eberle  and  Robert  Chase. 

Dr.  R.  L.  Mastin,  Hastings,  has  been 
called  to  duty  with  the  Air  Force.  He  re- 
ported to  Offutt  Air  Force  Base  in  July. 

Dr.  S.  D.  Cowan,  Falls  City,  was  honored 
recently  by  the  Richardson  County  Medical 
Society  for  his  50  years  of  medical  practice. 

Dr.  Philip  Sher,  Omaha,  has  been  named 
in  the  1961  “American  Men  of  Medicine’’ 
the  third  edition  of  “Who’s  Important  in 
Medicine.” 

Dr.  Roy  Holly,  Omaha,  was  recently 
named  as  dean  of  the  Graduate  College  and 
research  administrator  by  the  University  of 
Nebraska  Regents. 

Dr.  Robert  P.  Heaney,  Omaha,  has  been 
named  Professor  of  Medicine  and  chairman 
of  the  Department  of  Medicine  at  Creighton 
University  School  of  Medicine. 

Drs.  H.  H.  Brinkman,  E.  M.  Malashock^ 
Neal  Davis,  and  Leroy  W.  Lee,  Omaha,  pro- 
duced a film  entitled  “Perineal  Prostatec- 
tomy” which  was  shown  at  the  annual  meet- 
ing of  the  American  Medical  Association  in 
New  York  in  June. 

Dr.  Harry  N.  Boyne,  Omaha,  has  been 
awarded  a bronze  plaque  by  Creighton  Uni- 
versity. The  award,  first  of  its  kind  to  be 
given  by  Creighton,  was  in  gratitude  for 
Dr.  Boyne’s  service  on  the  Board  of  Re- 
gents and  the  President’s  Council. 

Dr.  John  H.  Bancroft,  son  of  Dr.  and  Mrs. 
Burton  Bancroft  of  Kearney,  was  awarded 
the  Rush  Medical  College  award  of  $100  as 
“The  outstanding  resident  in  surgery”  at 
Presbyterian-St.  Luke’s  Hospital,  in  Chica- 
go. Dr.  Burton  Bancroft,  Jr.,  also  is  a 
resident  at  St.  Luke’s. 


Announcements 

American  College  of  Chest  Physicians’ 
Postgraduate  Course — 

The  American  College  of  Chest  Physi- 
cians announces  the  10th  annual  Chicago 
Course  on  Clinical  Cardiopulmonary  Disease 
to  be  held  at  the  Sheraton-Chicago  Hotel, 
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Chicago,  Illinois,  October  23-27,  1961.  For 
details,  registration  blank,  and  program, 
write  American  College  of  Chest  Physicians, 
112  East  Chestnut  Street,  Chicago  11,  Illi- 
nois. 


Urology  Award — 

The  American  Urological  Association  of- 
fers an  annual  award  of  $1000  (first  prize 
of  $500,  second  prize  $300,  and  third  prize 
$200)  for  essays  on  the  result  of  some  clin- 
ical or  laboratoiy  research  in  Urology.  Com- 
petition is  limited  to  Urologists  who  have 
been  gi-aduated  not  more  than  ten  years,  and 
to  hospital  internes  and  residents  doing  clin- 
ical or  laboratory  research  work  in  Urology. 
Animal  research  is  not  necessary. 

The  first  prize  essay  will  appear  on  the 
program  of  the  forthcoming  meeting  of  the 
American  Urological  Association,  to  be  held 
at  the  Bellevue  - Stratford  Hotel,  Philadel- 
phia, Pennsylvania,  May  14-17,  1962. 

For  full  particulars  write  the  Executive 
Secretary,  William  P.  Didusch,  1120  North 
Charles  Street,  Baltimore  1,  Maryland.  Es- 
says must  be  in  his  hands  before  November 
15,  1961. 


News  and  Views 

More  Trouble — 

It  seems  that  some  doctors  succeed  with 
no  effort  to  get  themselves  and,  worse  yet, 
the  medical  profession  into  trouble  — 
usually  on  a dollar  basis.  Two  items  in  the 
July  7 issue  of  Medical  World  News  bear 
this  out  or  serve  to  emphasize  it  anew. 

“The  Food  and  Drug  Administration  is 
launching  a nation-wide  crackdown  on  sale 
of  drug  samples  which  have  been  given  to 
physicians  and  detail  men.  It  charges  that 
the  practice  violates  both  Federal  law  and 
‘sound  professional  ethics’.” 

When  one  single  doctor  in  Brooklyn  can 
pocket  $10,000  a year,  and  $50,000  worth  of 
samples  were  seized  at  one  repacking  insti- 
tution, this  practice  seems  to  be  of  consider- 
able importance.  Secretary  Ribicoff,  Sen- 
ator Kefauver,  and  the  Internal  Revenue  De- 
partment are  all  getting  into  the  act.  A nice 
smelly  mess  thrust  upon  the  profession  by  a 
few  money-grabbing,  unethical (un- 

printable).” 


Then  there  is  the  rumpus  kicked  up  be- 
cause, in  the  states  where  the  maximum  fee 
schedule  for  Medicare  has  been  published  to 
the  profession,  over  90  per  cent  of  the 
charges  are  maximum  and  considerably  more 
than  the  average  going  price  in  the  same 
area  for  the  same  job.  Why  should  this 
happen?  Here  one  can’t  blame  a handful 
of  doctors  looking  for  a quick  buck.  Let  the 
reader  take  it  from  here. 

Hospital  Stays  Too  Long  or  Too  Short, 

Study  Reveals — 

One  hospital  patient  out  of  six  in  Michi- 
gan either  stays  too  long  or  leaves  too  soon, 
reports  The  Modern  Hospital.  When  he 
stays  too  long,  the  professional  journal 
states,  he  may  add  millions  of  dollars  an- 
nually to  the  hospital  bill;  when  he  leaves 
too  soon,  he  may  miss  needed  care. 

These  findings  emerged  from  a three-year 
study  in  Michigan  described  as  “the  larg- 
est independent  analysis  yet  made  of  hos- 
pital and  medical  economics  in  any  state.” 

The  rsearch  group,  directed  by  Prof.  Wal- 
ter J.  McNerney  of  the  University  of  Michi- 
gan Bureau  of  Hospital  Administration, 
notes  that  although  “understay”  is  more  dis- 
tressing medically,  the  financial  aspects  of 
“overstay”  are  a threat  to  the  survival  of 
voluntary  health  insurance. 

They  also  found : 

— Hospitals  of  49  beds  or  less  are  com- 
paratively ineffective,  having  larger  num- 
bers of  patients  who  stayed  too  long  or  left 
too  soon  in  tei-ms  of  definitions  developed 
by  teams  of  physicians  for  various  disease 
classifications. 

— Larger  hospitals  showed  longer  stays 
and  higher  costs  per  stay  (but  more  kinds 
of  service  and  more  intensive  educational 
programs)  than  did  smaller  hospitals. 

— Flagrant  cases  of  overutilization  are  not 
the  problem ; it’s  the  large  number  of  one  or 
two  day  overstays  that  represent  a threat 
to  adequate  and  economical  health  care. 

— Average  size  of  the  hospital  bill  de- 
creases as  the  percentage  of  the  patient’s 
participation  in  payment  increases.  In- 
sured patients  use  the  hospital  more  often 
than  uninsured  patients  do. 

— Patients  65  years  of  age  and  older  use 
the  hospital  most,  have  the  greatest  need 
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for  its  service,  and  have  the  least  prepay- 
ment and  insurance  protection. 

The  Michigan  researchers,  noting  that 
health  insurance  should  be  made  available 
to  the  greatest  possible  proportion  of  the 
population  65  and  over,  recommend  that; 

— Private  voluntary  health  insurance 
companies  should  give  some  primacy  to  so- 
cial goals  over  market  considerations  in  de- 
veloping policies  for  the  aged. 

— The  state  care  for  the  aged  program 
should  be  expanded. 

— Blue  Cross  and  Blue  Shield  should  ex- 
press forcefully  their  willingness  to  make 
continued  coverage  on  a group  basis  possible 
for  all  group  members  who  retire. 

— Support  for  the  aged  and  other  low  in- 
come groups  should  come  from  a variety  of 
sources,  some  outside  Blue  Cross,  to  solve 
the  health  problems  of  the  aged  and  to  pre- 
vent the  economic  burden  (and  competitive 
disadvantage)  of  this  responsibility  from 
falling  on  Blue  Cross-Blue  Shield  alone. 

The  study  was  financed  by  Kellogg  Foun- 
dation grants  totaling  more  than  $380,000. 


Remarks  by  Mr.  Harry  J.  Loynd,  President  of 
Parke,  Davis  & Company,  at  Presentation  of 
Painting  of  Founding  of  the  American  Medical 
Association,  New  York  City,  June  25,  1961 — 

Today,  as  the  American  Medical  Associa- 
tion opens  its  1961  Convention,  its  slogan, 
“Teamwork  in  Medicine,”  seems  most  ap- 
propriate. It  seems  appropriate  because 
this  teamwork  among  the  members  of  the 
health  professions  is  threatened  more  seri- 
ously now  than  it  has  been  during  this  cen- 
tury. It  would  seem  appropriate,  too,  at  this 
time,  as  a representative  of  Parke-Davis  and 
of  pharmaceutical  manufacturing,  that  I 
should  take  this  opportunity  to  recognize 
this  teamwork  among  professions  and  to 
make  a contribution  to  its  furtherance. 

Since  man’s  beginnings,  the  courses  of 
Medicine  and  Pharmacy  have  been  closely 
intei-w^oven.  During  the  past  hundred  years 
or  so,  the  manufacturing  interests  in  phar- 
macy have  worked  closely  with  the  medical 
profession.  Out  of  this  community  of  in- 
terests have  come  advances  in  medical  care 
that  have  given  the  world  the  greatest  gains 
in  the  fight  against  disease  and  in  health 
care  that  mankind  has  ever  known. 


This  teamwork  is  a valuable  asset  — to 
the  public  as  well  as  to  the  medical  and  phar- 
maceutical professions;  but  it  is  one  that 
cannot  be  taken  for  granted.  Obviously, 
pharmaceutical  manufacturing  has  benefit- 
ed from  this  close  cooperation.  It  is  equal- 
ly obvious  that  the  profession  of  medicine 
has  benefited  from  the  contributions  of  our 
industry.  But  the  greatest  benefactor  by 
far  has  been  the  public,  whom  all  of  us  in 
the  health  professions  seiwe.  This  is  as  it 
should  be.  This  has  been  accomplished  un- 
der our  free  enterprise  system.  Mankind 
has  been  given  longer  life,  greater  security, 
more  comfort,  more  happiness.  Yet,  sugges- 
tions are  being  made  that  our  system  of 
medical  care  should  be  taken  out  of  the  con- 
trol of  this  inter-professional  health  team, 
and  entrusted  to  bureaucratic  control,  with 
its  inevitable  political  manipulation. 

While  suggestions  of  this  nature  have 
been  made  on  many  occasions,  the  present 
flood  of  politically  inspired  attacks  on  your 
profession  and  mine,  and  the  proposals  for 
oppressive  legislative  controls  makes  it  im- 
perative that  we  do  everything  possible  to 
make  sure  that  there  be  no  disruption  in 
our  teamwork;  and  that  we  make  every  ef- 
fort to  keep  the  public  informed  of  the  ad- 
vantages it  has  to  gain  from  continuance  of 
that  teamwork  among  health  professions. 

As  a step  in  this  direction,  I am  proud, 
today,  to  draw  public  attention  to  the  be- 
ginnings of  your  organization,  114  years 
ago,  in  Philadelphia.  Since  it  came  into  be- 
ing, May  7,  1847,  the  American  Medical  As- 
sociation has  been  a leader,  not  only  in  this 
country,  but  throughout  the  world,  in  fur- 
therance of  better  medical  care  and  better 
medical  service  to  the  public.  Benefits  of 
your  work  have  accrued  to  all  the  world’s 
people. 

To  commemorate  this  event  — the  found- 
ing of  your  Association  — an  original  oil 
painting  has  been  commissioned,  and  I take 
great  pleasure  in  unveiling  it  here  today. 
It  is  a part  of  a continuing  program  which 
Parke-Davis  has  been  carrying  on  during 
the  past  five  years  to  tell  the  public  the  story 
of  Medicine’s  great  work  and  tremendous 
advances  in  behalf  of  people,  over  the  cen- 
turies. 

Easter  Seal  Camps  for  Crippled  Children — 

New  Easter  Seal  camps  and  expansion  of 
existing  camps  will  make  possible  outdoor 
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vacations  for  more  crippled  children  this 
year  than  ever  before  in  history,  it  is  an- 
nounced by  the  National  Society  for  Crip- 
pled Children  and  Adults.  Nebraska  is  one 
of  the  37  states  in  which  such  camps  are 
located. 

Completion  of  four  new  camps  — one 
each  in  Florida,  Indiana,  Iowa  and  Kentucky 
— and  addition  of  ground  area  and  new 
buildings  at  already  existing  Easter  Seal 
camps  will  enable  more  than  10,000  boys  and 
girls  and  1,500  young  adults,  all  with  vary- 
ing degrees  of  crippling,  to  have  exciting  ex- 
periences in  outdoor  living.  ]\Iany  of  these 
children  will  be  attending  camp  for  the 
first  time  this  year. 

Specialized  resident  camps,  each  with 
adaptations  for  wheelchairs  and  crutches, 
total  87  and  are  located  in  28  states.  In  ad- 
dition, there  are  51  day  camps,  and  many 
other  children  are  provided  with  camper- 
ships,  thus  bringing  the  total  number  of 
states  with  substantial  camp  programs  to  37. 

Resident  camps  in  mountains  and  woods 
and  at  lakes  offer  with  appropriate  modifi- 
cations the  same  recreational  programs  that 
will  be  enjoyed  by  tens  of  thousands  of  able- 
bodied  boys  and  girls  this  summer.  In  some 
instances,  cooperative  progi*ams  bring  to- 
gether able-bodied  and  crippled  children  at 
the  same  camp. 

A major  activity  of  the  National  Society 
and  its  affiliates  for  as  many  as  25  years, 
camping  for  crippled  children  under  the 
aegis  of  Easter  Seal  societies  must  meet 
rigid  standards.  Attendants  and  counselors 
are  trained  to  provide  special  care  and  su- 
pervision so  that  severely  disabled  children 
can  also  experience  the  joys  of  camping  life 
through  activities  adapted  to  their  limita- 
tions. 

Crippled  children  will  participate  in  care- 
fully supeiwised  boating,  swimming,  crafts, 
cook-outs,  camp  fires,  song  fests  and  other 
group  activities  despite  their  use  of  wheel- 
chairs, walkers,  crutches  and  braces. 

All  Easter  Seal  camps  are  specially  de- 
signed to  eliminate  architectural  barriers. 
Ramps  and  wide  entrances  make  it  possible 
for  the  camper  who  is  confined  to  a wheel- 
chair to  move  about  freely. 

The  National  Society  points  out  that  there 
is  a growing  trend  at  many  Easter  Seal 
camps  for  programs  designed  for  disabled 


adults.  These  camping  sessions  include  out- 
door recreation,  crafts,  education  and  fel- 
lowship, and  are  conducted  entirely  separ- 
ate and  apart  from  programs  for  crippled 
children. 

Gundersen  Heads  Joint  Blood  Council — 

Dr.  Gunnar  Gundersen  of  LaCrosse,  Wis- 
consin, was  elected  as  president  of  the  Joint 
Blood  Council  at  its  annual  meeting  in  New 
York,  June  26.  The  Council  was  formed  as 
a non-profit  corporation  six  years  ago  to 
coordinate  the  blood  programming  and  de- 
fense collection  efforts  of  the  American 
Medical  Association,  American  Association 
of  Blood  Banks,  American  Hospital  Associa- 
tion, American  Society  of  Clinical  Patholo- 
gists and  American  Red  Cross  into  a nation- 
al plan.  After  presiding  at  the  meeting.  Dr. 
Gundersen  said,  “blood  banking  organiza- 
tions have  made  great  progress  in  providing 
safe  blood  to  patients  during  the  past  sev- 
eral years.  The  Council  is  keeping  abreast 
of  research  and  the  practical  aspects  of  get- 
ting, processing  and  distributing  blood. 
With  the  continued  support  of  the  Member 
Institutions,  we  expect  to  help  solve  some 
difficult  problems.”  Dr.  Gundersen  is  a 
past  president  of  the  American  Medical  As- 
sociation. 

Understanding  .Social  Security — 

The  true  nature  and  implications  of  the 
Social  Security  system  must  be  understood 
in  order  to  discuss  the  current  issue  of  pro- 
viding medical  care  and  hospital  benefits 
under  this  system.  Those  who  favor  the  So- 
cial Security  approach  claim  that  the  finan- 
cing mechanism  is  time-tested  but  an  edi- 
torial in  the  Wall  Street  Jownal  asserts 
that  the  financing  mechanism  has  not  yet 
met  the  test  of  time  and  that  crucial  tests  lie 
ahead. 

The  impression  given  to  the  public  that 
the  Social  Security  program  has  the  unique 
attributes  of  voluntary  private  insurance 
is  termed  false. 

In  considering  the  financing  of  a Na- 
tional Old  Age  Pension  progi-am,  there  are 
two  possible  approaches.  One  is  a pay-as- 
you-go  plan  and  the  other  provides  for  a full 
reserve.  There  are  an  infinite  number  of 
combinations  of  these  two  methods. 

Full  reseiwe  financing  is  a prepaid  system 
which  has  characterized  private  insurance 
as  the  only  concept  of  actuarial  soundness. 
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Also  under  voluntary  private  insurance, 
the  principal  of  individual  equity  is  pre- 
served because  there  is  a direct  relationship 
between  contributions  and  benefits. 

The  Social  Security  financing  mechanism, 
as  a result  of  its  many  modifications,  has 
demonstrated  a continuing  shift  away  from 
a substantial  individual  equity  principal  and 
has  shifted  more  and  more  to  a pay-as-you- 
go  principal. 

The  fact  is  that  for  the  vast  majority  of 
present  members  of  the  Social  Security  sys- 
tem, benefits  will  be  much  greater  than  their 
equity  would  provide.  This  is  the  concept 
to  providing  the  elderly  with  an  income  that 
meets  their  social  needs.  The  pendulum 
swings  the  other  way  for  the  youngest  mem- 
bers of  a group  contributing  to  the  system 
to  indicate  the  lack  of  equity  in  the  opposite 
direction  for  those  who  must  pay  into  the 
system  over  a long  period  of  years. 

The  unearned  benefits  constitute  a sub- 
sidy which  the  older  segment  of  society  has 
voted  for  itself  and  they  also  represent  a 
debt  which  the  same  generation  has  assigned 
to  younger  generations  for  service  or  pay- 
ment. 

As  the  liabilities  of  a system  represent  a 
debt,  the  only  way  the  debt  can  be  reduced 
is  to  have  a given  generation  of  workers  con- 
tribute so  as  to  provide  a reserve  fund  over 
and  above  the  present  rate  of  payments.  To 
expect  this  would  not  seem  to  be  political 
realism.  Therefore,  without  a reserve  fund, 
the  burden  being  passed  on  to  future  genera- 
tions is  a perament  debt  and  one  which  must 
continue  to  grow.  Therefore,  taxes  from 
the  employee  and  employer  to  support  the 
system  must  in  the  case  of  the  average  new 
entrant  always  exceed  the  value  of  the  bene- 
fits that  such  a member  will  receive. 

If  the  Social  Security  financing  mecha- 
nism is  used  for  medical  benefits,  the  pres- 
ent beneficaries  of  the  system  would  receive 
an  entirely  new  type  of  benefit  for  which 
they  have  made  no  contribution.  Millions  of 
present  active  workers  and  their  employees 
would  pay  only  a fraction  of  the  cost  of  the 
benefits.  The  result  is  an  increase  in  the 
permanent  social  security  debt  upon  which 
future  generations  will  need  to  pay  interest. 
The  preliminary  concept  of  Social  Security 
as  a means  of  affording  social  adequacy  is 
lost  because  of  the  broad  coverage  which  has 
been  proposed  for  medical  benefits. 


It  can  be  supposed  that  our  present  Social 
Security  system  can  be  preserved  only  if 
we  can  contain  benefits  within  the  limits  of 
carefully  defined  social  objectives. 

Mail  Order  Prescriptions — 

The  fall-winter  catalog  of  Spiegel,  Inc., 
offers  a pharmaceutical  department  to  han- 
dle all  prescription  drugs  except  narcotics 
and  barbiturates.  The  company  will  fill  pre- 
scriptions for  their  credit  account  customers 
according  to  a report  in  the  Wall  Street 
Journal.  The  operation  will  be  handled  by 
licensed  pharmacists  who  will  also  fill  veter- 
inarian prescriptions. 

It  is  described  as  not  being  intended  for 
emergency  cases  but  rather  to  render  a vast 
savings  to  persons  who  take  drugs  over  ex- 
tended periods.  The  markup  on  the  drugs 
will  cover  only  the  cost  for  containers,  ship- 
ping, employees  and  the  handling  charge. 
The  operation  is  described  as  for  service  but 
it  is  anticipated  that  some  persons  would 
become  credit  customers  in  order  to  partici- 
pate in  the  drug  plan. 

The  selling  of  drugs  is  set  up  under  a drug 
foundation,  chartered  in  Illinois  and  man^ 
aged  by  a registered  pharmacist  who  for- 
merly directed  a hospital  pharmacy. 

Other  mail  order  concerns  are  reported  as 
having  no  plans  to  enter  the  mail  order  pre- 
scription drug  business. 

The  mail  order  firm  is  described  as  resist- 
ing criticism  of  some  drug  and  medical 
groups  including  the  American  Medical  As- 
sociation. Both  the  House  of  Delegates  of 
the  American  Medical  Association  and  the 
American  Pharmaceutical  Association  have 
officially  criticized  mail  order  dispensing  of 
prescription  drugs  as  depriving  the  patient 
of  the  direct  personal  relationship  between 
the  patient,  his  physician  and  his  pharma- 
cist. 

Deaths 

TALCOTT  — Norris  D.  Talcott,  M.D., 
Greenwood.  Doctor  Norris  D.  Talcott  died 
June  9,  1961  at  the  age  of  90.  Born  in  Rock- 
ton,  Illinois,  July  27,  1870,  Doctor  Talcott 
received  his  degree  from  the  Sioux  City  Col- 
lege of  Medicine  in  1897.  He  established  his 
practice  in  Greenwood  in  1897,  where  he 
was  an  active  physician  for  over  60  years. 
He  retired  several  years  ago. 
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BROWN  — J.  P.  Brown,  M.D.,  O’Neill. 
Doctor  J.  P.  Brown,  60,  died  suddenly  at  his 
home  in  O’Neill,  May  29,  1961,  of  a heart  at- 
tack. Born  May  20,  1900  in  Omaha,  Ne- 
braska, Doctor  Brown  received  his  doctor’s 
degree  from  the  University  of  Nebraska 
College  of  Medicine,  in  1924,  and  interned 
at  the  Swedish  Lutheran  Hospital  and  the 
Methodist  Hospital  in  Omaha.  He  started 
practicing  medicine  in  Stuart,  Nebraska,  and 
in  1929  he  relocated  in  O’Neill  where  he 
continued  until  he  retired  about  three  years 
ago. 

LEWELLEN  — C.  E.  Lewellen,  M.D.,  Ex- 
eter. Doctor  C.  E.  Lewellen  died  at  the  age 
of  73,  in  Exeter.  He  received  his  doctor’s 
degree  from  the  Bennett  Medical  College, 
Chicago,  in  1912.  He  had  practiced  in  Ex- 
eter from  1930  until  his  retirement  a few 
years  ago. 

TUSHLA  — F.  M.  Tushla,  M.D.,  Auburn. 
Doctor  F.  M.  Tushla  died  June  19,  1961,  at 
the  age  of  55,  in  a plane  wreck  near  Auburn. 
Born  March  30,  1906  in  Atkinson,  Nebraska, 
he  received  his  doctor’s  degree  from  the 
Creighton  University  School  of  Medicine,  in 
1931,  and  interned  at  the  Creighton  Memor- 
ial-St.  Joseph’s  Hospital  in  Omaha. 


The  Woman's  Auxiliary 

Auxiliary  President  Calls  for  More 
Community  Service — 

Physicians’  wives  must  accept  the  com- 
munity’s challenge  for  knowledge  and  hon- 
est effort  in  helping  to  solve  local  problems. 
In  taking  office  as  the  president  of  the 
Woman’s  Auxiliary  to  the  American  Medical 
Association,  Mrs.  Harlan  English,  Danville, 
111.,  called  on  members  across  the  country  to 
develop  strong  local  public  service  programs 
built  on  community  needs. 

A number  of  community  projects  that  lo- 
cal doctors’  wives  can  take  on  voluntarily 
were  cited  by  Mrs.  English.  They  include; 
homemaker  service  programs;  practical  pro- 
grams to  help  meet  nutritional  and  recrea- 
tional needs  of  older  persons ; civil  defense 
educational  programs;  mental  health  activ- 
ities especially  dealing  with  alcoholism ; pro- 
grams for  safety,  poison  control  and  water 
safety;  fund-raising  for  medical  education. 


Mrs.  English  succeeds  Mrs.  William  Mack- 
ersie,  Detroit,  Mich.  The  new  president- 
elect is  Mrs.  William  G.  Thuss,  Birmingham, 
Ala. 

Other  Auxiliary  officers  installed  at  the 
38th  annual  Convention  in  New  York  in- 
clude: Mrs.  Paul  E.  Rauschenbach,  Pater- 

son, N.J.,  first  vice  president;  regional  vice 
presidents — Mrs.  Hariy  F.  Pohlmann,  Mid- 
dletown, N.Y.,  eastern;  Mrs.  C.  Rodney 
Stoltz,  Watertown,  S.D.,  north  central;  Mrs. 
W.  W.  Hubbard,  Nashville,  Tenn.,  southern; 
Mrs.  Stanley  R.  Truman,  Oakland,  Calif., 
western;  Mrs.  William  H.  Evans,  Youngs- 
town, Ohio,  constitutional  secretary;  Mrs.  C. 
R.  Pearson,  Baraboo,  Wis.,  treasurer. 

A check  totalling  $195,264.22  was  present- 
ed to  the  American  Medical  Education  Foun- 
dation by  the  Auxiliary  at  a luncheon  honor- 
ing national  past  presidents.  For  the  sec- 
ond time,  the  “Ethel  Gastineau  Trophy”  was 
awarded  to  the  Woman’s  Auxiliary  to  the 
Tennessee  State  Medical  Association  for  out- 
standing service  in  behalf  of  the  A.M.E.F. 

The  convention  delegates  also  voted  gifts 
of  $10,000  each  to  the  American  Medical 
Research  Foundation  and  A.M.A.’s  newly- 
organized  scholarship  and  honors  program 
and  $1,000  to  aid  an  A.M.A.  effort  to  put  To- 
day’s Health  magazine  in  high  schools. 

A.M.E.F.  awards  of  merit  were  presented 
to  the  auxiliaries  to  the  following  state  med- 
ical societies:  Ohio,  Texas,  California,  In- 
diana, New  York,  Nevada,  Tennessee,  Alas- 
ka, New  Hampshire  and  Alabama.  The  na- 
tional Auxiliary  also  received  a merit  award. 

Highlights  of  the  convention: 

— Dr.  E.  Vincent  Askey,  then  A.M.A. 
president,  urged  physicians’  wives  to 
help  recruit  qualified  young  people  into 
medical  careers. 

— Mrs.  Neil  W.  Woodward,  Auxiliaiy  civil 
defense  chairman,  discussed  the  im- 
portance of  preparing  for  family  sur- 
vival in  the  event  of  disaster. 

— Dr.  George  E.  Gardner,  professor  of 
psychiatiy  at  Harvard  Medical  School 
and  member  of  A.M.A.’s  Council  on 
Mental  Health,  warned  that  among  oth- 
er things  teen-age  anxiety  over  college 
admission  is  becoming  a mental  health 
problem  in  this  country. 
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Business  sessions  were  devoted  to  state 
and  national  reports,  discussions  and  speech- 
es by  medical  leaders  and  A.M.A.  staff  per- 
sonnel. 

Registration  for  the  four-day  meeting  to- 
talled 1,194. 


Know  Your 
Blue  Shield  Plan 


Nebraska  Physicians  are  to  be  heartily 
congratulated  on  the  development  and  excel- 
lent acceptance  of  the  New  Blue  Shield  cov- 
erages offered  by  Nebraska  Medical  Service. 

If  ever  American  Doctors  of  Medicine 
are  to  stop  the  onslaught  of  socialized  medi- 
cine — it  mVySt  be  through  positive,  unified 
action  by  them,  with  positive,  unified  an- 
swers. Doctors  themselves  must  find  work- 
able and  equitable  answers  to  the  costs  of 
adequate  medical  care — workable  and  equit- 
able alike  for  both  physician  and  patient  — 
within  the  financial  scope  of  the  average 
American  Citizen. 

The  practice  of  medicine  being  a very 
complex  science  necessitates  finding  complex 
answers  to  the  solution  of  its  financing. 
These  answers  are  not  found  easily  nor  hur- 
riedly, and  we  do  not  believe  they  can  be 
found  on  a practical,  workable,  equitable 
basis  by  anyone  outside  the  field  of  medicine. 

Blue  Shield  — the  doctors  own  creation  — 
has  come  a long  way,  and  found  many  of 
these  answers  since  its  inception.  It  still 
has  a long  way  to  go,  and  has  to  solve  many 
unanswered  problems  that  still  exist  in  the 
financing  of  adequate  health  care.  But  this 
it  can  and  will  do  — if  — all  doctors  of 
medicine  unite  firmly  and  strongly  behind 
it  with  a steadfast  resolve  that  these  an- 
swers can  be  found. 

More  than  100  Nebraska  Doctors  of  Medi- 
cine who  previously  were  non-participating 
have  signed  the  new  Participating  Physi- 
cian’s Agreements.  About  1100,  or  approx- 
imately 93%  of  Nebraska  Doctors  of  Medi- 
cine in  active,  private  practice  are  now 
Participating  Physicians  in  Nebraska  Blue 
Shield. 

There  have  been  many  comments  about 
the  new  coverages.  By  far,  the  major  por- 


tion have  been  favorable,  very  few  unfavor- 
able. Some  doctors  have  questioned  why 
they  should  become  a Participating  Physi- 
cian, and  why  has  so  much  emphasis  been 
placed  upon  their  participation.  Participa- 
tion is  voluntary,  but  the  greatest  majority 
of  the  doctors  in  the  State  of  Nebraska  feel 
that  Organized  Medicine  must  have  an  or- 
ganized answer  to  the  challenge  of  socialized 
medicine.  That  the  best  answer  is  their 
own  organization  — an  organization  in 
which  they  have  a voice  — Nebraska  Blue 
Shield. 

The  American  Public  is  demanding  an  an- 
swer to  prepaying  for  adequate  medical 
care  on  a budget  basis  within  the  financial 
reach  of  the  average  citizen.  The  question 
is  “who  supplies  the  answer”  the  doctors  or 
the  Government?  The  Profession’s  studied 
answer  is  Participating  Physicians  and 
Service  Benefits.  These  doctors  of  medicine 
should  especially  be  highly  commended  for 
the  contribution  they  are  making  in  trying 
to  stave  off  the  threat  of  Government  Medi- 
cine. 

Again  we  say,  that  all  Nebraska  Doctors 
of  Medicine  are  to  be  heartily  congratulated 
on  developing  the  New  Blue  Shield  Cover- 
ages, designed  — on  a realistic  basis  by  doc- 
tors — to  provide  Service  Benefits  by  Par- 
ticipating Physicians  according  to  the  mem- 
bers income. 


THE  A.M.A.  IN  ACTION 

(Continued  from  page  362) 

VIII.  International  Health  — The  health 
of  all  peoples  is  interrelated. 

IX.  Preservation  of  the  Freedom  of  Pa- 
tients and  Physicians  — The  A.M.A. 
will  continue  its  efforts  to  make  sure 
that  every  person  has  access  to  good 
medical  care,  without  regard  to 
where  he  lives,  or  his  ability  to  pay. 
The  medical  profession  believes  it 
is  the  basic  right  of  every  American 
to  choose  the  physician  in  whom  he 
has  the  greatest  confidence,  just  as 
it  is  his  right  to  choose  his  line  of 
work  and  the  church  he  attends. 
The  A.M.A.  will  oppose  vigorously 
all  efforts  to  socialize  medicine, 
piecemeal  or  across  the  board,  seek- 
ing always  to  preseiwe  the  freedom 
of  the  health  professions  which  have 
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given  this  nation  the  greatest  medi- 
cal care  system  in  the  world. 

X.  Health  and  Safety  Education  — The 
A.M.A.  will  expand  its  educational 
program  in  health  and  safety. 

The  newly  elected  President  of  the  A.M.A., 
Leonard  Larson,  M.D.,  made  a strong  plea 
for  a program  of  “Self  Discipline”  at  all 
levels  of  medical  organization,  county,  state 
and  national.  The  A.M.A.  study  revealed 
the  most  frequent  causes  for  complaints 
were:  alleged  overcharging,  failure  to  re- 
spond to  requests  for  seiwice,  improper  use 
of  health  insurance,  professional  incompet- 
ence, and  unnecessary  service. 

Dr.  Larson  said  “I  feel  that  the  entire 
self-discipline  problem  can  be  solved  by  the 
medical  profession  without  any  outside  as- 
sistance or  direction.  Certainly  if  we  do  not 
fulfill  this  responsibility  to  our  patients, 
the  public  will  demand  it  and  we  will  lose 
this  precious  freedom.” 

In  conclusion.  Dr.  Larson  made  a plea  for 
unity  in  the  ranks  of  the  medical  profession 
“I  pray  that  during  the  coming  year,  in 
spite  of  differences  of  opinion  as  to  program 
and  tactics,  we  will  close  ranks  as  never  be- 
fore in  a united  effort  for  the  preserving 
of  freedom  in  the  practice  of  medicine  — 
freedom  not  only  for  ourselves  — but  free- 
dom also  for  everyone  in  this  country  to 
enjoy  the  fruits  of  our  labors  as  members  of 
an  honorable  profession,  unfettered  by  gov- 
ernment control. 

ARTHUR  J.  OFFERMAN,  M.D., 

President. 

Books 

The  C.  V.  Mosby  Company  of  St.  Louis  has  pub- 
lished a book  that  must  be  considered  a classic  in 
its  field.  This  book,  entitled  “Heredity  in  Ophthal- 
mology,” has  been  written  by  Jules  Francois,  Pro- 
fessor of  Ophthalmology  at  the  University  of  Ghent 
in  Belgium.  The  731  pages  in  this  book  include 
629  figures  and  illustrations  and  pictures. 

In  1865  a Moravian  monk,  Johann  Mendel,  for- 
mulated the  fundamental  laws  of  heredity  while 
cultivating  peas  in  a garden  in  Bmnn.  His  “laws” 
were  “rediscovered”  at  the  beginning  of  the  twenti- 
eth century  and  the  science  of  genetics  was  estab- 
lished. The  aim  of  this  science  is  to  discover  the 
constitutional  basis  upon  which  ocular  disease  has 
originated,  and  thereby  to  develop  a therapeutic 
arsenal  to  effectively  treat  these  disorders.  In 
order  to  emphasize  the  importance  of  genetics,  it 
is  sufficient  to  recall  that  in  1922  congenital  and 
hereditary  abnormalities  were  responsible  for  about 


one-third  of  the  cases  of  blindness  in  our  schools 
for  the  blind,  whereas  in  1944  these  abnormalities 
were  responsible  for  more  than  two-thirds  of  the 
cases. 

The  first  80  pages  are  concerned  with  general 
principles  and  concepts  of  genetics. 

Chapter  headings  include  the  following: 

1.  Clinical  varieties  of  inherited  diseases 

2.  Colobomatous  defects  of  the  globe  (in- 
cluding polycona,  spherophakia,  lenticon- 
us,  crytophthalmia,  cyclopia,  etc.) 

3.  Refractive  errors 

4.  Malignant  tumors  of  the  eye 

5.  Glaucoma 

6.  Affections  of  the  ocular  muscles 

7.  Affections  of  the  eyelids  (including  epi- 
canthus,  distichiasis,  blepharochalasis,  epi- 
blepharon,  entropion,  etc.) 

8.  Affections  of  the  lacrimal  apparatus 

9.  Affections  of  the  conjunctiva 

10.  Affections  of  the  cornea 

11.  Affections  of  the  sclera  and  episclera  (in- 
cluding transitory  periodic  episcleritis,  van 
der  Hoeve’s  syndrome,  etc.) 

12.  Affections  of  the  iris  (including  hyper- 
plasia, microcoria,  Adie’s  syndrome,  etc.) 

13.  Cataracts 

14.  Affections  of  the  vitreous  body 

15.  Functional  abnonnalities  of  the  retina  (in- 
cluding essential  hemeralopia,  Oguchi’s  dis- 
ease, achromatopsia,  etc.) 

16.  Hereditary  tapetoretinal  degenerations 

17.  Detachment  of  the  retina 

18.  Diseases  of  the  optic  neiwe 

19.  Anomalies  of  pigmentation  (including  al- 
binism, congenital  melanosis,  heterochro- 
mia of  the  iris,  etc.) 

20.  Metabolic  disturbances  with  ocular  mani- 
festations (including  disturbances  of  the 
metabolism  of  proteins,  glucosides,  lipids, 
and  poiphyrins) 

21.  Ocular  manifestations  associated  with  dis- 
eases of  the  central  nervous  system 

22.  Skeletal  diseases  and  their  ocular  manifes- 
tations 

23.  Skin  diseases  and  their  ocular  manifesta- 
tions 

24.  Blood  diseases  and  their  ocular  manifes- 
tations 

25.  Endocrine  diseases  and  their  ocular  mani- 
festations 

26.  Arterial  hypertension  and  its  ocular  mani- 
festations 

This  book  deserves  a place  in  the  library  of  eveiy 
hospital,  and  those  doctors  whose  special  interest 
is  the  eye  will  undoubtedly  want  a copy  for  their 
personal  library. 

“HEREDITY  IN  OPHTHALMOLOGY”  by 
Jules  Francois,  M.D.  Published  in  May  of  1961 
by  the  C.  V.  Mosby  Company  of  St.  Louis,  Mis- 
souri. 731  pages  with  629  figures  and  illus- 
trations. $23.00. 
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Another  new  publication  of  the  C.  V.  Mosby  Com- 
pany is  the  book  entitled  “Medical  Phannacology” 
by  Andres  Goth,  M.D.,  Professor  of  Pharmacology 
and  Chaii-man  of  the  Department  at  the  University 
of  Texas  Southwestern  Medical  School  in  Dallas, 
Texas. 

The  discipline  of  pharmacology  has  been  grow- 
ing in  recent  years  as  a result  of  the  discoveiy  of 
new  di*ugs  and  increasing  knowledge  about  older 
drugs.  As  this  information  continues  to  accumu- 
late, its  presentation  in  textbooks  or  in  the  class- 
room creates  certain  practical  problems.  If  the 
author  of  a textbook  aims  at  a fairly  complete  pres- 
entation of  the  science  of  di-ugs,  the  book  is  bound 
to  become  veiy  large  and  impractical  for  those 
who  are  not  experts  in  the  field.  On  the  other 
hand,  if  the  author  limits  himself  to  essentials,  he 
may  find  it  difficult  to  incorporate  into  a small 
book  those  aspects  of  pharmacology  which  gives 
it  the  authority  of  a basic  science. 

Doctor  Goth  has  taken  a third  alternative  and 
has  written  a book  emphasizing  principles  and  con- 
cepts rather  than  outlining  a mass  of  factual  in- 
foraiation  which  is  often  read  and  then  promptly 
forgotten.  He  has  written  a book  which  contains 
the  elements  of  phannacology  which  students  of 
medicine  need  for  their  future  growth,  with  empha- 
sis upon  principles  and  concepts.  Essential  facts 
about  important  drugs  are  included,  but  repetitious 
discussion  of  compounds  which  have  little  practical 
or  theoretical  importance  is  eliminated.  One  of  the 
difficulties  in  the  study  of  phannacology  is  the 
multiplicity  of  drugs  related  to  each  important 
compound.  These  congeners  are  mentioned,  but  only 
the  essential  differences  between  them  and  the 
prototype  are  discussd.  This  book  has  been  written 
primarily  for  medical  students,  pharmacy  students, 
and  practicing  physicians. 

“MEDICAL  PHARMACOLOGY  — PRINCI- 
PLES AND  CONCEPTS”  by  Andres  Goth, 

M D.  Published  by  the  C.  V.  Mosby  Company 
of  St.  Louis,  Missouri  in  May,  1961.  551  pages. 
$11.00. 


The  University  of  Wisconsin  Press  has  pub- 
lished an  interesting  little  book  entitled  “Evalua- 
tion of  Dimg  Therapy”  which  is  an  account  of  the 
Proceedings  of  the  Symposium  on  Evaluation  of 
Drag  Therapy  in  Neurologic  and  Sensory  Diseases 
held  at  the  University  of  Wisconsin  in  May  of  1960, 
under  the  auspices  of  the  U.S.  Public  Health  Serv- 
ice through  the  National  Institute  of  Neurological 
Diseases  and  Blindness.  Its  aim  was  to  determine 
the  guide  lines  necessaiy  for  arriving  at  an  ideal 
study  for  evaluating  drag  therapy  — in  terms  broad 
enough  to  be  understandable  to  clinicians,  biostatis- 
ticians, and  pharmacologists. 

Although  designed  specifically  to  consider  neu- 
rologic problems,  the  first  two-thirds  of  the  book 
is  a broad  discussion  of  the  problems  of  drug  test- 
ing and  is  applicable  to  all  medical  fields. 

“EVALUATION  OF  DRUG  THERAPY” 
edited  by  Francis  M.  Forster,  M.D.  Published 
by  the  University  of  Wisconsin  Press  in  1961. 
167  pages.  $4.00. 


TUBERCULOSIS  ABSTRACTS 

SURGERY  IN  THE  MANAGEMENT  OF 
PULMONARY  TUBERCULOSIS 
Resection  is  the  surgical  treatment  of  choice 
today.  In  a series  of  five  hundred  patients  at 
Fitzsimons  AiTny  Hospital  only  five  patients 
died  following  resection.  Even  with  good 
drags,  surgery  has  a significant  role  in  the 
management  of  tuberculosis. 

The  presently  available  highly  effective  anti- 
microbial agents,  used  singly  or  in  combinations, 
are  seemingly  sufficiently  specific  to  raise  the 
question  whether  surgery  in  the  treatment  of  pul- 
monary tuberculosis  will  always  be  necessaiy  in 
countries  with  economic  levels  and  medical  advance- 
ments comparable  to  the  United  States.  However, 
there  are  still  many  untoward  factors  and  circum- 
stances that  prevent  successful  management  without 
the  aid  of  surgical  measures. 

Some  of  these  factors  and  situations  may  be 
listed  as  follows:  delay  by  the  patient  in  seeking 
medical  aid;  diagnostic  errors  and  incomplete  evalu- 
ation by  physicians  and  surgeons  (such  circum- 
stances contribute  to  delay  in  proper  treatment, 
thus  contributing  to  the  development  of  irreversible 
pulmonary  lesions) ; economic  factors;  uncooperative 
and  recalcitrant  patients;  drug  hypersensitivity  un- 
favorably influencing  medical  management;  inade- 
quate dosage  or  duration  of  drag  regimens;  initial 
infection  by  or  development  of  drag  resistance  my- 
cobacteria; associated  diseases  such  as  silicosis  and 
malignancy;  improper  or  meddlesome  use  of  po- 
tent hormonal  agents  such  as  corticotropins  and 
corticosteroids;  infection  by  unusual  acid  - fast 
strains  or  mutants  (some  not  presently  understood 
or  fully  evaluated,  such  as  atypical  chromogenic 
mycobacteria) ; the  less  commonly  occurring  relaps- 
ing lesions;  and,  of  considerable  consequence,  the 
ever-present  influence  of  mulcting  or  quackery. 

SURGERY  STILL  IMPORTANT 

Therefore,  regardless  of  whether  the  ideal  anti- 
tuberculosis drag  is  developed  in  the  near  future, 
it  seems  logical  to  predict  that  surgical  endeavors 
will  play  an  important  and  significant  roll  in  a 
considerable  percentage  of  therapeutic  efforts  in 
the  management  of  pulmonaiy  tuberculosis  for  at 
least  two  or  three  generations. 

Since  1949  resection  has  steadily  increased  in 
popularity  as  a surgical  procedure  and  now  most 
thoracic  surgeons  and  medical  chest  specialists 
are  inclined  to  consider  extirpative  measm-es  as  the 
best  surgical  means  of  treating  pulmonary  tuber- 
culosis. Primary  extraperiosteal  thoracoplasty,  ex- 
traperiosteal  plombage,  and  Monaldi  drainage  are 
always  kept  in  mind  but  seldom  employed.  By 
and  large,  phrenemphraxis,  pneumothorax,  and  pri- 
maiy  pneumoperitoneum  are  procedures  to  be 
thought  of  and  refen-ed  to  only  in  terms  of  his- 
torical deference. 

During  the  past  five  years  the  Thoracic  Surgery 
Seiwice  at  Fitzsimons  Anny  Hospital  has  per- 
formed from  102  to  235  pulmonaiy  and  pleural  re- 
sections each  year  in  the  treatment  and  diagnosis 
of  tuberculosis. 

The  properly  performed  segmental  resection  for 
localized  disease  continues  to  be  the  procedure  of 
choice  and  has  been  at  this  hospital  since  1952. 
Wedge  resections,  by  and  large,  should  seldom  be 
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perfoiTTied  for  proved  tuberculous  lesions;  however, 
wedge  removal  may  be  utilized  occasionally  for 
small,  well-localized  peripheral  lesions  incidental 
to  the  primary  lobe  or  segmental  resection. 

INDICATIONS  FOR  SURGERY 

When  surgeiy  is  indicated  after  prolonged  chemo- 
therapy (four  to  eight  months),  our  criteria  for 
resection  for  the  past  four  years  has  been  essen- 
tially as  follows:  (1)  cavitary  lesions,  unquestion- 

ably persistent;  (2)  cavitaiy  residuals,  open  or 
closed,  often  referred  to  as  “tuberculous  abscess;” 
(3)  large  caseonodose  residuals,  2 cm.  or  more  in 
greatest  diameter;  (4)  tuberculous  bronchiectasis, 
severe  and  localized. 

Resection  is  also  called  for  for  the  following 
less  commonly  encountered  lesions:  (1)  so-called 

“destroyed”  lobe  or  lung;  preoperative  pulmonar>' 
function  studies  must  be  done  and  properly  evalu- 
ated; (2)  chronic  relapsing  localizing  disease;  (3) 
persistently  positive  sputum;  (4)  progression  of 
disease  under  apparently  adequate  chemotherapy; 
(5)  atelectasis  and/or  tuberculous  pneumonia;  (6) 
bronchopleural  fistulae,  secondary  to  previous  ex- 
cisional  surgeiy;  (7)  infarction  of  adjoining  seg- 
ment or  subsegment  after  pulmonary  resection; 
(8)  the  so-called  salvage  case,  i.e.,  patients  with 
extensive  unilateral  or  bilateral  disease  with  asso- 
ciated limited  or  poor  pulmonaiy  function,  often 
persistently  positive  with  resistant  bacilli. 

After  relatively  short  periods  of  chemotherapy 
the  indications  for  surgery  are  (1)  solitary  or  multi- 
ple lesions,  where  diagnosis  cannot  be  established; 
(2)  pleural  effusion;  (3)  relatively  localized  disease 
which  is  the  suspected  site  of  repeated  gross  bleed- 
ing; (4)  mixed  empyema,  resulting  after  spontane- 
ous pneumothorax  associated  with  destroyed  lung. 

Excisional  surgery  in  the  management  of  pul- 
monaiy  tuberculosis  is  never  considered  to  be  a 
simple  or  benign  procedure.  Five  deaths  have  oc- 
curred in  our  last  500  patients  who  have  had  pul- 
monary and/or  pleural  resections  for  proved  tuber- 
culous lesions.  Three  ocuired  at  or  shortly  after 
pulmonaiy  resection.  The  two  late  deaths  resulted 
from  cor  pulmonale.  Thus,  in  this  recent  series  of 
500  patients,  the  present  mortality  is  1 per  cent, 
0.6  per  cent  being  early  operative  deaths  and  0.4 
per  cent  late  deaths. 

LOW  MORTALITY  RATE 

At  this  time  the  mortality  rate  following  pul- 
monaiy  resection  in  the  treatment  of  tuberculosis 
has  reached  a veiy  low  figure.  Such  is  not  true 
when  untoward  morbidity  and  complications  are 
estimated  after  primaiy  surgical  measures,  al- 
though most  complications  are  of  little  consequence 
and  easily  corrected  if  recognized  early  and  prop- 
erly managed.  Bronchopleural  fistula,  mixed  em- 
pyema, operative  wound  infection,  and  postopera- 
tive spread  or  dissemination  are  decidedly  on  the 
decrease,  thanks  to  better  surgical  techniques,  am- 
ple blood  to  cover  operative  and  postoperative 
losses,  antimicrobial  agents,  and  the  proper  timing 
of  the  primary  operative  procedure  after  complete 
evaluation  of  the  patient  as  a whole  and  of  such 
important  local  pathologic  states  as  the  degree  of 
healing  of  bronchoscopic  viewable  segmental  bron- 
chial orifices. 

Presently  we  are  discovering  some  of  the  direct 
causes  of  persistent  postoperative  lung  surface 
leaks  and  are  aware  that  postoperative  infarctions 


occur  much  too  frequently  and  may  plague  the 
thoracic  surgeon.  We  are  fortunate  in  that  we  are 
learning  that  proper  early  and  aggressive  man- 
agement can  cure  and  thus  avert  late  and  more 
serious  complications  which  in  years  past  often 
proved  fatal. 

By  and  large,  we  agree  with  those  who  contend 
that  patients  who  harbor  dnig-resistant  organisms 
and  are  candidates  for  excisional  therapy  should 
have  lobectomy  or  pneumonectomy,  thus  avoiding 
segmental  or  wedge  resections. 

— John  M.  Salyer,  Colonel,  M.C.,  Rocky  Mountain  Medical 

Journal,  August,  1960. 


NOTICE  TO  ALL  CONTRIBUTORS 
The  deadline  for  items  to  appear  in  the  fol- 
lowing issue  of  the  JOURNAL  is  the  10th  of  the 
month.  The  JOURNAL  goes  to  press  on  the  12th. 


DOCTOR  — Does  your  wife  like  to 
read  the  Auxiliary  news?  Then  be  sure 
and  take  your  copy  home. 
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ORGANIZATIONS,  STATE 


Alcoholics  Anonymous 
1345  N Street,  Lincoln 
American  Red  Cross 
W.  J.  Frenzel,  State  Representative 
2631  Garfield,  Lincoln 
Cerebral  Palsy  Association  of  Nebraska 
Mrs.  Ben  H.  Cosdery 
201  South  Elmwood  Road,  Omaha 
Creighton  University  School  of  Medicine 
Richard  Egan,  Dean 
302  North  14th 
Omaha,  Nebraska 
Multiple  Sclerosis  Society 
207  Midway  Building 
Lincoln,  Nebraska 
Muscular  Dystrophy  Society 
Mrs.  Marvin  Traeger,  President 
Fairbury,  Nebraska 

National  Foundation,  Inc. 

Clinton  Belknap 
1044  Stuart  Building 
Lincoln,  Nebraska 

Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 
Lloyd  E.  Skinner,  President 
Box  2,  Elmwood  Station,  Omaha  6,  Nebraska 

Nebraska  Association  of  Pathologists 
Donald  Max  Fitch,  Secy.-Treas. 

University  of  Nebraska  Hospital 
Omaha,  Nebraska 

Nebraska  Blue  Cross-Blue  Shield 
Joseph  Burger,  Executive  Director 
518  Kilpatrick  Building 
Omaha,  Nebraska 

Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

402  Lincoln  Liberty  Life  Building 
Lincoln,  Nebraska 

Nebraska  Chapter 
American  College  of  Physicians 
E.  M.  Walsh,  M.D.,  Governor  of  Nebr.  Chap. 
5002  Dodge 
Omaha,  Nebraska 

Nebraska  Chapter 
American  College  of  Surgeons 
Dwight  Cherry,  M.D.,  Secy. 

921  Stuart  Building 
Lincoln,  Nebraska 

Nebraska  Chapters 
National  Cystic  Fibrosis  Foundation 
Douglas  County  Chapter 
Miss  Marlene  Lorch,  Secretary 
University  of  Nebraska  Hospital 
Omaha,  Nebraska 
Lancaster  County  Chapter 
Mrs.  Alvin  Morris,  Secretary 
3400  North  69th  Street,  Lincoln 

Nebraska  Division 
American  Cancer  Society 
Braxton  Tewart,  Executive  Director 
4201  Dodge 
Omaha,  Nebraska 

Nebraska  Eye,  Ear,  Nose  & Throat  Society 
G.  T.  Alliband,  M.D.,  Secy. 

1020  Medical  Arts  Building 
Omaha,  Nebraska 


Nebraska  Heart  Association 
Carl  Marxer,  Executive  Director 
4202  Harney 
Omaha,  Nebraska 
Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
512  South  13th  Street 
Lincoln,  Nebraska 

Nebraska  Pharmaceutical  Association 
Miss  Cora  Mae  Briggs,  Executive  Secy. 

414  Federal  Seccrities  Building 
Lincoln,  Nebraska 
Nebraska  Psychiatric  Institute 
602  South  44th  Avenue,  Omaha 
Nebraska  Public  Health  Association 

E.  A.  Rogers,  M.D.,  M.P.H.,  President 
State  Capitol  Building 

Lincoln  9,  Nebraska 
Nebraska  Radiological  Society 
Ronald  E.  Waggener,  M.D.,  Secy.-Treas. 
University  of  Nebraska  College  of  Medicine 
Omaha,  Nebi’aska 
Nebraska  Rheumatism  Association 
Robert  S.  Long,  Pi'esident 
8721  Shamrock  Road,  Countryside  Village 
Omaha,  Nebraska 

Nebraska  Society  for  Crippled  Children 
S.  Orson  Perkins,  Director 
402  South  17th 
Omaha,  Nebraska 

Nebraska  Society  of  Internal  Medicine 
Robert  S.  Long,  M.D.,  President 
324  City  National  Bank  Building 
Omaha,  Nebraska 

Nebraska  State  Dental  Association 

F.  A.  Pierson,  D.D.S.,  Secy. 

1112  Federal  Securities  Building 
Lincoln,  Nebraska 

Nebraska  State  Department  of  Health 
E.  A.  Rogers,  M.D.,  Director 
State  Capitol  Building 
Lincoln,  Nebraska 

Nebraska  State  Medical  Association 
M.  C.  Smith,  Executive  Secy. 

1315  Sharp  Building 
Lincoln  8,  Nebraska 
Nebraska  State  Nurses  Association 
Mrs.  Zelda  Nelson,  Executive  Director 
510  Securities  Building 
Omaha,  Nebraska 

Nebraska  State  Obstetrics  & Gynecology  Society 
Maurice  E.  Gi’ier,  M.D.,  Secy. 

828  Medical  Arts  Building 
Omaha,  Nebraska 
Nebraska  Tuberculosis  Association 
Delmer  Serafy,  Eexecutive  Secy. 

406  W.O.W.  Building,  Omaha,  Nebraska 
Omaha,  Nebraska 
Omaha  Mid-West  Clinical  Society 
1613  Medical  Arts  Building 
Rita  M.  Crowell,  Executive  Secretaiy 
POISON  CONTROL  CENTER 
Childrens  Memorial  Hospital 
502  South  44th  Street,  Omaha 
University  of  Nebraska  College  of  Medicine 
J.  P.  Tollman.  M.D.,  Dean 
42nd  and  Dewey 
Omaha,  Nebraska 
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ORGANIZATIONS,  NATIONAL 


American  Academy  of  General  Practice 
Mr.  Mac  F.  Cahal 
Volker  at  Brookside 
Kansas  City  12,  Missouri 


American  Heart  Association 
Mr.  Rome  A.  Betts,  Secy. 
44  East  23rd  Street 
New  York  10,  New  York 


American  Academy  of  Pediatrics  American  Hospital  Association 

E.  H.  Christophei-son,  Secy.  Mr.  M.  J.  Norby,  Secy. 

1801  Hinman  Ave.  840  Lake  Shore  Drive 

Evanston,  Illinois  Chicago  11,  Illinois 

.Vmerican  College  of  Obstetricians  & Gynecologists  American  Society  of  Anesthesiology 


Mr.  D.  F.  Richaixison,  Secy. 

79  West  Monroe 
Chicago  3,  Illinois 

American  College  of  Physicians 

Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Secy. 
4200  Pine  St. 

Philadelphia  4,  Pennsylvania 

American  College  of  Radiology 
Mr.  W.  C.  Stronach 
20  North  Wacker  Drive 
Chicago  6,  Illinois 

American  College  of  Surgeons 
Michael  L.  Mason,  Secy. 

40  East  Erie  Street 
Chicago  11,  Illinois 

American  Diabetes  Association 
E.  Paul  Sheridan,  Secy. 

1 East  45th  Street 
New  York  17,  New  York 


J.  E.  Remlinger,  Secy. 

802  Ashland  Ave. 

Wilmette,  Illinois 

American  Society  of  Internal  Medicine 
Mr.  R.  L.  Richai'ds,  Secy. 

350  Post  Street 

San  Francisco,  California 

The  American  Society  of  Clinical  Pathologists 
Mr.  Claude  E.  Wells,  Executive  Secy. 

445  North  Lake  Shore  Drive 
Chicago  11,  Illinois 

American  Medical  Association 

F.  J.  L.  Blasingame,  Executive  Vice  Pres. 
535  North  Dearborn  Street 
Chicago  10,  Illinois 

Arthritis  and  Rheumatism  Foundation 
Floyd  B.  Odium,  Chairman 
10  Columbus  Circle,  New  York  19,  N.Y. 
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EDITORIALS 


The  Nebraska  State 


Medical  Journal 

OUR  OWN  BUILDING:  WHY  NOT? 

The  recent  “Ninety-Third  Annual  Ses- 
sion” of  the  Nebraska  State  Medical  Asso- 
ciation reminds  us  that  our  hundredth  birth- 
day is  but  a few  years  ahead.  Why  not 
celebrate  our  hundred  years  of  service  by 
providing  ourselves  with  a new  headquar- 
ters building? 

Such  a building  could  be  simple  in  extent 
and  design  providing  ample  working  space 
for  the  headquarters  staff  as  well  as  a 
meeting  place  for  all  committees  and  the  in- 
terim meetings  of  the  House  of  Delegates 
and  Council.  It  could  be  more  elaborate  to 
include  an  auditorium,  exhibitors’  space, 
and  all  the  trappings  necessary  for  holding 
annual  meetings.  It  could  go  beyond  this 
to  be  as  monumental  as  the  society  de- 
sires. 

Nearly  half  of  the  48  state  associations 
own  their  own  headquarters  buildings  — 23 
to  be  exact.  Twenty-two  of  these  were  built 
by  the  respective  societies  to  suit  their  own 
needs  and  wishes.  One  was  purchased  from 
a private  individual. 

Ownership  is  not  limited  to  the  very  large 
societies.  Only  six  of  the  2 have  more  than 
4000  members  each,  while  three  have  fewer 
than  1000,  and  one,  fewer  than  500  mem- 
bers. Practically  half  (11  of  23)  had  few- 
er than  3000  members. 

The  amount  of  the  dues  charged  members 
seems  to  bear  no  relationship  to  the  prob- 
lem of  building  a headquarters  building. 
Fourteen  of  the  23  state  societies  having 
their  own  buildings  charge  dues  of  $50  or 
less  per  year,  the  range  for  the  whole  group 
being  $25  to  $80.  Only  four  of  the  23  raised 
their  dues  to  help  build,  and  one  levied  a 
special  assessment  of  $35  one  time  only. 
The  society  that  has  fewer  than  500  mem- 
bers issued  “uncallable,  nontransferable,  de- 
benture notes”  to  be  purchased  by  its  mem- 
bers. 

One  may  ask,  then : How  did  they  pay  for 
a building?  The  answer  is  simple.  With 
the  vei-y  reasonable  dues  noted  above,  sub- 
stantial reserve  funds  gradually  accumulat- 
ed. These  reserve  funds  either  paid  for  the 
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building,  as  it  did  for  six  of  the  23,  or 
formed  a substantial  nucleus  for  the  amount 
required,  as  in  the  case  of  ten  others.  Some 
data  were  furnished  me  on  most  question- 
naires about  how  much  unpaid  balance  re- 
mains and  when  completion  of  payment  will 
be  accomplished.  These  data  only  support 
the  thesis  that  reserve  funds  have  taken  the 
major  load  and  supplementary  financing  has 
not  been  a problem. 

It  is  interesting  to  note  that  the  Michi- 
gan State  Medical  Society  has  recently  com- 
pleted and  dedicated  its  new  building.  Pic- 
tures give  one  the  impression  that  this 
structure  represents  not  only  a fine  work- 
shop, but  a monument  to  their  96-year-old 
society.  Dedication  of  the  building  was  ac- 
companied by  pronouncement  of  a “Presi- 
dents Program”  dedicated  to  adding  five 
years  to  the  life  span  of  Michigan  residents 
and  to  “adding  life  to  those  years.” 

It  is  obvious  that  the  Nebraska  State 
Medical  Association  is  now  in  a position, 
financially  speaking,  to  build  its  own  head- 
quarters building.  It  seems  obvious  that 
many  worthwhile  benefits  would  accrue 
from  such  a project.  It  is  suggested  that  a 
study  be  initiated  to  determine  the  possi- 
bilities, the  advisability,  and  the  ways  and 
means  for  possible  consummation  of  the 
project  of  providing  ourselves  with  our  own 
headquarters  building. 


EPIDEMIC  OF  INFECTIOUS  HEPATITIS 
IN  NEBRASKA 
(Guest  Editorial) 

The  writing  of  these  comments  on  infec- 
tious hepatitis  was  stimulated  by  the  rather 
marked  increase  in  the  number  of  cases  of 
this  disease  appearing,  not  only  in  Nebraska, 
but  all  over  the  United  States.  Epidemics  of 
infectious  hepatitis  are  not  new  and  occur 
periodically  in  the  civilian  population  and 
among  military  personnel,  particularly  in 
the  time  of  wai'.  The  factors  involved  in  the 
development  of  epidemicis  in  a community 
are  many  and  include  among  other  things 
the  susceptability  status  or  level  of  immun- 
ity in  that  community  to  the  specific  dis- 
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ease  in  question  ; the  virulence  of  the  infect- 
ing virus  or  organism ; the  exposure  or  con- 
tact rates ; and,  finally,  the  operation  of 
chance.  The  underlying  factors  in  this  epi- 
demic in  Nebraska  cannot  be  assigned  to 
any  specific  ones  of  the  above.  It  should  be 
pointed  out  that  the  last  time  when  infec- 
tious hepatitis  assumed  epidemic  propor- 
tions in  this  state  was  eight  years  ago,  in 
1953.  Ceidainly,  the  degree  of  immunity 
of  a community  may  decrease  with  time  and, 
also,  there  are  always  new  nonimmune  mem- 
bers of  such  a community,  namely,  the  in- 
fants and  children  born  since  the  last  epi- 
demic. 

Nationally,  the  incidence  of  reported  cases 
of  infectious  hepatitis  has  been  higher  in  the 
first  quarter  of  1961,  than  in  any  other 
quarter  since  the  disease  became  reportable. 
This  increase  has  been  reflected  in  virtually 
all  of  the  states.  There  have  been  46,336 
cases  reported  in  the  United  States  during 
the  first  twenty-nine  weeks  of  1961  com- 
pared with  21,433  cases  during  the  same 
period  in  1960.  The  figures  for  Nebraska 
reflect  an  even  greater  increase.  During 
the  same  periods  listed  above  for  the  na- 
tional figures,  Nebraska  had  484  reported 
cases  in  1961  and  168  in  1960.  This  year, 
the  incidence  of  infectious  hepatitis  among 
older  individuals  is  greater  than  usual  in 
the  coastal  states.  The  reasons  for  this  are 
not  apparent.  In  Nebraska,  however,  the 
deaths  so  far  in  1961  number  five  of  which 
four  are  65  years  of  age  or  older. 

The  distribution  of  cases  of  infectious 
hepatitis  in  Nebraska  during  this  year’s  epi- 
demic is  quite  general.  No  regions  are  ex- 
empt but  there  are  many  counties  such  as 
Scotts  Bluff,  Hall,  Adams  and  Buffalo,  with 
a total  population  of  about  125,000,  which 
have  not  reported  a single  case  of  infectious 
hepatitis  so  far  this  year.  Douglas  and  Lan- 
caster counties  have  reported  232  and  35 
cases,  respectively,  for  the  first  six  months 
of  this  year.  Aside  from  this,  the  greatest 
concentration  of  cases  appears  in  northeast 
Nebraska  along  the  Missouri  River  and  in- 
cludes Cedar,  Dixon,  Dakota  and  Thurston 
counties.  These  four  counties  along  with 
Platte  County  have  over  a fourth  of  the 
cases  of  hepatitis  in  the  state  yet  they  have 
less  than  one-twentieth  of  the  state’s  popu- 
lation. When  the  cases  of  infectious  hepa- 
titis in  Douglas  and  Lancaster  counties  are 
added  to  those  from  Cedar,  Dixon,  Dakota, 
Thurston  and  Platte  counties,  they  make  up 


over  eighty-six  per  cent  of  the  cases  reported 
from  Nebraska  during  the  first  half  of  1961 
and  are  from  forty  per  cent  of  the  popula- 
tion of  the  state. 

A number  of  the  cases  in  northeast  Ne- 
braska have  occurred  among  the  Indian 
population  where  sanitation  is  poor  and  per- 
sons live  in  intimate  contact.  In  another 
instance,  reportedly,  a relatively  large  num- 
ber of  cases  of  infectious  hepatitis  come 
from  two  low-cost  housing  units.  Here,  too, 
the  occupants  lived  in  relatively  close  con- 
tact with  each  other. 

The  number  of  cases  of  infectious  hepa- 
titis reported  from  Nebraska  has  varied 
widely  in  the  past  fourteen  years.  They 
are  as  follows : 


1948.... 

....  0 cases 

1956.... 

....  94  cases 

1949... 

....  0 cases 

1957.... 

....  24  cases 

1950.... 

....  1 case 

1958.... 

....  96  cases 

1951.... 

....  0 cases 

1959.... 

....  93  cases 

1952.... 

....292  cases 

1960 

....276  cases 

1953.... 

....681  cases 

*1961.... 

....448  cases 

1954.... 

....109  cases 

* — 1st  6 months 

1955.... 

....  99  cases 

Generally,  evidence  supports  the  intest- 
inal-oral route  as  the  most  common  one  in 
person  to  person  spread  of  infectious  hepa- 
titis. This  may  occur  through  food,  water, 
milk,  or  by  intimate  contact  and  association 
of  individuals.  The  parenteral  route  may 
account  for  the  spread  of  the  virus  of  infec- 
tious hepatitis  as  well  as  the  virus  of  homo- 
logous serum  hepatitis.  This  can  occur  by 
means  of  syringes  and  needles  when  their 
sterilization  has  not  been  adequate  to  render 
the  resistant  virus  noninfective.  The  reser- 
voir of  infection  may  often  be  an  “inappar- 
ent”  case  or  one  in  which  the  disease  is  so 
mild  that  the  patient  continues  his  intimate 
contact  with  others.  There  are,  also,  those 
who  have  had  the  disease  and  may  carry  the 
virus  in  their  stools  for  months  or  even 
years  after  the  acute  aspects  of  the  disease 
have  subsided.  Recently,  there  has  been  a 
report  of  clams  from  Raritan  Bay,  New 
Jersey,  cariying  this  virus  and  eating  these 
clams  raw  has  resulted  in  a number  of  cases 
of  infectious  hepatitis.  Oysters  from  Pas- 
cagoula, Mississippi,  have  done  likewise 
when  eaten  raw.  In  recent  years,  cases  of 
infectious  hepatitis  have  been  reported  in 
monkey  and  chimpanzee  handlers  and  in 
families  who  have  monkeys  as  pets.  In  each 
instance  of  infection,  the  contact  has  been 
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made  with  primates  recently  imported  from 
their  native  habitat.  It  is  possible  that  these 
chimpanzees  and  monkeys  may  serve  as  “in- 
apparent  carriers”  of  the  virus  of  infectious 
hepatitis,  though  this  has  not  been  proved. 

The  actual  number  of  cases  of  infectious 
hepatitis  and  other  reportable  diseases  in 
Nebraska  and  elsewhere  is  undoubtedly 
much  greater  than  those  reported.  The  fail- 
ure of  physicians  to  report  “reportable  dis- 
eases” is  due  to  many  reasons.  Many  are 
unaware  that,  for  the  asking,  they  may  ob- 
tain from  the  State  Health  Department  sim- 
ple, brief  foirnis  with  envelopes  which  make 
reporting  easy.  Inertia  befalls  others.  It 
would  be  my  guess,  that  many  times  this  in- 
ertia develops  at  the  sight  of  another  form 
to  be  filled  out  by  the  already  clerically 
overworked  and  report  - ridden  physician. 
Reporting  of  diseases  is  important  from  the 
standpoint  of  preventative  medicine  and  in 
the  predicting  of  epidemics  (and  without 
such  figures,  uninteresting  comments  such 
as  these  would  be  impossible). 

— C.  K.  Elliott,  M.D. 

News  and  Views 

The  Church  and  Social  Security  Medicine — 

The  general  board  of  the  National  Coun- 
cil of  the  Churches  of  Christ  in  the  U.S.A. 
recently  adopted  a resolution  urging  “legis- 
lation which  will  extend  the  benefits  of  old 
age,  survivors  and  disability  insurance  to 
include  health  care  for  retired  age  persons.” 
An  editorial  in  the  Wisconsin  Medical  Jour- 
nal commenting  on  this  resolution  described 
as  admirable  a statement  developing  the 
Christians’  duty  to  care  for  the  sick  and 
needy  and  noted  that  the  National  Council 
paid  tribute  to  the  advantages  of  voluntary 
health  care.  The  resolution  concludes  that 
because  too  many  people  are  unprotected  by 
private  prepayment  and  insurance  plans,  the 
Social  Security  system  is  the  only  workable 
mechanism. 

The  editorialist  professes  to  be  bewildered 
by  the  inexplicable  advocation  by  the  Na- 
tional Council  of  measures  that  gi'oups  most 
intimately  concerned  with  the  provision  of 
health  service  had  rejected.  While  acknowl- 
edging the  desirability  of  private  prepay- 
ment plans,  health  insurance,  gi'oup  plans 
and  other  mechanisms  that  are  successfully 
supplying  medical  care  for  the  aged  and  the 
needy,  the  council  then  writes  them  off  with- 


out regard  for  their  progress  or  potential  or 
even  for  the  alternatives  to  tax  support  of 
medicine. 

An  official  of  A.F.L.-C.I.O.  is  said  to 
have  boasted  that  he  had  personally  written 
a paragi’aph  of  the  resolution  adopted  by  the 
National  Council.  Dr.  F.  J.  L.  Blasingame, 
has  noted  that  the  resolution  was  adopted 
without  a hearing  from  the  representatives 
of  medicine,  or  from  other  groups  opposed 
to  Federal  Legislation  of  this  type. 

Because  the  National  Council  is  an  or- 
ganization of  considerable  influence  and  be- 
cause its  resolutions  are  not  to  be  taken 
lightly,  the  council  is  said  to  have  a respon- 
sibility to  resist  becoming  an  echo-chamber 
for  those  who  have  a political  ax  to  grind. 

It  is  hoped  that  the  National  Council  will 
reconsider  its  stand.  Members  of  those 
churches  which  comprise  the  National  Coun- 
cil of  the  Churches  of  Christ  are  urged  to 
express  to  the  Council  their  opposition  to 
the  type  of  legislation  which  the  Council 
has  endorsed  together  with  the  reasons  for 
their  opposition. 

Midwest  Area  Tops  Nation  in  Health 
Insurance  Benefits — 

The  Health  Insurance  Institute  reports 
that  the  Midwest  was  the  first  in  gain  in 
actual  dollar  benefits  in  1960. 

The  Midwest  climbed  from  nearly  $962 
million  to  $1,034  million  in  benefits  to  show 
an  increase  of  7.5  per  cent  for  its  12  states 
of  Illinois,  Indiana,  Iowa,  Kansas,  Michi- 
gan, Minnesota,  Missouri,  Nebraska,  North 
Dakota,  Ohio,  South  Dakota  and  Wisconsin. 

The  total  amount  of  health  benefits  paid 
by  insurance  companies  in  1960  was  more 
than  $3.1  billion,  a boost  of  8 per  cent  over 
the  $2.9  billion  distributed  the  year  before. 

What’s  News?  — 

We  see  that  Medical  World  Neivs:  The 

Newsmagazine  of  Medicine,  has  abandoned 
its  “amateur  standing”  so  to  speak.  Through 
its  first  volume  and  a half  it  has  been  de- 
voted to  fairly  acute  discussions  of  medico- 
politico-economic  conditions  and  situations. 
Now,  in  the  August  4th  issue,  its  lead  article 
is  devoted  to  touting  a new(?)  drug.  Of 
course,  new  drugs  often  make  “news”  but 
the  one  selected  in  this  case  can  scarcely  be 
considered  in  the  top  bracket  of  newsworthy 
drugs.  One  W'onders ! 
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Comments  From 
Your  President 


The  American  Medical  Political 
Action  Committee 

The  Doctors  of  America  decided  to  stej3 
into  the  political  arena,  to  support  legisla- 
tion that  they  think  is  in  the  public  interest, 
and  to  oppose  legislation  that  would  not  be 
to  the  advantage  of  the  public  and  the 
health-care  professions. 

The  new  group  is  named  the  American 
Medical  Political  Action  Committee  — 
A.M.P.A.C.  for  short.  Chairman  is  Gunner 
Gunderson,  M.D.,  who  states  the  group  will 
be  voluntary  and  nonpartisan.  The  purpose 
of  A.M.P.A.C.  is  to  help  medical  men  par- 
ticipate more  effectively  in  political  affairs 
and  government. 

In  our  democratic  society,  you  still  have 
the  freedom  of  choice  to  be  either  active  or 
passive,  a doer  or  an  onlooker,  as  it  pleases 
you.  There  is  no  law  compelling  you  to  be 


active,  but  the  current  trend  of  events  would 
seem  to  indicate  that  active  participation  in 
public  affairs  is  a must  at  this  time. 

Two  principles  of  conduct  motivated  our 
founding  fathers  — do  your  part  and  do 
your  best.  The  important  word  is  do.  There 
is  very  little  satisfaction  in  standing  on  the 
side  lines.  Participation  is  what  counts. 
We  citizens  of  this  great  democracy  cannot 
allow  ourselves  to  be  merely  onlookers  in 
these  stirring  times.  Opportunity  and  re- 
sponsibility go  hand  in  hand,  and  if  we  are 
to  preserve  our  oppoi’tunity,  we  must  accept 
our  responsibility. 

Responsibility  entails  definite  action  now, 
in  the  formation  of  A.M.P.A.C.  in  Nebras- 
ka. Doctor,  where  do  you  stand?  I would 
appreciate  your  comments? 

— Arthur  J.  Offerman,  M.D. 


406 


Nebraska  S.  M.  J. 


ARTICLES 


-a 


The  DIAGNOSIS  of 

Angina  Pecforis 


This  author  presents  a down-to-earth  discussion 
of  the  differential  diagnosis  of  conditions  that 
may  cause  pain  in  the  areas  of  chest,  arms, 
neck,  and  jaw  commonly  associated  in  our  minds 
with  coronary  artery  disease.  A diagnostic  mis- 
take in  the  identity  of  the  etiology  of  pain  in 
these  areas  may  be  of  so  great  importance  that 
a review,  such  as  is  presented  here,  is  highly 
worthwhile. 

—EDITOR 

ILLIAM  Heberden  named  and 
described  angina  pectoris  200 
years  ago;i 

. . there  is  a disorder  of  the  breast 
marked  with  strong  and  peculiar  symp- 
toms, considerable  for  the  kind  of  dan- 
ger belonging  to  it,  and  not  extremely 
rare,  which  deserves  to  be  mentioned 
more  at  length.  The  seat  of  it,  and  the 
sense  of  strangling,  and  anxiety  with 
which  it  is  attended,  may  make  it  not 
improperly  be  called  angina  pectoris. 

“Those  who  are  afflicted  with  it,  are 
seized  while  they  are  walking  (more 
especially  if  it  be  uphill,  and  soon  after 
eating),  with  a painful  and  most  dis- 
agreeable sensation  in  the  breast,  which 
seems  as  if  it  would  extinguish  life,  if 
it  were  to  increase  or  continue ; but  the 
moment  they  stand  still,  all  this  uneasi- 
ness vanishes. 

“In  all  other  respects,  the  patients 
are,  at  the  beginning  of  the  disorder, 
perfectly  well,  and  in  particular  have 
no  shortness  of  breath,  from  which  it 
is  entirely  different.  The  pain  is  some- 
times situated  in  the  upper  part,  some- 
times in  the  middle,  sometimes  at  the 
bottom  of  the  os  sterni ; and  more  often 
inclined  to  the  left  than  to  the  right 
side.  It  likewise  very  frequently  ex- 
tends from  the  breast  to  the  middle  of 
the  left  arm  . . . the  pain  sometimes 
reaches  to  the  right  arm,  as  well  as  to 
the  left,  and  even  down  to  the  hands  . . . 
A man  in  the  sixtieth  year  of  his  life 
began  to  feel,  while  he  was  walking,  an 
uneasy  sensation  in  his  left  arm  . . . 
the  breast  was  never  affected.  This 
disorder,  its  seat  excepted,  perfectly  re- 
sembled the  angina  pectoris,  gradually 
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increasing  in  the  same  manner,  and  be- 
ing both  excited  and  relieved  by  all  the 
same  causes.  He  died  suddenly  without 
a groan  at  the  age  of  75.” 

Heberden  described  angina  pectoris  fully; 
the  usual  locations  and  the  factors  which 
caused  and  relieved  it.  One  notes  that  he 
considered  pain,  which  occurred  only  in  the 
arm,  to  be  angina  pectoris  because  it  was 
“both  excited  and  relieved  by  all  the  same 
causes.”  This  great  clinician  thus  empha- 
sized that  the  circumstances  which  excited 
and  relieved  the  distress  were  just  as  im- 
portant, if  not  more  so,  than  the  exact  loca- 
tion of  the  pain. 

Heberden  did  not  know  the  cause  of  an- 
gina pectoris.  The  classic  monograph  by 
Blumgart,  Schlesinger,  and  Davis^  estab- 
lished, in  1940,  the  relationship  of  coronary 
artery  occlusion  to  angina  pectoris : 

“In  10  of  the  12  cases  ...  in  which 
uncomplicated  angina  pectoris  was  the 
primaiy  condition,  there  were  old,  com- 
plete occlusions  of  at  least  2 main 
coronary  arteries.  In  3 of  these  in- 
stances all  3 main  arteries  had  been  oc- 
cluded; in  the  remaining  7,  the  1 un- 
occluded coronary  artery  was  markedly 
narrowed.  In  the  2 hearts  of  this 
group  in  which  only  1 main  coronary 
ai-tery  was  completely  occluded,  the 
other  2 main  arteries  showed  marked 
arteriosclerotic  narrowing.” 

This  study  demonstrated,  further: 

“that  coronary  thrombosis  and  occlu- 
sion, per  se,  do  not  necessarily  produce 
any  characteristic  clinical  manifesta- 
tions. If  an  occlusion  occurs  gradually, 
over  months  or  years,  with  the  con- 
comitant development  of  an  anastomotic 
circulation,  no  signs  or  symptoms  will 
be  produced  and  no  myocardial  lesions 
will  be  demonstrable.” 

Atherosclerotic  coronary  artery  occlusion 
is,  then,  the  cause  of  angina  pectoris  and  of 

*Read  before  Annual  Convention  Nebraska  State  Medical 
Association,  May,  1961. 
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myocardial  infarction.  The  balance  between 
the  rates  of  development  of  occlusion  and  of 
compensate ly  anastomotic  (collateral)  cir- 
culation deteiTnines  the  course  of  the  dis- 
ease. If  the  anastomotic  circulation  keeps 
pace  with  the  occlusive  atherosclerosis,  there 
will  be  no  ischaemic  heart  disease.  If  the 
rate  of  occlusion  exceeds  slightly  that  of  the 
collateral  circulation,  myocardial  hypoxic 
pain  (angina  pectoris)  will  occur  when  the 
myocardial  demand  for  oxygen  temporarily 
exceeds  the  capacity  of  the  coronary  cir- 
culation. If  the  rate  of  occlusion  abruptly 
exceeds  the  capacity  of  the  collateral  circu- 
lation, or  if  the  heart  (because  of  tachy- 
cardia, fever,  anaemia,  or  thyrotoxicosis) 
demands  excessive  blood,  irreversible  myo- 
cardial ischaemia  will  lead  to  myocardial  in- 
farction. Thrombosis,  superimposed  upon 
an  atherosclerotic  narrowing,  often  causes 
an  abrupt  discrepancy  between  supply  and 
demand,  leading  to  myocardial  infarction. 
The  variable  course  of  angina  pectoris  de- 
pends upon  four  factors ; the  rate  of  atheros- 
clerotic occlusion,  the  threat  of  accelerated 
occlusion  by  superimposed  thrombosis,  the 
rate  at  which  the  collateral  circulation  de- 
velops, and  the  demand  of  the  myocardium 
for  blood. 

When  atherosclerotic  coronary  artery  dis- 
ease is  uncomplicated  and  slowly  progres- 
sive, the  distress  of  myocardial  hypoxia  is 
induced  by  the  events  which  nonnally  in- 
crease the  work  of  the  myocardium : emo- 
tion, exertion,  and  digestion.  When  the  cor- 
onary atherosclerosis  is  complicated  by  val- 
vular stenosis  or  insufficiency,  hypertrophy 
secondary  to  hypertension,  or  cor  pulmonale, 
the  heart  is  already  laboring,  requires  more 
oxygen  at  all  times,  and  then  angina  pectoris 
may  occur  with  lesser  degi’ees  of  coronary 
occlusion.  These  are  the  patients  most  like- 
ly to  suffer  from  nocturnal  angina  pectoris 
— “angina  decubitus.”  The  nocturnal  an- 
gina pectoris  is  related  to  the  increased  oxy- 
gen demand  of  the  myocardium  during  re- 
cumbency, and  treatment  is  directed  to- 
wards the  failing  myocardium:  salt  restric- 
tion, limited  fluid  and  food  late  in  the  day, 
digitalis,  and  diuretics.  Angina  pectoris  does 
not  occur  in  heart  disease  when  the  coronary 
arteries  are  normal.  Chest  pain  occurring 
only  at  night,  without  evidence  of  valvular 
or  myocardial  disease,  rarely  is  angina  pec- 
toris. The  source  of  such  nocturnal  pain  is 
either  the  biliary  and  digestive  tracts,  or  the 
neiwe  roots  and  the  musculoskeletal  system. 


The  quality  and  intensity  of  angina  pec- 
toris are  less  important  than  ai*e  the  loca- 
tion and  the  precipitating  factors.  The  dis- 
tress of  angina  pectoris  may  be  strong;  con- 
stricting, expanding,  burning,  aching,  or 
pressing.  It  may  be  only  a mild  oppression, 
a slight  smothering,  some  heaviness,  or  a 
gassy  fullness.  There  may  be  only  a sense 
of  weakness,  faintness,  and  mild  nausea. 
The  lower  jaw  may  ache,  or  feel  as  if  it 
were  swelling  and  about  to  burst.  In  the 
arms,  hands,  and  fingers  there  may  be  se- 
vere aching,  though  more  often  the  sensa- 
tion is  of  burning,  numbness,  or  tingling. 
The  significance  of  the  various  sensations  is 
the  same.  It  is  interesting  that  the  dis- 
tress tends  to  remain  in  the  same  place  and 
to  be  of  the  same  type  for  each  patient:  it 
is  “his  pain.” 

The  location  of  angina  pectoris  is  deter- 
mined by  the  sensory  inneiwation  of  the 
heart : pain  can  be  expressed  only  by 
nerves.  The  pain  fibers  of  the  heart  accom- 
pany the  sympathetic  cardiac  nerves  and 
originate  in  the  sensory  ganglia  of  the  1st 
to  4th  thoracic  spinal  roots.  Because  of 
overlapping  of  the  sensory  nerves,  and  inter- 
communications within  the  spinal  cord,  car- 
diac pain  is  frequently  sensed  in  a wider 
zone:  in  the  dermatomes  from  C-7  to  T-6. 
The  extension  of  the  trigeminal  nucleus  into 
the  cervical  cord  explains,  probably,  the  dis- 
tress in  the  lower  jaw.  The  classical  radia- 
tion of  angina  pectoris  to  the  inner  aspect 
of  the  ann  (T-1),  the  hypothenar  eminence 
(C-8),  and  the  4th  and  5th  fingers  (C-7)  is 
determined  by  the  upper  level  of  the  seg- 
mental innervation  of  the  heart.  The  inner- 
vation of  the  anterior  chest  by  T-1  to  T-6 
determines  the  distress  felt  so  commonly 
over  the  anterior  chest  and,  occasionally, 
only  between  the  shoulder  blades.  The  dis- 
tress of  angina  pectoris  is  felt  usually  in  the 
center  of  the  upper  chest.  The  term  “radi- 
ation” is  used  too  freely:  often  the  distress 
in  the  arm,  or  the  jaw,  occurs  simultaneous- 
ly, without  any  discomfort  being  felt  in  the 
pectoral  area  or  the  throat.  The  discomfort 
may  be  felt  only  in  the  jaw,  between  the 
shoulder  blades,  in  the  ulnar  aspect  of  the 
elbow,  in  the  wrist,  or  only  in  the  little 
finger. 

The  physician  should  question  the  myo- 
cardial origin  of  any  pain  occurring  above 
the  level  of  the  7th  ceiwical  segment:  at 
the  base  of  the  skull;  in  the  back  and  sides 
of  the  neck,  in  the  trapezius,  in  the  supra- 
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scapular  and  deltoid  areas;  along  the  outer 
aspect  of  the  arm  and  hand;  and  in  the 
thumb  and  index  finger.  These  areas,  in- 
nervated by  C-3  to  C-6,  are  common  sites 
of  pain  when  degenerative  disease  of  the 
ceiwical  spine  impinges  upon  the  posterior 
spinal  nerve  roots.  When  disease  of  the 
cervical  spine  is  coincident  with  angina  pec- 
toris, the  pain  from  the  heart  may  be  re- 
ferred to  these  higher,  hypersensitive  spinal 
roots,  or  there  may  be  a summation  of 
radicular  pain  and  myocardial  pain. 

Radicular  pain  of  the  ceiwical  and  upper 
thoracic  spinal  nerve  roots  causes  difficulty 
in  differential  diagnosis.  Degenerative  dis- 
ease of  the  vertebral  bodies  and  discs  de- 
velops in  middle  age  just  as  does  coronary 
atherosclerosis.  Vertebral  and  coronary  ar- 
tery disease  frequently  coexist.  The  poster- 
ior root  ganglia  of  C-7  to  T-6  may  be  irri- 
tated by  boney  vertebral  spurs  and  simul- 
taneously be  bombarded  by  pain  impulses 
from  the  heart.  Since  the  flexible  cervical 
spine  is  more  prone  to  degenerative  changes 
than  are  the  upper  thoracic  vertebrae,  radic- 
ular pain  seldom  is  confined  to  the  C-7  to 
T-6  zone  of  the  heart.  With  radicular  pain, 
there  usually  will  be  pain  and  tenderness 
also  in  the  neck,  shoulders,  and  outer  aspect 
of  the  arm.  The  patient  is  alai*med  only  by 
the  chest  distress.  He  is  accustomed  to  his 
“chronic  stiff  neck”  and  doesn’t  mention  it. 
The  physician  must  question  and  examine 
for  the  existence  of  neck  and  shoulder  in- 
volvement. 

Although  the  segmental  innervation  of  the 
biliary  tract,  stomach,  and  colonic  flexures 
(T-4  to  T-9)  may  cause  distress  in  the  mid- 
thorax, there  is  poor  correlation  of  such 
pain  with  exertion.  Aortic  and  esophageal 
pain,  similarly,  are  not  associated  with  ex- 
ertion, cold,  and  emotion.  The  syndrome  of 
“pulmonary  artery  hypertensive  pain,”  with 
or  without  exertion,  is  a dubious  entity. 
Pulmonaiy  hypertension  is  common,  accom- 
panying mitral  stenosis  and  pulmonary  em- 
physema. The  infrequency  of  exertional 
pain  in  the  many  patients  with  mitral  steno- 
sis and  pulmonary  emphysema  suggests  that 
such  pain,  when  it  does  occur,  may  well  be 
related  to  an  associated  coronary  atheros- 
clerosis and  coronary  insufficiency. 

Radicular  pain  is  usually  sharp,  of  high 
intensity,  and  quite  well  localized.  Chronic 
irritation  of  the  nerve  roots,  however,  can 
cause  dull  and  diffuse  distress  by  inducing 


chronic  spasm  of  the  upper  thoracic  muscles. 
The  anterior  serratus,  subscapular,  and  pec- 
toral muscles  are  innervated  by  5th  ceiwical 
to  the  1st  thoracic  segments.  When  these 
muscles,  and  the  intercostals,  are  in  spasm, 
there  can  be  dull  and  constricting  distress 
when  the  patient  walks  briskly  and  breathes 
deeply.  Similarly,  the  painful  sternocostal 
junctures  of  anxious  and  hyperventilating 
women  will  be  worsened  by  walking  and  by 
emotion.  But  these  musculoskeletal  pains 
do  not  disappear  promptly  with  rest.  They 
diminish  with  rest,  only  to  recur  when  the 
patient  spends  the  evening  slumped  in  front 
of  a television  set. 

Heberden,  in  part  of  his  description  of 
1772,  when  he  had  seen  about  20  patients 
with  angina  pectoris,  confused  it  with  rad- 
icular pain : 

“.  . . the  ease,  which  comes  from  vary- 
ing the  posture  of  the  head  and  shoul- 
ders, by  straightening  the  vertebrae  of 
the  thorax,  or  by  bending  them  a little 
backwards  or  forwards;  the  number  of 
years  it  will  continue  without  disorder- 
ing the  health”  . . . 

Fourteen  years  later,  after  observing  near- 
ly 100  cases  of  angina  pectoris,  he  dismisses 
promptly  the  “distressing  and  vehement 
pains”  in  the  chest  which  recur  for  years, 
often  at  night,  but  do  not  impair  the  health. 
He  now  emphasizes  the  different  types  of 
exertion  which  cause  skeletal  pain  and  an- 
gina pectoris.  Riding  on  horseback,  or  in  a 
carriage,  brings  on  the  pain  “in  diseases 
arising  from  scirrhus  or  inflammation.” 
Angina  pectoris  is  brought  on  by  walking 
up  hill  after  a meal,  or  in  the  cold,  or  by 
“disturbance  of  the  mind.” 

In  contrast  to  the  myocardial  hypoxic 
pain  of  angina  pectoris,  radicular  pain  oc- 
curs with  static,  as  well  as  with  active,  me- 
chanical stress  of  the  spine,  neiwe  trunks, 
muscles,  and  ligaments.  Lifting  a garage 
door,  crawling  into  the  modern  automobile, 
turning  the  head  while  backing  the  car,  and 
reaching  behind  the  front  seat:  pain  caused 
by  such  acts  is  more  likely  radicular  than 
angina  pectoris.  Static  strains,  such  as  pro- 
longed sitting  at  a desk  or  in  an  automobile 
with  soft  cushions,  subject  the  abnomial 
spine  and  its  ligaments  to  painful  tensions, 
and  the  imprisoned  nerve  roots  become  ir- 
ritated. The  patient  may  awaken  several 
times  during  the  night,  and  may  need  to 
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walk  about  in  order  to  get  relief.  Physical 
examination  often  demonstrates  painful  lim- 
itation in  the  motion  of  the  head  and  shoul- 
ders. There  usually  is  tenderness  over  the 
cervical  transverse  processes,  the  ceiwical 
plexus,  and  the  muscles  of  the  neck  and  in 
between  the  shoulder  blades.  Intercostal 
tenderness,  especially  in  the  3rd,  4th,  and 
5th  interspaces,  is  common.  The  tenderness 
is  most  marked  w here  the  penetrating 
branches  of  the  intercostal  nerve  come  to  the 
surface:  alongside  the  spine  and  sternum, 
and  in  the  midaxillary  line.  Dr.  David 
Davis’  excellent  little  book  discusses  this 
problem  thoroughly.® 

The  distress  of  angina  pectoris  develops 
gradually  and  progressively  over  a period  of 
ten  seconds  or  a minute.  The  experienced 
patient  recognizes  its  earliest  appearance. 
The  distress  subsides  within  a minute  or  two 
of  resting,  so  that  the  disappearance  of  the 
pain  upon  using  nitroglycerine  may  be  dif- 
ficult for  the  patient  to  evaluate.  The  rapid 
waxing  and  waning  of  angina  pectoris  with 
exertion  and  rest  coincides  with  the  develop- 
ment and  relief  of  myocardial  hypoxia.  Ex- 
perimentally, one  can  prevent  the  pain  of  ex- 
ertion by  breathing  high  concentrations  of 
oxygen,  and  can  precipitate  the  distress  at 
rest  by  breathing  10  per  cent  oxygen.  Since 
the  myocardium,  unlike  other  muscles,  can- 
not contract  an  oxygen  debt,  the  distress  be- 
comes progressively  worse  with  exertion  and 
subsides  rapidly  as  the  demand  for  oxygen 
lessens.  Radicular  pain,  and  its  resultant 
muscular  spasm,  does  not  increase  as  re- 
lentlessly as  does  angina  pectoris,  and  does 
not  compel  the  patient  to  stop.  Rest  ameli- 
orates the  pain,  but  soreness  and  discomfort 
may  persist  for  hours.  Since  angina  pectoris 
is  related  to  the  amount  of  oxygen  needed 
by  the  heart  for  each  beat,  the  rate  of  walk- 
ing is  more  important  than  the  distance.  On 
a warm  day  the  patient  can  walk  quietly  and 
comfortably  for  a mile.  Hurrying  against 
a cold  wind,  he  may  need  to  stop  within  fifty 
yards.  Mild  emotion  can  double  the  work 
of  the  heart,  and  a moderate  meal  increases 
its  work  by  30  or  40  per  cent.  After  a wor- 
risome day  and  a large  dinner,  angina  pec- 
toris may  come  on  almost  immediately  when 
the  patient  steps  into  the  cold  of  a winter 
night.  Only  a careful  history  will  bring 
out  these  various  factors. 

Laboratory  studies  help  to  establish  the 
presence  of  coronaiy  artery  and  vertebral 
disease,  but  they  do  not  prove  which  is  the 


source  of  the  pain.  No  experienced  radi- 
ologist or  orthopedist  will  predict  the  pres- 
ence or  absence  of  radicular  pain  on  the 
basis  of  the  X-ray  appearance  of  the  spine. 
A family  histoiy  of  arterial  disease,  the 
presence  of  diabetes  mellitus  or  hyperten- 
sion, hypercholesterolaemia,  or  an  abnormal 
electrocardiogram  may  suggest  greater  cor- 
onary atherosclerosis  than  usual.  The  elec- 
trocardiographic exercise  t e s D may  be 
strongly  presumptive  of  coronary  artery  in- 
sufficiency. But,  unless  the  patient  develops 
“his”  pain  during  the  exercise,  and  the  elec- 
trocardiographic changes  are  striking,  the 
tests  do  not  establish  the  source  of  the  pain. 
Severe  radicular  pain  may  exist  with  asjTnp- 
tomatic  coronary  disease,  or  radicular  pain 
and  angina  pectoris  may  occur  together. 
Some  observant  patients  learn  to  distinguish 
the  two  types  of  pain. 

Therapeutic  tests  are  often  valuable. 
Heat,  massage,  cervical  traction,  and  infil- 
tration of  “trigger  points”®  will  often  im- 
prove radicular  pain  and  indicate  somatic 
components  of  cardiac  pain.  Nitroglycerine, 
taken  before  activities  which  usually  induce 
angina  pectoris,  will  prevent  the  usual  onset 
of  the  distress.  Dr.  Tinsley  Harrison’s 
group®  has  demonstrated  that  prophylactic 
nitroglycerine  not  only  prevents  the  pain, 
but  eliminates  certain  abnormal  cardiac 
pulsations  which  occur  during  the  anginal 
attack. 

The  diagnosis  of  angina  pectoris  continues 
to  be  based  primarily  upon  careful  and  re- 
peated discussions  with  the  patient,  and  it 
is  more  difficult  when  radicular  and  myo- 
cardial pain  exist  in  the  same  patient  and 
are  caused  by  only  slightly  different  types 
of  exertion.  Then,  therapeutic  tests  and 
the  critical  interpretation  of  laboratory 
studies  may  be  of  further  help.  The  prog- 
nosis and  treatment  of  the  two  types  of 
pain  is  so  different  that  one  must  make  an 
effort  to  distinguish  them.  The  time, 
thought,  and  effort  necessary  to  establish 
an  accurate  diagnosis  of  angina  pectoris  was, 
formerly,  of  prognostic  value  only.  At  pres- 
ent, the  diagnosis  of  angina  pectoris  sug- 
gests a radical  change  in  diet,  the  free  use 
of  nitroglycerine,  and  the  institution  of 
long-term  treatment  with  anticoagulants. 
Soon  we  shall  be  performing  angiographic 
studies  of  the  coronary  arteries,  and  shall 
be  selecting  certain  patients  for  surgical  cor- 
rection of  their  coronaiy  artery  occlusions.'^ 
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The  diagnosis  of  angina  pectoris  now  prom- 
ises to  lead  to  active  and  successful  treat- 
ment. 
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but  by  1958  this  difference  has  been  reduced  to  7.3  years. 
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PERFORATIVE 

Diverticulitis  of  the  Cecum 


These  authors  present  two  excellent  illustra- 
tive cases  of  perforative  diverticulitis  of  the 
cecum  together  with  a discussion  of  this  sub- 
ject. Only  one  in  625  people  has  a diverticulum 
of  the  cecum  and  not  all  become  inflamed  and 
perforated.  When  this  happens,  which  is  a rare 
occurrence,  the  symptoms  and  signs  are  those  of 
acute  appendicitis.  Most  of  these  persons  are 
operated  upon  immediately  on  the  basis  of  this 
erroneous  diagnosis.  Even  with  the  belly  open, 
there  is  some  danger  of  mistaking  this  indurated 
mass  for  a malignant  neoplasm  and,  therefore, 
of  doing  more  extensive  resection  than  is  neces- 
sary. 

—EDITOR. 

Although  diverticulitis  of  the 
cecum  is  a relatively  rare  clin- 
ical entity,  it  is  important 
that  the  surgeon  recognize  its  existence,  as 
it  may  be  confused  with  more  common  ab- 
dominal disorders. 

Since  it  was  first  described  in  1912  by 
Potier,  there  have  been  about  200  cases  re- 
ported in  the  literature.  Two  cases,  en- 
countered by  one  of  us  (S.  A.  S.),  will  be 
presented  in  this  monograph.  In  each  case, 
an  adult  man  was  admitted  to  the  hospital 
with  clinical  findings  typical  of  acute  ap- 
pendicitis, the  correct  diagnosis  of  perfor- 
ated diverticulitis  of  the  cecum  not  being 
made  until  the  time  of  operation.  Localized 
peritonitis  occurred  in  each  instance.  A 
local  resection  of  the  entire  cecum  together 
\vith  the  normal  appendix  and  the  distal  por- 
tion of  terminal  ileum,  followed  by  end-to- 
end  ileo-ascending  colostomy  was  performed 
in  each  case. 

Case  Reports 

Case  1 — A 44-year-old  white  man 
was  admitted  to  the  hospital  with  com- 
plaint of  colicky  right-lower-quadrant 
abdominal  pain.  For  three  days,  he  was 
aware  of  dull  aching  pain  in  the  right 
lower  abdomen,  and,  12  hours  prior  to 
admission,  he  noted  onset  of  epigastric 
pain,  which  six  hours  later  was  replaced 
by  the  right  lower  quadrant  pain.  There 
were  no  complaints  of  nausea,  vomiting, 
change  in  bowel  habits,  or  symptoms  re- 
ferable to  the  urinaiT  tract.  Remainder 
of  the  history  was  not  remarkable. 
Physical  examination  revealed  a white 
man  with  blood  pressure  110  mm.  Hg, 
systolic  and  70,  diastolic,  pulse  84,  and 
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temperature  99°  F.  The  abdomen  was 
tender  to  palpation  at  McBumey’s  point, 
and  indirect  rebound  tenderness  was 
demonstrated.  No  enlarged  organs  or 
masses  were  felt.  Hernia  was  not  pres- 
ent. Impression  was  acute  appendi- 
citis. The  hemogram  was  not  remark- 
able, and  the  urine  sediment  contained 
50  white  blood  cells  per  high  power 
field;  otherwise  urinalysis  was  not  un- 
usual. The  patient  was  taken  to  the  op- 
erating room.  A right-lower-quadrant 
McBuimey’s  muscle  - splitting  incision 
was  made.  The  cecum  was  delivered 
into  the  wound,  and  an  indurated  mass, 
measuring  five  by  three  cm.  was  closely 
adherent  to  the  caput  cecum.  Closer 
inspection  revealed  the  presence  of  two 
separate  diverticula,  contiguous  to  the 
inflammatory  mass.  Accordingly,  the 
entire  cecum  and  adjacent  appendix 
and  five  centimeters  of  terminal  ileum 
were  resected,  and  an  end-to-end  anasto- 
mosis of  ileum  and  ascending  colon  was 
carried  out.  The  operative  diagnosis 
was  perforated  diverticula  of  the  cecum 
with  abscess  formation.  A frozen  sec- 
tion was  perfonned  upon  the  resected 
lesion,  and  noted  to  consist  of  inflam- 
matory tissues,  without  evidence  of  ma- 
lignant neoplasm.  The  later  report  of 
pathologic  findings  described  each  di- 
verticulum as  containing  a large  mass 
of  firm  fecal  material,  and  each  stoma 
measuring  approximately  1 cm.  in  di- 
ameter. The  patient’s  postoperative 
course  w a s uneventful.  Intragastric 
suction  was  instituted  and  continued  for 
five  days.  He  received  intravenous 
feedings  during  this  time.  Penicillin 
and  streptomycin  by  intramuscular 
route  were  given  prophylactically.  He 
was  discharged  on  the  seventh  post- 
operative day. 
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Case  2 — A 29-year-old  white  man 
was  admitted  to  the  hospital  with  the 
complaint  of  aching  pain  in  the  right 
lower  quadrant,  present  for  several 
hours,  accompanied  by  anorexia.  There 
was  no  nausea,  vomiting,  or  change  in 
bowel  habits.  The  past  two  days,  he 
did  note  some  pelvic  pain  upon  urina- 
tion. The  remainder  of  the  history  was 
not  remarkable.  Physical  examination 
revealed  a young  white  man  with  blood 
pressure  150  mm.  Hg,  systolic  and  84, 
diastolic,  pulse  84,  and  temperature 
98.6°  F.  The  abdomen  was  diffusely  ten- 
der in  the  right  lower  quadrant,  with 
some  muscle  guarding.  There  was  defin- 
ite rebound  tenderness.  Neither  en- 
larged organs  nor  masses  were  palpable, 
and  hernia  was  not  present.  Impression 
was  acute  appendicitis.  Hemogram 
showed  13,700  leukocytes  per  cubic 
millimeter,  and  a differential  count 
showed  82  segmented  forms  and  five 
stab  forms.  The  patient  was  taken  to 
the  operating  room.  A right-lower- 
quadrant  McBurney’s  incision  was 
made.  As  the  peritoneum  was  opened, 
considerable  cloudy  fluid  was  encoun- 
tered. An  indurated  mass  was  noted 
just  proximal  to  the  appendix  which 
had  some  serosal  reaction  secondary  to 
the  inflammatory  mass.  Palpation  re- 
vealed a possible  diverticular  process 
off  the  head  of  the  cecum.  This  evi- 
dently had  perforated  and  become 
walled  off.  Accordingly,  a wedge-resec- 
tion of  the  terminal  ileum  and  cecum, 
including  the  appendix,  was  carried  out. 
An  end-to-end  anastomosis  of  the  ileum 
and  ascending  colon  was  accomplished. 
Postoperatively,  the  patient  did  well. 
Intragastric  suction  was  maintained 
three  days,  fluids  were  given  intraven- 
ously, and  intramuscular  achromycin 
was  administered  prophylactically.  The 
pathologist  reported  the  diverticulum 
measured  1 cm.  in  diameter.  Its  mu- 
cosa was  hemorrhagic  and  contained 
three  small  ulcerations,  the  largest  0.3 
cm.  in  diameter.  On  cut  section,  the 
lumen  was  filled  with  fecal  material. 

Clinical  Pattern 

Diverticulitis  of  the  cecum  usually  pre- 
sents a pattern  of  symptoms  and  findings 
quite  similar  to  that  of  acute  appendicitis. 
The  first  symptom  may  be  epigastric  or 
peri-umbilical  pain  of  minimal  nature,  fol- 
lowed in  a few  hours  by  more  marked  and 


well-localized  pain  in  the  right  lower  quad- 
rant, typically  at  McBurney’s  point.  Con- 
comitantly, anorexia  with  occasional  nausea 
and  vomiting,  occurs.  There  may  or  may  not 
be  recent  subtle  changes  in  bowel  habits. 
Perforation  of  an  inflamed  diverticulum  may 
produce  symptoms  of  either  localized  or  gen- 
eralized peritonitis,  depending  on  the  rapid- 
ity of  the  disease  process,  and  the  patient’s 
walling-off  abilities.  If  an  abscess  envelops 
the  perforated  diverticulum,  or  if  there  is 
extensive  induration  in  the  pericecal  fat,  a 
mass  may  be  palpable.  However,  more 
often,  a mass  is  not  evident  to  the  examin- 
er’s hands,  and  the  findings  are  more  typ- 
ically localized  right  lower  quadrant  tender- 
ness, with  muscle  guarding  and,  quite  often, 
rebound  tenderness.  There  may  or  may  not 
be  low  grade  fever,  and  slight  leukocytosis. 
A posterior  cecal  perforation  may  cause  the 
same  difficulties  in  diagnosis  as  those  pre- 
sented by  a retrocecal  appendicitis. 

It  should  be  noted  that  diverticulitis  of  the 
cecum  behaves  entirely  differently  than  di- 
verticulitis of  the  sigmoid  and  descending- 
colon.  The  latter  more  often  manifests  left- 
sided and  lower  abdominal  griping  or  colicky 
pain,  associated  with  constipation  and  diar- 
rhea, and  various  other  stool  abnormalities. 

Radiological  interpretation  is  more  fre- 
quently requested  for  cases  involving  diver- 
ticular disease  of  the  sigmoid  colon.  Symp- 
toms and  signs  of  an  “acute  abdomen’’  with 
disease  in  the  right  lower  quadrant  preclude 
roentgen  studies  with  barium,  in  diverticu- 
litis of  the  cecum,  and  instead  favor  prompt 
surgical  intervention.  At  any  rate,  such 
cecal  disease  is  not  very  often  diagnosed  pre- 
operatively.  Uninflamed  diverticula,  how- 
ever, may  be  picked  up  as  an  incidental  find- 
ing with  barium  enema. 

Etiology 

According  to  Schnug,®^  there  are  two  types 
of  cecal  diverticula;  (1)  true  congenital,  and 
(2)  false.  True  diverticula  are  outpocket- 
ings  invested  with  all  layers  of  normal  bow- 
el, that  is,  mucosa,  muscularis  mucosae,  sub- 
mucosa, muscularis,  and  serosa.  False  sacs 
lack  the  muscularis  layer.  Whereas  congen- 
ital lesions  are  embryological  developments 
present  since  (and  before)  birth,  pseudo- 
diverticula  are  acquired  by  virtue  of  a weak 
spot  in  the  muscularis.  Many  authors  have 
different  opinions  on  this  subject.  Inglis^^ 
believes  all  cecal  diverticula  are  congenital. 
Other  writers'-  " support  the  acquired 
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theory,  suggesting  inflammation,  that  is, 
ulcer,  tuberculosis,  or  a gap  in  the  muscle 
at  the  site  of  entrance  of  blood  vessels.  Ad- 
herents to  the  congenital  theory®- advo- 
cate a “second  appendix”  and  irregularities 
in  vacuolation  of  the  entoderm,  similar  to 
reduplication. 

Incidence 

According  to  Mann, 21  diverticulosis  of  the 
colon  occurs  in  five  to  eight  per  cent  of  the 
population  at  large.  Of  this  number,  two 
per  cent  represent  solitary  diverticula  of  the 
cecum.  Therefore,  it  is  certainly  an  uncom- 
mon lesion.  Both  sexes  are  equally  affected. 
In  Ingils’  studyi^  the  average  age,  of  patients 
Avith  diverticulitis  of  the  cecum  was  39.6 
years,  which  he  notes  is  distinctly  less  than 
the  average  of  53.6  years  quoted  for  diver- 
ticulitis of  the  sigmoid. 

Pathogenesis 

Inflammation,  of  course,  is  a sine  qiva  non 
of  perforated  diverticulum.  There  is  gen- 
eral agreement  on  the  evolution  of  the  in- 
flammatory process.  Most  likely,  fecal  mat- 
ter finds  its  way  into  the  diverticular  sac 
through  its  ostium  which  commonly  is  at 
least  1 cm.  in  diameter.  As  more  feces  col- 
lect, the  mass  impacts  and  inspissates,  foi*m- 
ing  in  effect,  a cast  of  the  lumen.  This  non- 
yielding mass  provokes  ulceration,  and 
makes  perforation  imminent,  particularly  if 
the  ostium  becomes  relatively  smaller,  or  ob- 
sti'ucted.  This  latter  event  occurs  as  the  sac 
becomes  more  distended.  Perforation  then 
may  lead  to  localized  abscess  and  periton- 
itis or  generalized  peritoneal  contamination. 
By  virtue  of  the  low  grade  infection  that  may 
attend  slow  inflammatory  processes,  there 
may  be  enlargement  of  the  mesenteric  lymph 
nodes,  and  periappendiceal  reaction  because 
of  the  close  proximity  of  the  cecal  disease. 
Even  without  abscess  formation,  there  may 
be  a fii-m  indurated  mass,  secondary  to  re- 
action of  the  pericecal  fat  to  the  inflamma- 
tion. In  summary,  an  acutely  inflamed  di- 
verticulum may  present  any  or  all  of  the 
features  of  an  inflamed  appendix:  hyper- 
emia, leukocytic  infiltration,  suppuration, 
ulceration,  possible  gangrene,  and  peritoneal 
reaction. 

Diagnosis 

Usually,  the  diagnosis  is  not  made  until 
the  abdomen  is  opened.  Since  the  signs  and 
symptoms  mimic  acute  appendicitis,  opera- 
tion is  performed.  Even  at  the  time  of  op- 
eration the  correct  diagnosis  may  remain  in 


doubt,  and  often  an  unnecessarily  radical 
procedure  may  be  undertaken.  To  illustrate 
the  difficulty  of  diagnosis  before  operation, 
Lauridseni*  reviewed  153  cases.  Only  four 
w ere  correctly  diagnosed  preoperatively. 
The  majority  were  called  acute  appendicitis. 
Even  at  operation,  only  30  per  cent  were  cor- 
rectly diagnosed.  The  most  common  error 
was  to  call  the  lesion  a malignant  neoplasm. 
Inglis^^  alludes  to  this  difficulty  in  describ- 
ing 14  cases  of  solitary"  diverticulitis  of  the 
cecum  and  ascending  colon.  The  diagmosis 
was  correctly  established  in  seven  cases.  In 
three  cases,  a cecotomy  was  done  and  the 
mucosal  lining  was  inspected  in  order  to 
rule  out  malignancy.  At  this  time,  if  no 
mucosal  lesion  is  noted,  an  ostium  is  fre- 
quently visible.  This  technic  is  supported 
by  Updegrove.^® 

The  differential  diagnosis  must  include 
carcinoma,  tuberculosis,  actinomycosis,  non- 
specific granuloma,  nonspecific  ulcer,  car- 
cinoid tumor,  and  subacute  foreign  body  per- 
foration of  the  cecum.2-14 

A mass  is  present  in  about  a third  of  the 
cases,  according  to  Nissenbaum^^  who  de- 
scribes masses  in  50  of  148  cases,  and 
Inglis^*  who  reports  four  of  12  patients  with 
masses. 

Treatment 

It  is  generally  felt  that  once  the  diagnosis 
is  made,  local  resection  of  the  lesion  is  the 
best  form  of  treatment.  A wedge  at  the  base 
of  the  diverticulum  is  removed  and  the  de- 
fect closed  in  layers,  or  a cecectomy  may 
be  performed.  The  latter  necessitates  ileo- 
ascending  colostomy.  Inasmuch  as  the  cecal 
inflammatory  mass  is  indistinguishable  in 
many  cases  from  carcinoma,  a right  hemi- 
colectomy is  often  carried  out.^^  Since  the 
risk  of  fecal  contamination  of  the  peritoneal 
cavity  with  all  its  attendant  dangers  is  more 
likely  when  the  patient  has  not  been  given 
the  benefit  of  a formal  preoperative  prep- 
aration, such  an  extensive  procedure  should 
be  avoided  if  at  all  possible.  Again,  a 
cecotomy  for  purely  diagnostic  purposes  may 
be  necessary. 

Discussion 

Perforative  diverticulitis  of  the  cecum  as 
it  occurred  in  each  of  our  two  cases,  strongly 
resembled  acute  appendicitis.  Both  patients 
presented  subtle  symptoms  of  short  duration. 
Physical  examination  revealed  minimal  signs 
of  localized  peritoneal  irritation  in  the  right 
lower  quardrant  without  evidence  of  a mass. 
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In  each  case,  however,  an  inflammatory 
cecal  mass,  and  a relatively  normal  appendix 
were  demonstrated  at  time  of  laparotomy 
performed  shortly  (within  hours)  after  ad- 
mission to  the  hospital.  Although  two  dis- 
crete diverticula  were  noted  contiguous  to 
the  mass  in  the  first  case,  there  was  enough 
to  suggest  cancer,  so  a frozen  section  was  re- 
quested. Local  resection  was  carried  out  in 
each  instance,  with  an  anastomosis  of  ter- 
minal ileum  and  ascending  colon.  The  path- 
ologic diagnosis  was  diverticulum  of  the 
cecum  with  diverticulitis  and  perforation. 

Summary 

Two  case  reports  of  perforative  cecal  di- 
verticulitis are  presented.  The  clinical  re- 
semblance to  acute  appendicitis  is  noted. 
The  gross  morphologic  similiarty  to  car- 
cinoma of  the  cecum  is  described.  The  need 
to  avoid  unnecessary  extensive  resection  is 
stressed;  and  the  value  of  diagnostic  cecot- 
omy  is  re-emphasized.  Appropriate  therapy 
is  discussed. 
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When  wisdorrr  entereth  into  thine  heart,  and  knowledge  is  pleas- 
ant unto  thy  soul;  discretion  shall  preserve  thee,  understanding 
shall  keep  thee:  Prov.  2:10-11. 
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Infertility  in  Men* 


This  author  stresses  the  fact  that  infertility 
can  be  laid  at  the  door  of  the  wife  much  less 
often  than  formerly  thought.  The  husband  must 
be  examined  with  as  great  care  and  thoroughness 
as  the  wife.  Determination  of  the  cause  of  in- 
fertility in  the  male  involves  much  more  than  the 
examination  of  a sample  or  two  of  semen.  Doc- 
tor Schmitz  gives,  herein,  a complete  descrip- 
tion of  the  various  phases  of  such  an  examina- 
tion. 

—EDITOR 


According  to  the  American 
Society  for  the  Study  of  Ster- 
ility, “A  marriage  is  to  be  con- 
sidered barren  or  infertile  when  pregnancy 
has  not  occurred  after  a year  of  coitus  with- 
out conception.”  Some  workers,  however, 
vaiy  the  time  from  six  months  to  even  three 
years  before  considering  a marriage  sterile. 

The  investigation  of  human  infertility 
should  definitely  include  the  couple  as  a 
unit.  The  time  is  long  since  past  when  the 
almighty  peacock-proud  husband  could  cor- 
rectly deny  his  possible  deficiency  and  blame 
his  long-suffering  wife  for  their  lack  of  off- 
spring. Statistics  show  that  male  abnorm- 
alities are  as  frequent  as  those  of  the  female. 

The  urologist  or  other  physician  should 
obtain  a careful  history  of  the  husband’s 
sexual  life,  including  the  duration  of  steril- 
ity, previous  marriages,  masturbation,  in- 
complete erection,  and  premature  ejacula- 
tion. Excessive  coitus,  prolonged  use  of 
coitus  interruptus  with  subsequent  prostato- 
vesiculitis,  and  long  standing  unsatisfied  de- 
sire can  be  the  basis  for  reduced  male  fertil- 
ity. Venereal  disease,  especially  gonorrhea, 
with  resultant  urethral  stricture  and  epi- 
didymovasitis,  is  a significant  factor  in 
many  cases. 

The  urinary  histoiy  is  like\rtse  recorded, 
particularly  dysuria  and  pollakiuria,  which 
may  signify  obstruction  or  infection  or  both 
in  the  urethra  and  bladder.  Urethral  dis- 
charge may  point  to  a urethral  stricture, 
nonspecific  urethritis,  or  trichomonal 
urethritis  or  prostatitis,  which  is  generally 
recognized  as  a venereal  disease.  The  epi- 
did>Tno-orchitis  of  mumps,  bilateral  in  30  per 
cent  of  the  cases,  may  account  for  sterility 
in  some  men. 

The  history  of  important  conditions  such 
as  diabetes,  tuberculosis,  nephritis,  and  car- 
diopulmonary disorder,  is  also  asceidained. 


WILLIAM  H.  SCHMITZ,  JR.,  M.D. 
Instructor  in  Urology, 

Creighton  University  School  of  Medicine 
Omaha,  Nebraska 


Exposure  to  irradiation  may  damage  the 
testes.  It  may  be  necessaiy  for  the  man  to 
wear  a special  counter  or  badge  fastened  to 
the  thigh  for  a time  specified  bj^  a physicist 
or  radiologist.  The  badge  is  then  sent  to  an 
X-ray  corporation  for  determination  of  total 
irradiation.  Likewise,  exposure  to  excessive 
heat  may  adversely  affect  sperm  product- 
tion.  Some  investigators  feel  that  the  pro- 
longed use  of  short  athletic-support  type  of 
male  underwear,  or  other  tight  clothing, 
may  compress  the  scrotum  against  the 
perineum,  and  compromise  the  physiological 
action  of  the  scrotum  in  temperature  regu- 
lation of  the  testes. 

Emotional  and  physical  fatigue,  neiwous 
stress  and  strain  are  likewise  evaluated,  for 
often  a period  of  outdoor  exercise,  sunshine, 
and  rest  will  markedly  improve  a low  speiTn 
count  in  a male  harassed  by  the  pace  of 
modern  living. 

Habits  of  eating  may  indicate  a deficient 
protein  and  vitamin  intake.  Tobacco,  itself, 
probably  has  no  role  in  spermatogenesis, 
but  excessive  smoking  often  is  associated 
with  nervousness  in  the  ovenvorked  man. 
Alcohol  affects  male  fertility  only  insofar 
as  possible  emotional  and  dietary  change 
that  alter  regular  food  intake,  as  well  as 
noiTnal  sexual  performance. 

Interviews  with  the  couple  together  and 
individually,  may  bring  to  light  important 
facets  of  histoiy  that  might  othenvise  be 
hidden  if  only  the  husband  were  ques- 
tioned. 

The  physical  examination  of  the  male 
should  not  be  limited  to  the  area  below  the 
waist.  Totally  irrelevant  disorders  of  per- 
haps more  serious  magnitude  than  infer- 
tility may  be  uncovered.  Severe  hyperten- 
sion and  coarctation  of  the  aorta  in  a 34- 
year-old  man  was  recently  found  and 
brought  to  treatment.  Honnonal  abnormal- 
ities involving  the  thyroid,  pituitaiy,  adrenal 
glands,  and  testes,  may  be  discerned.  Ex- 
amination of  the  abdomen  and  flanks  may 

*Read  before  Omaha  Mid-West  Clinical  Society,  November 
2,  1960. 
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disclose  suprapubic  dullness  or  tenderness 
signifying-  excessive  residual  urine  due  to 
bladder  neck  obstruction.  The  genitalia 
may  reveal  extreme  hypospadias  which  pre- 
vents adequate  deposition  of  the  sperm  in 
the  vagina;  Peyronie’s  disease  with  ab- 
normal curvature  of  the  penis  upon  erec- 
tion; redundant  prepuce  with  a chronic 
smegma  bacillus  balanoposthitis,  especially 
associated  with  a meatal  stenosis,  which  maj" 
lead  to  urethritis  in  the  male  and,  as  recent- 
ly disclosed  in  some  reports,  to  carcinom-a  of 
the  cervix;  testicular  abnormalities,  such  as 
atrophy  following  epididjuno-orchitis  of 
mumps  or  trauma;  and  evidence  of  absence, 
thickening,  or  irregularity  of  the  vasa.  Eval- 
uation of  the  prostate  and  seminal  vesicles 
should  include  both  palpation  and  massage 
with  miscroscopic  inspection  of  the  secretion 
for  evidence  of  infection  and  stagnant 
drainage.  The  appraisal  of  spermatozoa  in 
this  secretion  is  misleading,  for  varying 
numbers  of  sperm  to  none  at  all  in  most 
instances  will  be  found.  Determination  of 
residual  urine  and  of  adequate  urethral  pat- 
ency by  instrumentation  is  highly  signifi- 
cant. Urinalysis,  complete  blood  count,  and 
basal  metabolic  rate  are  performed  and,  if 
indicated,  blood  Wassermann,  protein-bound 
iodine,  and  endoscopy. 

Examination  of  the  semen  must  be  carried 
out  after  four  or  five  days  of  sexual  ab- 
stinence. As  a Catholic  physician,  I instruct 
the  husband  to  submit  a perforated  condom 
specimen  of  his  ejaculate,  a method  termed 
by  the  Catholic  Church  as  “probably  licit,” 
that  is,  neither  certainly  right  nor  certainly 
wrong.  Some  of  the  ejaculate  is  thereby 
deposited  within  the  vagina.  Catholic 
physicians  may  adhere  to  this  practical 
rule : “When  a testing  method  is  not  clear- 
ly wrong,  that  is,  when  there  is  some 
soundly  probable  reason  for  approving  it, 
it  may  be  used.”  The  use  of  masturbation 
or  coitus  and  withdrawal  is  interdicted  by 
the  Church  as  morally  wrong.  Several  needle 
holes  are  made  in  the  tip  of  the  condom, 
which  may  be  washed  out  with  water  to  pre- 
vent the  action  of  the  spermatocidal  agents. 
After  intercourse,  a knot  is  tied  in  the  prox- 
imal end  of  the  condom,  which  is  then 
brought  quickly  to  the  office.  Precautions 
against  chilling  of  the  specimen  are  appar- 
ently unnecessary.  The  following  proce- 
dures are  performed ; 

1.  Volume  is  determined  in  a clean,  dry, 
10  cc.  graduated  flask  and  may  vary 
from  one  to  six  cc.,  or  more. 


2.  Viscosity  is  evaluated  by  dipping  a 
wooden  applicator  stick  into  the  se- 
men. Normally  viscous  semen  will 
fall  back  into  the  jar  in  drops,  where- 
as a specimen  with  increased  viscosity 
strings  out  like  threads. 

3.  Motility  of  the  spermatozoa  is  graded 
under  low  and  then  high-power  mag- 
nification. 

a.  “0”  denotes  no  activity. 

b.  “1-|-”  — sluggish  motion. 

b.  “2-f”  — poor  to  fair  activity. 

d.  “3+”  — good  motion. 

e.  — excellent  activity. 

Usually  a noi-mal  specimen  will 
show  activity  for  eight  hours  and  a 
few  cells  will  be  motile  24  to  48  hours 
after  collection. 

4.  Morphology  of  the  spermatozoa  is 
studied.  It  is  felt  that  fertility  de- 
clines if  the  number  of  normal  cells 
falls  below  60  per  cent. 

The  diluting  solution  contains  5 gm.  of 
sodium  bicarbonate,  1 gm.  of  phenol,  and 
distilled  water  to  make  100  cc.  Thoroughly 
mixed  semen  is  then  diluted  with  the  above 
solution  in  a 1-20  concentration  in  a white 
cell  pipette.  After  careful  shaking,  this  is 
counted  in  a Neubauer  hemocytometer.  Five 
large  (80  small)  squares  of  the  circle  ruling 
are  counted  and  all  sperm  touching  the  other 
two  sides  are  neglected.  By  simply  adding 
six  ciphers  to  the  average  number  of  cells 
counted  in  five  large  squares,  the  count  is 
calculated  in  millions  of  sperm  per  cc.  of 
ejaculate.  Several  specimens  may  be  neces- 
sary for  complete  evaluation. 

Many  authorities,  like  Farris,  classify  fer- 
tility as  follows:  (1)  Those  with  more  than 

185.000. 000  active  sperm  in  the  total  ejacu- 
late as  highly  fertile;  (2)  those  with  range 
of  80,000,000  to  185,000,000  as  relatively 
fertile;  and  (3)  those  exhibiting  less  than 

80.000. 000  active  sperm  in  the  total  ejacu- 
late are  classified  as  subfertile.  Thus,  60 
million  spermatozoa  per  cubic  centimeter  or 
above  are  regarded  as  compatible  with  good 
fertility. 

In  confirmed  azoospermia,  bilateral  tes- 
ticular biopsy  under  general  anesthesia  is 
performed.  In  cases  of  genninal  aplasia, 
spermatogenic  arrest,  or  generalized  peri- 
tubular fibrosis  with  complete  sclerosis  of 
the  tubules,  therapy  is  usually  useless  and 
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adoption  proceedings  should  be  advised.  If 
normal  spei*matogenesis  or  incomplete 
maturation  with  disturbed  spennatogenesis 
is  found,  then  unilateral  or  bilateral  absence 
or  blockage  of  the  epididjunis  or  vas  is 
probably  present.  Calibration  of  the  vasa 
is  then  advocated.  Each  vas  is  intubated 
throughout  its  entire  length  with  a piece  of 
silkwoim  gut  about  18  inches  long,  which 
is  then  removed.  Hydrogen  peroxide  with 
methylene  blue  can  be  inserted  into  each  vas 
with  a 23  to  25  Fr.  needle,  and  then  appear 
in  the  drainage  coming  from  a Foley  cath- 
eter emptying  the  bladder.  If  blockage  is 
found  in  the  epididjunis  or  vas,  vasoepi- 
didjunal  anastomosis  may  be  attempted,  but 
even  in  the  hands  of  skilled  experts,  this 
procedure  is  productive  of  sperm  in  the 
ejaculate  in  only  one  out  of  five  cases. 

What,  then,  is  the  treatment  for  oligo- 
spermia? History  of  urologic  or  nonurologic 
disease  should  be  treated  accordingly.  Mod- 
erate habits  of  eating,  drinking,  smoking, 
exercise,  sleep,  and  coitus  should  be  achieved. 
It  may  become  necessary  for  the  man  to 
change  jobs  if  spermatogenesis  is  unduly 
thwarted  by  irradiation. 

The  man  then  is  given  Cytomel,  5 meg., 
orally,  b.i.d.  or  t.i.d.  Cytomel  is  the  Smith, 
Kline  & French  brand  name  of  triiodothyro- 
nine, the  active  principle  of  desiccated  thy- 
roid. Cytomel  is  effective  in  cases  of  hypo- 
metabolism  including  infertility,  whereas 
thyroid  hormone  may  not  suffice,  because 
these  people  lack  the  enzymes  necessary  to 
change  thyroid  into  1-thyroxine  precursor, 
which  in  turn  breaks  up  into  triiodothyro- 
nine. 

The  patient  likewise  begins  taking  Toco- 
pherex,  100  International  Units  of  Vitamin 
E,  orally,  q.i.d.  Although  some  physicians 
deny  the  evidence,  Hotchkiss  has  stated  that 
Vitamin  E deficiency  causes  profound  irre- 
parable testicular  damage  without  affecting 
the  interstitial  cells. 

An  inadequate  diet  is  supplemented  by  a 
vitamin-mineral  preparation  once  or  twice 
daily. 

During  a two-month  period  of  oral  medi- 
cation the  man  receives  1 cc.  injections  twice 
weekly  of  either  chorionic  gonadotropin  or 
aqueous  extract  of  whole  pituitary.  Massage 
of  the  prostate  and  seminal  vesicle  area  is 
performed  every  week.  Microscopic  analy- 
sis of  punilent  or  stagnant  secretion  often 
necessitates  the  use  of  sulfa,  Furadantin, 


or  Mandelamine  therapy.  Urinalysis  is  like- 
wise performed  on  each  visit. 

After  two  months,  if  a perforated  condom 
specimen  of  ejaculate  shows  no  improve- 
ment in  spennatogenesis,  Cytomel  is  in- 
creased to  full  dosage  of  25  meg.  daily,  and 
the  same  regimen  instituted  for  two  months. 
If  no  improvement  is  reached,  or  if  normal 
sperm  count  and  activity  are  restored  with- 
out pregnancy,  all  treatment  except  the  oral 
medication  is  discontinued  and  adoption  pro- 
ceedings are  advised. 

Condom  specimens  six  to  twelve  months 
later  very  often  disclose  marked  improve- 
ment. If,  however,  all  treatment  is  aban- 
doned, spermatogenesis  usually  reverts  to 
its  original  state.  If,  after  the  original  two 
months  of  treatment,  a decided  improvement 
in  sperm  count  or  motility,  or  both,  is 
reached,  the  injections  are  reduced  to  one 
weekly  or  discontinued  entirely,  and  the 
prostatic  massages  are  scheduled  for  every 
second  week.  If  sperm  motility  seems  slug- 
gish, prostatic  massages  are  continued  week- 
ly. 

During  this  entire  treatment  an  attempt 
is  made  to  produce  a well-balanced  psycho- 
logical and  emotional  status  in  the  husband, 
for  many  authorities  feel  that  the  psychic 
aspects  in  fertility  are  dominant  and  have 
been  neglected  in  the  past.  Family  and 
marriage  problems  are  discussed  with  both 
husband  and  wife  and  their  true  value  ap- 
praised. 

Great  difficulty  is  encountered  in  evaluat- 
ing the  results  of  therapy,  for  there  are  so 
many  factors  involved  that  a successful 
pregnancy  need  not  swell  the  pride  of  a 
physician  any  more  than  continued  sterility 
should  cast  him  into  dejection.  A success- 
ful pregnancy  rate  in  about  25  per  cent  of 
the  cases  has  been  achieved.  And,  lest  the 
materialistic  physician  and  married  couple 
delude  themselves  into  self-complacency  or 
omniscience,  let  them  remember  that  it  takes 
four  individuals,  not  three,  to  make  a child, 
and  the  fourth,  the  most  important,  is  God. 
For  marriage  without  God  or  religion  is  like 
a body  without  a soul.  The  most  significant 
part  of  a physician’s  work  in  sterility  may 
well  be  the  infusion  of  God  and  religion  into 
a hollow  marriage. 
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“Almost  every  collection  of  cases  of  ‘F.U.O.’  includes  several  of 
acute  rheumatic  fever.  The  presumptive  diagnosis  is  often  estab 
lished  in  retrospect  when  the  patient  develops  unequivocal  evidence 
of  heart  disease.”  (From  DM  for  November,  1957). 
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The  Challenge  of  the 
Future  for  Medicine 

A Panel  Discussion* 


Chairman  M.  M.  Musselman : Ladies  and 
gentlemen,  I would  like  to  call  this  part  of 
our  progi’am  to  order,  which  has  to  do  with 
the  s^Tnposium  on  the  subject,  “The  Chal- 
lenge of  the  Future  for  Medicine.”  As  this 
progi'am  proceeds,  I would  like  to  have  you 
give  thought  to  questions  and  have  these 
questions  ready  to  be  picked  up  by  those  per- 
sons who  will  be  circulating  through  the  au- 
dience. 

It  is  now  my  privilege  to  introduce  on  the 
platform  with  me  this  moraing  the  gentle- 
mien  who  will  be  on  this  s\Tnposium. 

First,  to  my  left,  is  Dr.  Ozro  T.  Woods,  a 
surgeon  from  Dallas,  Texas. 

Doctor  Woods  was  gx’aduated  from  the 
University  of  Nebraska  in  1938.  He  seiwed 
formerly  as  Associate  Professor  of  Surgeiy 
at  Southwestern  Medical  School  of  the  Uni- 
versity of  Texas.  He  also  served  in  the 
ai-med  forces  for  three  years  in  World  War  I 
and  two  years  with  the  Department  of  De- 
fense in  World  War  II. 

Our  second  participant  is  Mr.  Leonard 
Woodcock,  Vice  President  of  U.A.W.  since 
1955  and  now  a Director  of  the  Union’s  Gen- 
eral IMotors  Department  and  the  National 
Aircraft  Depariment.  In  1959,  he  was  elect- 
ed to  a four-year  term  on  Wajme  State  Uni- 
versity’s Board  of  Governors  and  cuiTently 
is  chairman  of  that  board.  He  is  also  a 
member  of  the  Board  of  Directors  of  the 
Metropolitan  Detroit  Y.M.C.A. ; a member 
of  the  Executive  and  Planning  Committees 
of  the  Greater  Detroit  Area  Hospital  Coun- 
cil ; a member  of  the  American  Public  Health 
Association;  and  also  seiwes  on  the  Gover- 
nor’s Study  Commission  of  Prepaid  Hospital 
Plans. 

Our  third  speaker  will  be  Dr.  Edward  R. 
Annis  of  Miami,  Florida.  Dr.  Annis  gi*adu- 
ated  from  IMarquette  University  College  of 
Medicine  in  1938.  He  is  director  of  the  De- 
partment of  Surgery,  IMercy  Hospital,  IMi- 
ami.  He  also  has  extensive  civic  affilia- 
tions: He  is  a member  of  the  Dade  County 


Moderator: 

M.  M.  MUSSELMAN,  M.D. 

Omaha,  Nebraska 

Panelists: 

OZRO  T.  WOODS,  M.D. 

Dallas,  Texas 

MR.  LEONARD  WOODCOCK 
Detroit,  Michigan 

EDWARD  R.  ANNIS,  M.D. 

Miami,  Florida 

MR.  E.  LAMAR  BUCKNER 
Ogden,  Utah 

^Metropolitan  Government  Hospital  Advisory 
Board;  Chairman  of  the  Florida  Citizens 
Medical  Committee  on  Health  appointed  by 
the  Governor  of  Florida;  member  of  the 
Family  Seiwice  Board  of  Directors;  mem- 
ber of  the  Senior  Citizens  Board  of  Welfare 
Planning;  and  was  also  awarded  the  Broth- 
erhood Award  by  the  National  Conference 
of  Christians  and  Jews.  He  is  also  a direc- 
tor of  the  Boulevard  National  Bank  of  Mi- 
ami. 

Next,  we  have  Mr.  D.  Lamar  Buckner  of 
Ogden,  Utah.  He  was  selected  as  a dis- 
tinguished award  recipient  for  the  State 
of  Utah  in  1952;  is  a past  president  of 
the  United  States  Junior  Chamber  of  Com- 
merce and,  while  seiwing  as  national  presi- 
dent of  this  organization,  he  traveled  exten- 
sively, covering  some  200,000  miles  through- 
out the  world.  He  is  active  in  civic  affairs. 
He  is  a member  of  the  Board  of  Governors 
of  the  American  National  Red  Cross. 

Lastly,  we  come  to  Mr.  Louis  A.  Orsini  of 
New  York  City.  IMr.  Orsini  served  in  the 
United  States  Air  Force  from  1943  to  1946. 
From  1946  to  1948  he  was  associated  with 
the  Royal  Liverpool  Insurance  Company. 
He  is  presently  assistant  director  of  infor- 
mation and  research  for  the  Health  Insur- 
ance Association  of  America  and  also  Vice 
Chairman  of  the  Health  Insurance  Council. 

The  subject  of  our  sjunposium  today  is, 
“The  Challenge  of  the  Future  for  Medicine.” 

•Pi-esented  before  the  93rd  Annual  Session  of  the  Nebraska 
State  Medical  Association.  May  4,  1961. 
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We  are  living  in  an  age  of  change.  Think 
of  the  changes  in  our  lives  since  1936.  Great 
changes  have  been  predicted  for  the  next 
twenty-five  years.  All  people  have  an  in- 
terest in  health  and  medical  care.  Everyone 
knows  that  medical  care  has  made  much 
progi’ess  in  this  century.  We  also  know 
that  medical  care  has  become  more  costly 
as  it  has  become  more  complex.  None  of  us 
wants  to  sacrifice  quality;  all  of  us  want 
to  find  the  best  means  of  providing  for  the 
payment  for  quality  medical  care. 

We  have  many  honest  differences  of  opin- 
ion as  to  how  this  may  be  accomplished.  Let 
us  remember  that  as  American  citizens  we 
have  the  privilege  of  contrary  opinions. 
Therefore,  let  us  differ,  but  let  us  avoid  in- 
vective, propaganda,  dogma,  and  prejudices. 

Physicians,  consumers  and  insurers  need 
to  share  ideas,  to  plan  together,  and  to 
work  together. 

Today  we  have  five  intelligent,  success- 
ful and  civic-minded  Americans  on  the  plat- 
fonn.  These  men  have  given  extensive  and 
conscientious  thought  to  the  future  of  Amer- 
ican medicine.  They  have  studied  the  avail- 
able information.  They  have  analyzed  the 
problems  of  medical  education,  of  medical 
research,  and  of  medical  care. 

Inasmuch  as  they  look  at  this  problem 
from  different  points  of  view,  they  may  also 
hold  different  opinions.  I have  told  each  of 
these  men  that  we  are  conducting  a sym- 
posium and  not  a debate.  A symposium  may 
be  defined  as  a collection  of  opinions  ex- 
pressed by  several  persons  on  a given  sub- 
ject. 

Doctor  Woods,  Mr.  Woodcock,  Doctor  *An- 
nis  and  Mr.  Buckner  will  present  their 
thoughts  on  the  “Challenge  of  the  Future 
for  Medicine.”  We  will  have  time  for  ques- 
tions and  discussions  from  the  floor.  Mr. 
Orsini  spoke  to  us  earlier  this  morning  on 
the  subject,  “A  Three-Point  Program  — 
Unity,  Cooperation,  Responsibility.”  He 
will  participate  in  the  discussion  after  the 
other  presentations. 

I hope  the  questions  will  be  chosen  to 
elicit  information  — that  is,  I hope  they 
will  produce  more  light  than  heat. 

Now,  ladies  and  gentlemen,  to  start  the 
symposium  itself,  I will  call  upon  Dr.  Orzo 
T.  Woods,  surgeon,  Dallas,  Texas. 

Dr.  Ozro  T.  Woods:  Mr.  Chairman,  mem- 


bers of  the  panel,  ladies  and  gentlemen;  I 
greatly  appreciate  this  opportunity  to  talk 
to  you  about  some  of  the  things  that  are 
very  close  to  my  heart.  I think  it  is  only 
fair  to  tell  you  of  some  of  the  little  diffi- 
culties that  I have  had  in  preparing  to  talk 
to  you. 

The  arrangement  was  originally  for  this 
symposium  to  be  presented  to  physicians. 
Therefore,  I had  prepared  to  speak  as  if  I 
were  talking  to  members  of  my  own  family. 
However,  I have  found  now  (and  I think  it 
is  one  of  the  finest  changes  that  could  have 
been  made)  that  there  are  a lot  of  non- 
medical citizens  who  have  been  invited  to 
sit  in  with  us  and  help  in  the  discussion. 
Also,  even  better  than  that,  this  program  is 
being  taped  to  be  shown  on  television.  This 
makes  it  a little  more  difficult. 

You  know,  I am  somewhat  like  the  father 
who  realized  it  was  about  time  to  call  his 
family  in  and  tell  them  some  of  the  things 
that  needed  to  be  told.  He  finally  got  up 
enough  courage  and  got  them  all  together 
when,  suddenly,  the  door  opened  and,  to  his 
dismay,  he  found  that  his  wife  had  invited 
the  neighbors  in  to  listen. 

I think  that  first  we  all  must  admit  that 
we  are  in  a difficult  position  as  far  as 
health  planning  is  concerned. 

I am  going  to  address  my  remarks  to  two 
groups.  When  I say  “we,”  “us,”  or  “our,” 
I am  talking  to  physicians.  When  I say 
“you”  or  “the”  or  “yours,”  I am  talking  to 
the  nonphysicians  or  the  rest  of  the  audi- 
ence other  than  physicians. 

There  is  considerable  misunderstanding 
between  us.  We  may  as  well  admit  it.  You 
are  quite  impatient  with  us.  You  have  ex- 
pressed this  impatience  on  a number  of  oc- 
casions. Sometimes  you  have  expressed  it 
with  quite  a lot  of  emphasis.  This  naturally 
hurts  us.  We  naturally  develop  some  of  the 
hostilities  and  some  of  the  resentment  to- 
wards you  that  anybody  does  who  is  criti- 
cized for  doing  what  he  thinks  is  the  best 
he  can  do.  Further,  as  a result  of  the 
things  that  you  have  said  about  us,  we 
probably  have  done  and  are  doing  things 
that  you  do  not  understand.  You  have  sort 
of  lost  your  patience  with  us.  You  have  de- 
veloped some  hostility  towards  us.  You 
have  “feelings”  about  us. 

Now,  remember,  when  we  have  “feelings” 
about  each  other,  it  is  a little  difficult  for 
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US  to  listen  to  things  that  are  said  to  us 
and  things  that  are  said  about  us. 

Therefore,  with  that  in  mind,  I am  going 
to  attempt  to  address  most  of  my  remarks  to 
physicians  and  to  our  problems.  They  are 
the  only  problems  I really  know  an>i:hing 
about. 

You  and  I are  facing  one  of  the  gi-eatest 
national  emergencies  that  we  have  ever 
faced.  Either  our  way  of  life  is  going  to 
succeed  or  some  other  way  of  life  is  going 
to  succeed.  Fundamentally,  whichever  plan 
of  life  best  meets  the  needs  of  the  people  is 
finally  going  to  succeed. 

We  are  long  past  the  time  when  we  can 
depend  on  national  security  or  national  sur- 
vival to  be  in  the  hands  of  the  military.  It 
is  in  the  hands  of  all  of  us.  The  only  way 
we  are  going  to  survive  as  a nation,  not  so- 
ciety, is  that  we  must  carefully  understand 
the  things  that  make  our  life  better  and  we 
must  make  those  things  work  even  better. 
Therefore,  both  you  and  I have  a respon- 
sibility. 

Why  do  I mention  that?  Because  sound, 
physical,  and  emotional  health  is  one  of  the 
bases  of  a sound  society  and,  therefore,  if  we 
are  going  to  survive,  we  are  going  to  have 
to  have  a healthy  society;  we  are  going  to 
have  to  have  happy  people  living  in  this 
country. 

Now  we  come  to  the  problems  of  what  will 
happen  in  the  future.  What  are  going  to 
be  the  developments  in  medicine?  What 
problems  are  we  going  to  meet? 

I am  going  to  use  the  teiTn  “social  prog- 
ress,” using  “social”  as  a general  term  ap- 
plied to  social  science,  not  as  in  ideology. 

Science  produces  new  ideas,  new  facts, 
and  new  thoughts  that  allow  for  better  liv- 
ing. Social  adjustment  is  the  way  we  take 
the  benefits  of  science  and  apply  them  to 
our  problems. 

Social  adjustment  is  going  on  all  the  time. 
We  refer  veiy  often  to  the  particular  epi- 
sodes that  happen  as  social  change.  Social 
change  is  going  on  all  the  time  and  is  just  as 
natural  as  life  itself.  It  is  a product  of 
man.  It  is  an  evolutionary  development,  be- 
cause man  is  an  evolutionary  developing  ani- 
mal. Therefore,  we  can  expect  changes  to 
occur. 

One  thing  that  startles  us  somewhat  and 


sort  of  keeps  us  off  our  balance  is  the  fact 
that  we  are  living  in  a scientific  age.  You 
might  say  we  are  on  a scientific  binge. 
New  things  are  being  discovered  so  rapidly 
and  so  many  of  them  are  being  discovered 
that  often  we  are  not  only  surprised  but 
maybe  a little  confused  about  the  whole 
situation.  We  are  having  trouble  adjusting 
our  society  to  such  a flood  of  new  things. 

Social  progress  and  development  has  nev- 
er before  reached  the  stage  or  the  crescendo 
that  it  has  now.  Therefore,  it  is  to  be  ex- 
pected that  we  are  having  problems  in  the 
health  field.  Problems  in  the  health  field 
may  be  conspicuous  but  they  are  not  unique. 
Other  gi'oups  of  people  are  also  having  prob- 
lems; other  people  are  disturbed;  the  fann- 
ers are  disturbed  about  the  labor  unions ; 
the  lawyers  are  disturbed  about  arbitration; 
food  handlers  are  disturbed  about  coopera- 
tives; and  so  on  throughout  our  society. 
Therefore,  as  you  can  see,  we  have  all  sorts 
of  economic  problems. 

Our  Congress  has  been  interested  in  at- 
tempting to  solve  some  economic  problems 
that  are  the  result  of  scientific  advancement, 
automation,  and  many  other  things.  There- 
fore, we  must  realize  that  we,  as  a group  of 
people,  must  learn  to  have  patience  — we 
must  learn  to  try  to  understand  the  ad- 
vantages of  scientific  development,  and  we 
must  be  smart  enough  to  make  a better  life 
— to  make  this  a better  place  to  live. 

Social  progi-ess  in  health,  as  I said,  is 
quite  conspicuous  now.  As  a matter  of  fact, 
one  might  say  it  is  on  the  front  page.  Eveiy- 
body  seems  to  be  interested  in  health  now 
more  than  at  any  previous  time.  Of  course, 
this  is  a perfectly  natural  interest.  The  in- 
stinct to  suiwive  is  one  of  the  most  basic  of 
all  instincts.  It  is  perfectly  natural  that 
you  should  want  to  share  in  all  of  the  bene- 
fits that  can  be  gotten  from  a better  health 
program.  It  is  also  just  as  natural  that  we, 
as  physicians,  should  try  to  help  you  and 
work  with  you  to  further  better  health  pro- 
grams than  we  have  had  before. 

We  are  in  a period  of  some  confusion  at 
the  moment.  We  are  accusing  each  other 
of  getting  into  each  other’s  territory.  We 
have  the  feeling  that  you  are  meddling  with 
things  that  are  some  of  our  business,  and 
you  likewise  have  the  feeling  that  we  are 
meddling  with  things  that  are  some  of  your 
business. 
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It  may  be  that  we,  as  physicians,  have, 
for  the  time  being,  sort  of  lost  sight  of  the 
fact  that  we  are  really  servants  of  society: 
that  we  are  not  small  business  men,  and 
should  not  act  like  small  business  men,  and 
that  it  is  our  job  to  serve  your  needs.  How- 
ever, may  I also  call  your  attention  to  the 
fact  that  you  also  have  very  definite  obliga- 
tions in  this  field.  Your  obligation  is  to  try 
to  understand  our  problems  and,  of  course, 
we  do  have  pi’oblems.  Therefore,  I am  go- 
ing to  spend  the  rest  of  the  time  discussing 
our  problems. 

The  problems  of  medical  science  differ 
somewhat  from  those  of  other  sciences. 
Someone  devises  something  that  allows  a 
new  machine  to  be  built,  then  somebody 
builds  the  machine,  calls  in  a salesman,  ad- 
vertises it,  and  then  sells  the  machine. 

On  the  other  hand,  a discovery  is  made  in 
medical  science.  It  is  then  published  in  a 
medical  jouimal  which  is  read  the  next  day 
or  a few  days  later  by  many  people  who 
are  interested  in  this  same  problem.  What 
do  these  people  then  do?  These  other  peo- 
ple, who  are  research  people,  immediately 
start  working  on  this  same  problem.  The 
first  thing  that  they  attempt  is  to  duplicate 
what  the  first  man  did,  because  we  all  know 
that  sometimes  when  one  gets  an  idea  he  be- 
comes enthusiastic  and  may  be  so  taken 
with  his  idea  that  he  may  forget  some  of  the 
controls.  As  a result,  he  may  not  have  pro- 
duced a sound  experiment.  In  medicine  we 
are  not  satisfied  until  the  results  of  this 
first  experiment  have  been  verified  at  least 
by  several  other  scientists. 

The  next  problem,  often,  even  more  diffi- 
cult than  the  first,  is  to  try  to  see  how  this 
new  information  can  be  usefully  and  safely 
applied  in  the  health  field.  You  probably 
do  not  realize  that  it  takes  about  as  much 
of  our  effort  and  care  to  be  sure  we  do  no 
hann  as  that  we  do  good  with  a new  drug. 

We  have  a protective  function  insofar  as 
your  health  is  concerned.  Pretty  good  ex- 
amples of  that  were  the  recent  polio  vac- 
cines. It  took  quite  a while  to  develop  the 
Salk  vaccine,  then  along  came  an  oral  vac- 
cine. It  has  now  taken  some  two  to  three 
years  for  medical  scientists  to  be  sure  that 
oral  vaccine  is  a safe  thing  to  use  on  people. 
We  are  not  like  the  space  agency.  They 
have  only  the  life  of  one  astronaut  at  stake. 
However,  we  have  millions  of  lives  at  stake 


when  we  propose  anything  new  in  the  health 
field.  As  I have  said,  this  is  a responsibility 
that  is  not  very  well  understood. 

It  may  be  that  some  lay  magazine  picks 
up  the  first  report  of  some  experimental 
work,  somebody  reads  it  on  Sunday  and 
then,  on  Monday,  goes  to  his  doctor’s  office 
and  says,  “I  want  this  for  myself.”  Well, 
they  just  do  not  have  any  idea  at  all  of  the 
responsibility  and  terrific  amount  of  care 
that  must  be  used  in  making  those  applica- 
tions to  the  health  of  the  people. 

We,  in  addition  to  trying  to  integrate  and 
trying  to  fit  new  scientific  advances  into 
health,  also  have  other  problems  that  you 
may  realize.  One  of  these  is  keeping  our- 
selves informed  of  the  new  things  in  health. 
We  now  have  accumulated  so  much  knowl- 
edge about  health  problems  that  it  taxes  the 
ability  of  any  one  of  us  to  have  a working 
knowledge  of  all  of  the  things  appearing 
from  day  to  day.  Therefore,  we  have  to 
spend  a tremendous  amount  of  time  in  keep- 
ing up  our  knowledge. 

We  have  also  spent  a lot  of  time  in  school. 
Our  training  is  longer  than  that  of  any  other 
professional  person.  However,  we  have  to 
continue  that  training  throughout  our  lives. 
Therefore,  you  can  see  that  we  are  busy  in 
addition  to  serving  you. 

I think  you  will  agree  with  us  that  we  are 
rather  pleased  with  the  job  we  have  done. 
We  think  the  health  benefits  to  our  society 
are  some  of  the  most  remarkable  things 
that  have  happened  during  this  era.  In  no 
other  place  in  the  world  have  we  gotten 
along  quite  as  well.  However,  this  does  not 
mean  that  we  do  not  have  problems  and 
that  we  cannot  do  better. 

Now  then,  we  have  three  particular  prob- 
lems which  I would  like  to  discuss  in  a little 
more  detail. 

One  of  them  has  to  do  with  the  attitude 
of  the  public  toward  medical  organizations. 
The  second  is  the  difficulty  of  medicine  in 
making  social  adjustments.  The  third  has 
to  do  with  the  matter  of  medical  education. 

Our  medical  organization  had  a very  na- 
tural evolution.  We  soon  found  out,  as  we 
commenced  to  learn  about  scientific  medi- 
cine, that  we  had  to  communicate  with  each 
other.  As  a result,  we  formed  what  can  best 
be  described  as  a professional  society.  It 
was  the  job  of  that  professional  society  to 
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exchange  information  and  to  educate  its 
members. 

The  meeting  that  you  are  attending  here 
today  is  an  example  of  an  education  of  our 
members.  We  have  twenty-three  different 
authorities  from  all  over  the  United  States 
who  have  come  here  to  help  teach  the  doctors 
who  are  present.  Not  only  that,  but  a good 
many  of  them  have  taught  the  medical  stu- 
dents. Therefore,  as  you  can  see,  our  or- 
ganization means  much  to  us.  They  are  a 
part  of  our  life. 

We  spend  at  least  an  evening  or  two  a 
week  attending  some  organization  and  work- 
ing with  some  of  our  medical  societies.  This 
takes  time,  but  we  have  the  feeling  that 
this  is  one  of  the  finest  things  about  our 
life.  Therefore,  as  I say,  we  have  a pride 
in  our  medical  organization,  and  when  they 
are  described  as  being  selfish  organizations, 
this  hurts  deeply.  It  is  a hurt  that  we  can- 
not easily  get  over.  It  is  a rather  serious 
hurt. 

There  is  another  thing  that  has  happened  to 
our  organizations.  During  all  of  these  new 
medical  advances,  during  all  of  these  changes 
in  medical  care  plans,  we  have  been  some- 
what concerned  about  the  safety  of  a good 
many  of  them.  You  will  remember  that  I 
described  how  careful  we  have  to  be  in  pro- 
tecting you.  This  has  made  us  one  of  the 
most  conservative  groups  in  our  society.  We 
try  never  to  do  anything  until  we  are  sure. 
We  never  support  anything  until  we  feel 
sure  that  it  is  the  best  thing  to  do.  There- 
fore, we  naturally  have  been  disturbed  about 
some  of  the  new  legislation  and  some  of  the 
new  things  proposed  in  the  health  field  and 
we  want  to  do  something  about  it. 

Therefore,  as  a result  of  our  feelings,  we 
have  recently  undertaken  what  we  call  a 
public  activity  — we  have  tried  to  influence 
legislation.  Whether  that  was  a mistake  or 
not,  I do.  not  know.  We  did  what  seemed 
right  about  it.  However,  here  is  what  this 
public  activity  has  done  to  us  as  a medical 
organization. 

You  did  not  know  much  about  our  medical 
orgaiiizations  until  we  took  on  public  activ- 
ity. As  you  know,  we  live  in  an  organized 
society.  There  is  an  organization  for  al- 
most anything  and  there  is  an  organization 
for  practically  everything.  You  might  say 
that  a good  many  of  these  organizations  have 
vested  interests.  They  are  trying  to  pro- 


mote the  interest  of  the  group  for  which 
they  were  organized.  They  lobby  in  Con- 
gi'ess  and  undertake  other  political  activi- 
ties. I believe  you  are  naturally  classing  us 
with  organizations  of  that  sort. 

However,  we  are  not  like  other  organiza- 
tions of  that  sort  — we  are  basically  a pro- 
fessional organization.  Whether  or  not  we 
were  wise  to  try  to  do  these  other  things  is 
difficult  to  say  at  this  time.  However,  we 
have  done  them,  and  I think  this  has  been 
one  of  the  reasons  why  it  has  been  rather 
easy  for  you  to  misunderstand  us  and  to 
make  these  accusations  about  our  behavior. 
This  is  why  we  are  so  deeply  hurt.  We  are 
resentful,  and  our  resentment  and  hostility 
about  these  organizations  have  probably 
made  us  a little  bit  too  reactive.  We  may- 
be are  a little  bit  defiant  and  this  attitude 
may  interfere  somewhat  with  our  coopera- 
tion in  things  we  ought  to  do.  However,  we 
are  also  human  beings  just  like  you,  and, 
therefore,  we  are  offended  when  you  do 
things  that  we  feel  are  not  the  wisest  things 
to  do.  However,  if  we  have  offended  you, 
then  all  we  can  do  is  to  beg  of  you  to  tiy 
to  understand. 

Please  keep  in  mind  that  our  motives  in 
supplying  the  best  health  services  we  know 
how  to  supply  are  just  as  honorable  as  your 
desire  to  share  in  the  health  benefits.  We 
have  to  trust  each  other  a little  bit  more 
rather  than  to  suspect  one  another. 

I see  that  I have  talked  too  much  about 
some  of  these  things.  I have  talked  about 
our  difficulty  in  adjusting  to  social  change 
because  we  have  sort  of  isolated  ourselves 
professionally. 

We  also  have  a problem  in  connection 
with  medical  education.  We  are  facing  a 
crisis.  The  exploding  population  is  going 
to  demand  many  more  doctors  than  we  can 
supply.  It  is  our  job  to  run  the  medical 
schools,  to  keep  up  the  highest  excellence  of 
medical  education,  — and  it  is  your  job 
to  furnish  the  schools  and  also  your  job  to 
furnish  the  money  so  that  we  can  educate 
more  doctors. 

In  summarizing  what  I have  said  here, 

I would  like  to  reiterate  that  we  are  people 
— we  have  a problem  — we  are  working  on 
one  side  of  it  — you  are  working  on  another 
side  of  it.  Please  let’s  not  misunderstand 
each  other  — let’s  learn  how  to  work  to- 
gether — let’s  not  say  things  about  each 
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other  — let’s  not  ‘feel”  things  about  each 
other  that  are  unjustified.  Let’s  try  to  un- 
derstand the  other  person’s  position  and,  if 
we  can  do  that,  then  I think  we  can  look  for- 
ward in  this  country  to  developing  one  of 
the  finest  programs  that  anyone  could 
imagine. 

Thank  you  very  much. 

Chairman  Musselman:  Thank  you  very 

much.  Dr.  Woods. 

Let  me  remind  you  to  be  preparing  your 
questions  for  the  persons  to  pick  up  from 
the  audience. 

Our  next  speaker  will  be  Mr.  Leonard 
Woodcock,  vice  president  of  the  U.A.W., 
Detroit,  Michigan. 

Mr.  Leonard  Woodcock:  Mr.  Chainnan, 
ladies  and  gentlemen : May  I say  that  I am 
happy  to  be  here  and  what  I will  have  to  say 
is  not  meant  as  a personal  reference  to  any 
individual  doctor  but  is  slanted  for  the  edifi- 
cation of  all  doctors  and  all  those  present  at 
this  meeting. 

Any  appraisal  of  the  future  in  medicine, 
agriculture,  labor  relations,  science,  or  the 
arts  must  be  made  in  light  of  the  observa- 
tion by  Heraclitus  who  obseiwed  that  “there 
is  nothing  permanent  except  change.’’  What 
was  clear  to  him  2400  years  ago  is  blinding- 
ly apparent  to  us  today.  Because,  if  there  is 
a law  of  our  time,  a mark  of  our  age,  it  is 
that  our  world,  our  social  order,  our  mores 
are  undergoing  dramatic,  often  convulsive 
change. 

The  ability  of  a free  society  to  survive  in 
such  an  atmosphere  depends  in  large  part, 
I believe,  on  its  capacity  to  accept  change 
and  shape  it  to  democratic  ends. 

Those  of  us  who  believe  that  freedom  is 
not  only  the  highest  order  of  civilization  but 
is  the  only  context  in  which  man  can  sur- 
vive and  flourish,  have,  by  accepting  that 
credo,  taken  an  enormous  responsibility  up- 
on ourselves. 

Each  of  us  bears  an  imposing  obligation, 
to  our  children  and  their  children  — indeed 
to  all  the  children  of  the  peoples  of  the 
world  — an  obligation  to  make  freedom 
work,  continually  to  breathe  life  and  mean- 
ing and  substance  into  it. 

We  in  the  United  States  enjoy  a high  de- 


gree of  personal  liberty,  a condition,  inci- 
dentally, for  which  none  of  us  can  take 
credit.  We  are  beneficiaries  of  the  coui-age, 
the  determination  and  the  devotion  of  those 
who  were  here  before  us.  Our  task  is  to 
pass  on  this  legacy  not  only  unsullied  but  in- 
deed enhanced. 

But  freedom  is  fragile.  Its  care  and  feed- 
ing is  often  an  arduous  and  unrewarding 
chore.  Edmund  Burke  observed  that  all 
that  is  necessary  for  the  triumph  of  evil  is 
that  good  men  do  nothing.  He  knew  a free 
society  could  be  eroded  by  inaction,  com- 
placency and  a mass  flight  from  reality. 

We  need  leadership  in  America,  and  the 
call  reaches  every  stratum  of  our  social 
order  but  is,  or  should  be,  most  insistent  on 
those  in  positions  of  responsibility  in  our 
government  and  in  our  free  institutions. 

The  challenge  to  medicine  in  the  years 
ahead  thus  calls  for  leadership  fi’om  medi- 
cine — constructive,  positive  leadership, 
perhaps  even  daring.  Organized  medicine, 
as  all  of  us  will  agree  I am  sure,  abdicates 
at  its  own  peril. 

The  forces  for  change  at  work  today  can- 
not be  stopped,  nor  should  such  an  attempt 
be  made,  for  out  of  discontent  and  the  honest 
search  for  solutions  comes  human  progress. 
People  are  becoming  increasingly  aware 
that  this  is  not  the  best  of  all  possible 
worlds  — economically,  socially,  racially  or 
even  medically.  Certainly  things  are  bet- 
ter today  than  they  were  yesterday  and, 
hopefully,  they  will  be  better  tomorrow.  But 
will  “better”  be  good  enough? 

As  representatives  of  your  profession,  you 
must  supply  the  answers  the  future  demands 
— or  I can  assure  you  they  will  be  supplied 
for  you.  This  is  not  said  by  way  of  waim- 
ing.  You  know,  as  well  as  I,  that  such  is 
the  lesson  of  history. 

The  trade  union  movement  for  years  la- 
bored under  the  misapprehension  that  it 
could  resist  forever  the  forces  of  change  — 
and  it  got  Taft-Hartley.  Fortunately,  Amer- 
ican labor  learned  its  lesson  and  in  the  most 
recent  instance,  gave  positive  and  realistic 
leadership  to  the  move  to  correct  certain 
abuses  that  have  crept  into  its  operations. 
While  the  latest  measure  enacted  — the 
Landrum-Griffin  Law  — was  far  from  per- 
fect and  was,  in  fact,  even  punitive,  it  was 
a good  deal  less  destructive  than  it  would 
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have  been  had  labor  remained  aloof  or  ob- 
durate. 

In  short,  medicine  must  begin  to  supply 
some  of  the  answers  to  problems  arising  out 
of  the  imperfections  in  our  system  of  medi- 
cal care. 

I am  going  to  speak  quite  candidly  to  you 
about  the  face  of  medicine  as  it  is  viewed 
by  the  gi’eat  mass  of  the  American  people. 
And  I refer  here  to  medicine  as  an  organ- 
ization. not  as  the  individual  doctor  who  en- 
joys the  confidence  of  his  patients  — nor 
am  I referring  to  organized  medicine’s 
acknowledged  achievement  in  fighting 
quackery  and  in  raising  the  standards  of 
practice. 

Virtually  the  only  time  doctors  are  heard 
to  speak  up  on  broad  social  or  economic 
problems  is  when  they  stand  in  opposition  to 
a remedial  program.  Too  often,  the  image 
is  transmitted  of  a profession  interested 
more  in  income  than  healing,  one  that  not 
only  fights  proposed  solutions  to  real  prob- 
lems but  officially  denies  the  existence  of 
the  problems  themselves. 

When  such  criticism  as  this  is  mentioned 
publicly,  we  are  told  that  the  image  is  real- 
ly a transplant  — that  it  has  been  super- 
imposed on  medicine  by  forces  outside  the 
profession.  I don’t  buy  that.  The  Ameri- 
can people  are  not  dolts,  they  have  powers 
of  discernment,  and  if  medicine  has  a bad 
image  in  their  eyes,  medicine  is  largely  to 
blame.  The  same  is  true  for  labor,  agri- 
culture, government,  or  business.  Each  of 
us  stamps  himself. 

In  calling  for  leadership,  I do  not  call  for 
increased  public  relations  or  more  of  the 
image-building  advertising  which  permeates 
the  organizational  mentality  in  this  country. 
Neither  is  a substitute  for  enlightened  ac- 
tion. 

There  is  need  for  searching  self-analysis, 
for  realistic  critique  of  the  state  of  medi- 
cine in  America,  for  objective  appraisal  of 
the  inequities  in  the  system,  for  honest  con- 
frontation of  the  problems  faced  by  the 
ovenvhelming  majority  of  the  American  peo- 
ple, and  for  a determination  to  provide  an- 
swers to  those  problems. 

Examine  with  me,  for  a moment,  some 
of  the  genuine  problems  that  beset  the 
American  people.  As  is  time  of  any  set  of 
problems  they  will  not  be  solved  by  the 


dreary  repetition  of  spurious  ideological  as- 
sertion or  by  shibboleth.  They  will  be 
solved  only  by  the  application  of  human  in- 
telligence in  a continuous  search  for  an- 
swers. 

To  begin  with,  we  face  the  largest  increase 
in  the  population  to  be  served.  How  medi- 
cine will  be  able  to  meet  the  needs  of  a 
gi'owing  and  aging  population  demanding 
more  care  is  enough  to  challenge  our  ingen- 
uity and  resourcefulness  to  the  utmost. 

We  must  find  a way  to  produce  a great 
many  more  doctors.  This  will  require  such 
bold  steps  as  the  creation  of  many  additional 
medical  schools,  massive  enlargement  of 
present  facilities  and  greatly  strengthened 
financing  of  medical  education  as  a whole. 
The  present  supply  of  physicians  must  be 
much  more  efficiently  and  effectively  used. 
This  will  require  new  forms  of  organiza- 
tion and  integration  and  may  call  for  the 
use  of  paramedical  personnel  on  a vastly 
gi'eater  scale. 

Medicine  needs  to  take  a clinical  look  at 
the  actual  quality  of  care  and  neither  as- 
sume nor  assert  the  adequacy  of  quality. 
We  have  heard  too  many  smug  assertions 
about  quality  that  do  not  stand  up  under 
critical  scrutiny.  We  know  that  the  quality 
of  care  in  America  is  quite  uneven,  varying 
from  the  truly  outstanding  to  the  substand- 
ard. With  the  general  diffusion  of  knowl- 
edge and  infonnation  about  medicine,  people 
properly  are  becoming  more  critical  and 
more  demanding.  They  are  becoming  more 
and  more  aware  of  marginal  perfoiTnance 
in  medicine  and  they  will  not  for  long  tol- 
erate it. 

Closely  related  to  all  of  these  problems 
are  the  enormous  financial  implications  — 
the  need  for  new  methods  of  financing  med- 
ical care  and  medical  education  and  the  need 
to  bring  financing  and  clinical  practice  into 
close  harmony. 

I should  like  to  have  devoted  a major  part 
of  my  remarks  to  these  issues  whose  solu- 
tion is  fundamental.  Unfortunately,  how- 
ever, because  organized  medicine  has  con- 
centrated national  attention  on  one  very 
narrow  phase  of  medical  economics  — the 
financing  of  health  care  for  the  aged  — I 
would  like  to  address  myself  to  this  subject 
generally,  and  somewhat  later  on  become 
more  specific  with  respect  to  a few  facets 
of  the  problem.  Although  I feel  this  issue 
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has  been  inflated  far  out  of  proportion,  I am 
speaking  at  length  on  this  matter  because  I 
believe  this  controversy  illustrates  in  a time- 
ly and  concrete  way  the  point  I have  been 
tiying  to  make  with  respect  to  leadership 
and  organizational  responsibility  in  a free 
society. 

It  is  undeniable  that  older  people  in 
America  have  a health  problem.  At  the 
time  their  health  needs  increase  sharply, 
their  income  is  drastically  reduced.  Many, 
including  the  President  of  the  United  States, 
have  proposed  to  meet  this  problem  by  fi- 
nancing certain  medical  care  needs  through 
the  Social  Security  system.  No  one  has 
argued  that  this  will  clear  up  all  the  health 
problems  of  our  retired  people,  but  it  would 
solve  some  of  the  most  burdensome. 

This  approach  was  formulated  to  meet  a 
specific  problem  — a problem  that  clearly 
exists  and  one  that  will  be  solved  eventually 
because  the  American  people  are  demanding 
its  solution.  Organized  medicine  violently 
opposes  this  method,  yet  has  come  forward 
without  a suitable  alternative.  The  Kerr- 
Mills  Law,  which  was  endorsed  reluctantly 
and  only  as  what  medicine  conceived  to  be 
the  lesser  of  two  evils,  is  charity  medicine, 
unworthy  of  America  and  degrading  to 
those  it  purports  to  assist.  What  we  have  in 
Kerr-Mills  is  a modest  liberalization  of  pub- 
lic assistance,  confining  help  to  the  unfor- 
tunates who  can  pass  a means  test. 

The  repugnance  in  which  people  hold  the 
means  test  is  not  a myth.  The  aged  live  in 
acute  fear  that  however  well  they  may  have 
managed  their  economic  affairs  through 
their  working  lives,  they  may  be  complete- 
ly wiped  out  or  become  a burden  to  their 
children  because  of  extraordinary  medical 
needs.  Together  with  their  children,  they 
are  going  to  make  a determined  effort  to  get 
rid  of  any  system  that  exposes  them  to  med- 
ical indigency.  They  feel  deeply  about  this 
issue  and  they  should. 

To  advocate  a means  test  rather  than  so- 
cial insurance  is  to  disregard  elemental 
needs  of  most  older  Americans.  Physicians 
who  support  the  welfare  approach  are  either 
ignorant  of  the  way  a means  test  actually 
is  applied  by  a public  agency  or  exhibit  a 
towering  disregard  for  human  dignity. 
Some  obviously  conceive  of  it  as  a benevo- 
lent personal  judgment  based  on  a casual 
conversation  with  the  applicant.  This  is  not 
its  nature. 


Here  is  reality : the  applicant  for  help  or 
someone  acting  for  him  must  get  a state- 
ment from  a physician  specifying  his  medi- 
cal needs.  Then  the  welfare  office  screens 
him  like  any  other  applicant  for  public  as- 
sistance. His  resources  are  systematically 
explored.  If  he  has  savings,  property  and 
resources  above  certain  relatively  low 
amounts,  for  example  $1500  for  the  individ- 
ual and  $2000  for  a couple  in  Michigan,  and 
lower  limits  in  some  states,  he  is  rejected. 
In  most  jurisdictions,  the  resources  of  an 
aging  person’s  children  are  also  considered. 
All  of  these  economic  factors  must  be  in- 
vestigated and  verified.  Neither  the  word 
of  the  applicant  nor  an  affidavit  is  accepted. 

Anyone  who  has  applied  for  this  type  of 
help  can  tell  you  that  it  is  a degrading  and 
humiliating  experience,  however  painless 
and  dignified  the  welfare  agency  tries  to 
make  it.  It  is  the  kind  of  process  that  many 
who  have  been  self-supporting  all  their  lives 
but  who  are  unable  to  finance  health  care 
from  their  own  resources,  resist  to  the  bit- 
ter end.  Some  forego  medical  help  even  in 
serious  illness  rather  than  submit  to  this 
procedure.  The  means  test  harms  family 
relationships,  makes  adversaries  of  sons, 
daughters-in-law  and  grandchildren  and 
creates  an  air  of  dependency  that,  if  applied 
on  a large  scale,  would  seriously  affect  the 
self-reliant  nature  of  our  older  people  and 
destroy  family  unity. 

The  Kerr-Mills  program  is  bound  up  in 
red  tape  and  is  expensive  to  administer. 
The  welfare  agency  makes  arrangements 
with  institutions,  agencies  and  practitioners 
as  to  how  each  shall  be  compensated.  Typ- 
ically, payments  by  welfare  agencies  are 
hedged  about  with  a substantial  body  of  dic- 
ta which  regulates  the  agencies  and  institu- 
tions that  can  be  used.  Many  welfare  agen- 
cies restrict  the  choice  of  physician  and  in- 
stitution. Some  place  limits  on  clinical  prac- 
tice. Most  pay  doctors  on  a cut-rate  basis. 
In  very  few  jurisdictions  are  the  full  costs 
of  hospitalization  borne.  For  instance,  pri- 
vate hospitals  in  Detroit  which  furnish 
some  care  to  charity  patients  (including 
those  under  the  new  Kerr-Mills  program) 
are  paid  no  more  than  75  per  cent  of  hos- 
pital costs.  Under  these  circumstances, 
many  institutions  do  everything  possible  to 
avoid  accepting  such  cases  and,  instead,  re- 
fer them  to  government  hospitals. 

The  organization  most  representative  of 
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public  welfare,  the  American  Public  Wel- 
fare Association,  endorses  the  social  insur- 
ance rather  than  the  means  test  method  of 
financing  health  care  for  the  aged.  Welfare 
administrators  know  from  bitter  experience 
that  when  each  state  sets  its  own  standards, 
and  each  county  or  city  makes  its  own  oper- 
ating rules,  needs  are  met  with  great  un- 
evenness. 

The  long-teiTn  use  of  the  public  welfare 
approach  is  likely  to  mean  that  government 
at  local  and  state  levels  will  get  far  more 
involved  in  the  operation,  organization  and 
control  of  medicine  than  could  possibly  take 
place  under  Federal  social  insurance.  In 
the  bill  proposed  by  the  Kennedy  Adminis- 
tration, the  Federal  Government  would  be 
empowered  to  set  reasonable  standards,  sim- 
ilar to  those  sponsored  and  encouraged  by 
organized  medicine  which  would  enhance, 
improve  and  protect  the  quality  of  medical 
care  rather  than  threaten  it.  All  the  pro- 
posals for  financing  through  Social  Security 
guarantee  freedom  of  choice  of  physician 
and  prohibit  interference  with  the  adminis- 
tration of  health  agencies  and  institutions. 
Organized  medicine  in  its  virulent  opposition 
to  social  insurance  has  thus  accepted  an  ex- 
tension of  nagging  local  regidations  and  in- 
adequate financing  that  characterize  the 
welfare  approach.  This  would  appear  to  be 
a clinical  example  of  the  consequences  of  sys- 
tematic and  steadfast  obstructionism. 

The  only  workable  approach  in  financing 
health  care  for  the  aged,  who  have  low  in- 
comes and  high  medical  costs,  is  to  spread 
the  risk  over  the  broadest  possible  base. 
Even  attempts  like  that  in  Connecticut  to 
pool  the  resources  of  all  insurance  companies 
and  offer  a single  program  on  a nonprofit 
basis  still  are  inadequate.  Under  such  pro- 
grams, financing  for  this  high  risk  still 
must  come  from  those  who  share  it  — the 
aged,  whose  incomes  are  low.  Given  a basic 
program  such  as  that  proposed  by  the  Ad- 
ministration, however,  there  is  a chance 
that  by  such  devices  as  are  being  suggested 
in  Connecticut  and  by  extension  of  Blue 
Cross  and  Blue  Shield  and  other  prepayment 
insurance  plans,  it  will  be  possible  to  devise, 
at  reasonable  cost,  programs  which  supple- 
ment with  private  sources  the  basic  social 
insurance  benefits  to  a meaningful  combined 
level.  This  is  what  has  happened  in  pen- 
sions, where,  through  collective  bargaining. 
Social  Security  retirement  benefits  have 


been  privately  supplemented  to  provide 
something  approaching  a decent  level. 

Much  has  been  made  of  the  argument 
that  the  President’s  proposal  is  a foot-in- 
the-door  toward  universal  health  insurance. 
There  is  no  justification  in  fact  for  such  a 
conclusion.  Quite  the  reverse  is  true.  De- 
spite the  dark  predictions  made  when  the 
Social  Security  system  was  enacted,  private 
insurance  has  expanded  and  flourished  since 
that  time.  It  is  a demonstrable  fact  that 
social  insurance  has  stimulated  rather  than 
inhibited  the  growth  of  private  insurance. 

American  medicine  must  learn  to  accept 
those  forms  of  legislation  that  are  necessaiy 
and  even  inevitable  and  concentrate  on 
building  a strong  and  vital  voluntary  health 
insurance  system  for  the  bulk  of  the  un- 
retired and  to  supplement  the  minimum  so- 
cial insurance  program  for  the  aged.  IMark 
you  well : we  endanger  the  voluntary  health 
insurance  system  by  our  failure  to  develop 
a reasonable  and  civilized  alternative  for 
meeting  the  health  needs  of  older  people. 

Labor  is  well  aware  that  medicine  entered 
voluntary  prepajunent  with  the  greatest  re- 
luctance and  only  after  vigorous  initial  op- 
position. Even  now,  a great  many  doctors 
tolerate  private  health  insurance  but  do 
not  embrace  it.  In  state  after  state,  there 
has  not  been  a commitment  to  the  seiwice 
principle  of  full  payment  under  a defined 
income  ceiling.  Even  where  good  plans  ex- 
ist, a substantial  number  of  physicians  re- 
fuse to  participate  — reseiwing  the  right  to 
charge  what  the  traffic  will  bear  and  mak- 
ing it  difficult  if  not  impossible  for  insur- 
ance companies  and  prepajunent  agencies  to 
expand  or  perfect  voluntary  prepayment. 
Even  the  best  of  the  generally  available 
medical  society  plans  offer  very  limited  con- 
tracts — mere  beginnings  towards  the  need- 
ed levels  of  prepajTnent.  If  the  voluntary 
system  is  to  work,  it  will  be  necessaiy  to 
make  major,  even  sweeping  advances  in  the 
existing  protection. 

Yet,  instead  of  pioneering  in  new  fields  of 
prepayment  and  offering  leadership  in  de- 
veloping and  perfecting  new  plans,  organ- 
ized medicine  has  been  at  best  the  reluctant 
partner  or,  more  often  than  not,  the  advance 
guard  in  opposition  to  new  voluntaiy  efforts 
aimed  at  modernizing  medical  organization 
and  extending  prepayment  plans  beyond 
their  traditional  boundaries. 
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In  this  field  where  medicine  should  have 
a primary  role  we  find  that  leadership  from 
outside  — from  industiy,  from  labor,  from 
all  kinds  of  groups  — is  moving  in  to  fill 
the  vacuum  created  by  the  inaction  of  or- 
ganized medicine. 

There  is  reallv  no  choice  between  improv- 
ing and  developing  present  plans  and  main- 
taining the  status  quo.  Society  will  not  tol- 
erate the  inadequacies  of  today’s  health  in- 
surance. Whether  government  Avill  occupy 
a vastly  expanded  role  will  depend  largely 
on  whether  voluntary  agencies  can  develop 
a system  which  goes  a lot  further  towards 
solving  the  basic  problems  of  medical  eco- 
nomics. 

The  crucial  challenge  confronting  medi- 
cine is  to  bring  an  increasingly  higher  qual- 
ity of  medical  care  to  all  Americans  at  a 
price  thev  can  afford.  I can  assure  you  that 
any  positive  effort  by  organized  medicine 
that  is  so  designed  will  receive  the  enthusi- 
astic support  of  the  men  and  women  of 
American  labor  and  indeed,  of  the  millions 
of  Americans  who  aspire  to  longer,  richer, 
healthier  and  more  abundant  lives. 

I have  outlined  a host  of  areas  in  which 
medicine  must  begin  to  exercise  a full  meas- 
ure of  leadership.  Doctors  are  citizens,  too, 
and  they  share  in  the  total  responsibility  for 
the  well-being  of  society. 

To  refuse  to  accept  this  fundamental  ob- 
ligation would  not  only  be  disastrous  for 
medicine  and  the  community  as  a whole,  but 
would  constitute  a violation  of  our  moral  co- 
mitment  to  freedom. 

The  future  holds  vast  promise  but  its 
realization  will  require  the  best  of  all  of  us. 
But  I believe,  as  I’m  sure  you  do,  that 
there  is  no  dilemma  beyond  solution  by  free 
men,  given  good  will  and  determination. 

It  is  our  charge,  youi's  and  mine,  to  make 
certain  that  such  are  brought  to  bear. 

Chairman  Musselman:  Thank  you,  Mr. 
Woodcock. 

Our  next  speaker  is  Dr.  Edward  A.  An- 
nis.  Surgeon,  of  Miami,  Florida. 

Dr.  Edward  R.  Annis:  Mr.  Chairman,  la- 
dies and  gentlemen : 

These  are  indeed  challenging  times  — they 
are  changing  times  as  well. 


We  have  many  people  who  tell  us,  accuse 
us,  that  medicine  is  veiw  costly,  some  of 
which  is  the  fault  of  the  doctor.  They  talk 
about  the  advance  of  medical  care  and  the 
advanced  cost  of  medical  care,  as  if  we  did 
not  know  something  about  it  and  yet,  how- 
ever, we  know  more  about  it  than  anybody 
else  because  we  work  and  deal  with  it  every- 
day. 

One  of  our  responsibilties,  however,  in 
speaking  to  our  American  people  who  are 
our  friends,  who  are  our  patients,  who  are 
also  those  interested  in  America,  is  to  let 
them  know  what  our  story  is,  telling  our 
story  so  that  the  people  can  understand 
first,  the  reason  for  the  cost  of  medical  care, 
secondly,  how  we  can  plan  as  individuals, 
as  free  men  and  women  to  help  take  care  of 
ourselves,  to  help  people  stand  on  their  own 
feet  and  take  care  of  themselves  to  the  ex- 
tent any  segment  of  our  population,  old  or 
young  is  unable  to  provide  for  themselves 
the  benefit  of  modern  medical  care  — that 
this  is  not  the  province  of  government. 

We  have  to  again  inform  our  people  that, 
by  and  large,  American  society  is  built  on 
freedom,  the  responsibility,  the  self-reliance 
of  the  individual.  We  feel  that  just  as  he 
provides  for  his  food,  his  clothing,  his  shel- 
ter, that  he  can  also  provide  for  his  medical 
care,  especially  if  allowed  to  retain  the  free 
plan  in  a free  society,  unfettered  by  an  all- 
powerful  government  depriving  him  of  the 
wherewithal  he  works  hard  to  obtain.  This 
is  a part  of  the  story  that  we  must  tell  to 
the  American  people. 

Sure,  it  is  costly.  No  one  knows  it  bet- 
ter than  we.  ]\Iany  of  you  started  practicing 
before  I did  and  I came  out  before  the  days 
of  sulfanilamide.  Today,  we  do  not  see 
those  diseases  that  used  to  kill  many  of  our 
youngsters  before  they  even  grew  up.  We 
have  people  living  on  beyond  the  years  that 
they  used  to  and  we  say  that  these  gi’eat  ad- 
vances in  medical  care  are  simply  marvelous. 

You  know,  i\Ir.  Woodcock,  this  afteraoon, 
will  be  in  Los  Angeles  and  I will  be  in  Co- 
lumbus, Ohio.  I don’t  know  where  some  of 
the  others  of  you  will  be,  but  this  is  a tribute 
to  the  tremendous  gi’o\rth  of  the  ability  to 
transport  people  from  one  end  of  the  coun- 
try to  the  other. 

We  no  longer  practice  medicine  from 
horse  and  buggys  with  little  black  bags;  we 
practice  jet-age  medicine. 
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People  are  fascinated  by  the  advances  in 
electronics.  Down  there  at  Cape  Canaveral 
we  have  some  missiles.  We  can  shoot  a mis- 
sile four  thousand  miles  and  have  it  hit  a 
target  not  any  larger  than  this  room  and  hit 
it  nine  times  out  of  ten  that  far  away. 

Also,  you  can  pick  un  a telephone  and  dial 
a friend  of  yours  in  Seattle,  South  Hamp- 
ton or  wherever  he  happens  to  be,  and  you 
can  dial  him  direct.  These  are  due  to  the 
marvelous  advances  of  electronics,  which  en- 
able us  to  do  all  of  these  things. 

Television  is  another  maiwelous  advance. 
This  is  a tremendous  medium  whereby  we 
can  tell  our  story  to  the  American  people 
and  thus  enable  them  to  realize  the  great  ad- 
vances we  have  made. 

However,  do  you  know  what  we  have  not 
done  as  physicians  and  as  those  who  have 
been  friendly  to  physicians?  We  have  not  re- 
minded the  people  that  while  all  of  these  ad- 
vances have  been  made  in  all  other  fields 
that  we  have  had  equally  marvelous  and 
soul-stirring  and  economically  satisfying  ad- 
vances in  the  field  of  medicine. 

Scientists  in  the  laboratory  and  in  indus- 
trial education  come  to  our  aid  so  that  we 
develop  heart-lung  machines  and  others 
whereby  we  can  bypass  the  heart  itself, 
maintain  the  integrity  of  the  brain  and  vital 
organs  while  the  surgeon,  at  the  same  time, 
can  go  into  the  heart  and  sew  it  up.  These 
things  we  could  not  do  were  it  not  for  indus- 
try, industrial  engineering,  chemistry  and 
all  of  the  others  who  make  these  things  pos- 
sible. 

We  are  proud  of  the  role  that  we  have 
played  in  adding  to  the  longevity  of  our 
American  citizens.  We  are  now  adding 
some  thirty  thousand  people  eveiy  month  to 
those  who  live  on  past  age  sixty-five  in  ex- 
cess of  deaths  and,  when  they  reach  age  six- 
ty-five, if  they  learn  how  to  cross  streets  so 
that  they  are  not  one  of  the  hundreds  killed 
on  our  highways  eveiy  day,  then  they  can 
still  expect  to  live  an  average  of  fifteen 
years  because  of  medical  care. 

We  think  all  of  this  is  good  and  all  that 
we  have  to  do  is  to  remind  the  people  about 
it. 

However,  this  is  costly.  The  greatest 
cost  of  medical  care  is  labor  — in  our  hos- 
pitals, in  our  offices,  in  our  phaiTnaceutical 


laboratories  and  all  the  rest.  These  are  the 
things  that  an  American  will  readily  under- 
stand and  readily  agree  with.  They  realize 
that  a jet  airplane  costs  many  millions  of 
dollars  — that  it  costs  a whole  lot  more  than 
a horse  and  buggy.  However,  they  also 
know  that  one  jet  in  a day  can  transport 
more  people  than  a hundred  horse  and  bug- 
gys  in  a month  and  when  we  remind  them 
of  this  they  say,  “yes,  that  is  true.” 

About  a year  and  a half  ago  there  was  an 
investigation  going  on  in  the  pharmaceutical 
industry  and,  of  course,  you  know  that  when- 
ever there  is  an  investigation  it  is  always 
bringing  somebody  down  to  Miami  during 
the  winter  time  because,  after  all,  that  is 
the  time  that  things  have  to  be  investigated 
in  Miami. 

There  was  one  individual  down  there  who 
said  (before  Communists  became  active  in 
Cuba)  that  he  could  go  into  Cuba  and  pur- 
chase a capsule  for  twenty  cents,  the  same 
type  of  capsule  that  he  could  purchase  in 
Miami  for  fifty  cents — that  this  wasn’t 
right  — that  this  was  an  example  of  the 
high  cost  of  medical  care.”  He  said  that  this 
was  an  example  of  how  the  pharmaceutical 
industry  was  getting  rich  at  the  expense  of 
the  American  people. 

Well,  this  reminds  me  of  the  story  that 
many  of  you,  I am  sure,  have  heard  — about 
things  being  approximately  correct. 

A fellow  was  going  down  the  street  one 
day  and  met  an  old  friend  and  he  said  to 
him,  “Hello,  Joe,  I haven’t  seen  you  in 
ages.  However,  I heard  you  made  a million 
dollars  in  oil.” 

Joe  then  replied,  “Harry,  it’s  good  to  see 
you.  What  you  say  is  approximately  cor- 
rect. It  wasn’t  me,  it  was  my  brother;  it 
wasn’t  oil,  it  was  steel ; and  I did  not  make 
it,  I lost  it.”  (Laughter).  However,  as  you 
can  see,  it  was  approximately  correct. 

Now  then,  what  is  the  story? 

One  pharmaceutical  company  had  spent 
over  five  million  dollars  before  a major 
product  that  would  prolong  life  and  relieve 
suffering  in  this  country  was  made  available 
to  the  American  people.  Of  course,  all  of 
this  had  to  be  paid  for  and,  as  a result,  all 
of  the  past  research  in  connection  with  this 
product,  as  well  as  other  products,  had  to 
be  incorporated  in  the  price  of  the  drug. 
The  same  thing  applies  in  connection  with 
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any  drug  we  purchase.  After  all,  for  every 
drug  that  has  been  found  to  be  safe  and  can 
be  used,  there  are  hundreds  of  research  ex- 
periments that  have  gone  on  before  it  has 
achieved  that  status.  Therefore,  as  you 
can  readily  understand,  we  do  have  to  pay 
for  the  research  in  the  past  as  well  as  in  the 
future. 

However,  through  the  results  of  some  of 
these  research  experiments  which  have  been 
made  available  to  us  in  the  medical  profes- 
sion, we  have  learned  to  save  lives,  to  pro- 
tect and  prolong  lives  and  then  we  have  also 
made  these  products  available  to  other  peo- 
ples by  giving  them  the  formulas  without 
charge,  giving  them  the  results  of  research 
they  have  not  paid  for.  Nor  are  they  pay- 
ing for  a continuation  of  our  great  research 
made  available  to  the  rest  of  the  world. 
However,  we  also  let  them  produce  these 
things  with  their  own  labor  and  I am  sure 
that  there  is  not  a laboring  man,  woman  or 
labor  leader  in  this  country  that  would  sug- 
gest that  we  lower  the  cost  of  medical  care 
by  lowering  the  prices  we  pay  labor  in  the 
phannaceutical  industry  or  any  branch  in 
connection  with  the  distribution  of  a prod- 
uct to  the  American  people. 

Now  then,  let’s  look  at  the  other  side  of 
this  story.  The  American  people,  if  we  will 
just  tell  them  about  this,  will  not  ask,  “How 
much  does  it  cost?”  They  will  ask,  “How 
much  is  it  worth?” 

You  know  we  did  not  call  these  drugs 
“miracle”  drugs  — the  phannaceutical  in- 
dustry did  not  call  them  that.  The  Ameri- 
can people  called  them  “miracle  drugs”  be- 
cause they  saw  people  live  who  used  to  die. 

A couple  of  weeks  ago,  when  I returned 
from  Houston,  I had  occasion  to  operate  on 
a little  girl  seven  years  of  age  who  had  a 
ruptured  appendix.  She  came  from  a big 
family  of  some  six  children  and,  because 
she  had  a big  family  (such  as  I do  of  seven 
kids)  nobody  was  made  aware  of  the  fact 
that  she  had  been  sick  for  a couple  of  days. 
Therefore,  nobody  realized  it.  Well,  any- 
way, she  had  a ruptured  appendix  and  was 
taken  to  the  hospital  and  the  appendix  was 
removed.  She  was  then  given  some  of  these 
marvelous  drugs  and  in  about  eight  days 
went  home  a healthy  little  girl  and  able  to 
go  back  to  school  a week  later. 

I ask  you,  how  much  did  that  cost?  Pos- 
sibly it  cost  only  forty  to  fifty  dollars.  How- 


ever, how  much  was  it  worth?  I wondei 
what  value  her  parents  would  put  on  the 
drugs? 

We  do  not  ask  how  much  something  costs 
— we  ask  how  much  it  is  worth.  These  are 
the  things  that  we  must  remind  our  people 
of.  I am  sure  that  we  only  have  to  remind 
them,  because  they  do  know  the  basic  right 
of  what  we  say.  You  know.  I have  a per- 
sonal interest  in  this  myself  because  my 
father  died  of  a ruptured  appendix.  This 
was  in  the  days  before  we  had  these  mar- 
velous drugs.  Therefore,  the  lack  of  them 
cost  a great  deal  in  those  days.  Therefore, 
as  you  can  see,  we  are  proud  of  this  industry. 

In  fact,  the  other  day  one  of  my  friends 
said  to  me,  “Do  you  know  something?  They 
now  have  an  antibiotic  for  which  there  is 
no  known  disease.”  (Laughter.)  There- 
fore, it  does  cost  money  and  we  know  it. 

Furthermore  we  do  have  to  help  fonnu- 
late  plans  to  meet  these  costs  because  we 
know  the  costs  are  going  to  continue  to  rise. 
We  are  going  to  have  to  continue  to  pay  la- 
boring people.  We  are  going  to  have  to  pay 
them  in  our  hospitals,  in  our  drug  industry, 
and  also  in  connection  with  research. 

We  must  encourage  those  in  the  great  in- 
surance industry  to  expand  their  programs, 
to  make  broader  coverage  available  as  we 
get  actuarial  experience  in  this  field.  I am 
sure  that  as  this  happens  we  will  then  be 
able  to  make  broader  and  broader  policies 
available  to  more  and  more  of  the  American 
people  and  at  a rate  that  almost  anyone  can 
afford  to  pay. 

Further,  we  have  to  avoid  excessive  utili- 
zation to  the  extent  that  we  can.  Here  we 
have  to  call  on  labor  leaders  and  industi'y  to 
help  us  in  this  program  because  it  is  not 
the  sole  responsibility  of  doctors  to  cut  down 
the  overutilization.  You  and  I both  know 
that  if  you  have  an  employee  who  has  to 
pay  part  of  the  cost  of  his  hospitalization, 
after  he  goes  into  a hospital,  say,  with  a 
hernia  or  an  inflamed  appendix,  two  or 
three  days  later  he  is  badgering  you  to  get 
out.  However,  where  the  employee  is  fully 
covered  without  undue  expense  to  himself 
then  he  tends  to  linger  on  anywhere  from 
four  to  seventy  days.  Generally,  in  connec- 
tion with  this  employee,  when  you  attempt 
to  have  him  discharged  he  will  come  back 
at  you  with  the  statement  that  there  is  no- 
body at  home  to  take  care  of  him.  There- 
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fore,  as  a result,  when  a company  or  the  in- 
surance company  is  paying  the  whole  bill, 
there  is  a tendency  on  the  part  of  the  pa- 
tient to  remain  for  a longer  time  in  the  hos- 
pital. 

We  figure,  in  connection  with  Blue  <lross 
alone,  if  every  doctor  in  the  state  of  Florida 
kept  each  of  his  patients  in  the  hospital  one 
extra  day  a month,  that  this  would  cost  us 
over  a million  dollars. 

Of  course,  they  tell  us  that  it  is  we  doc- 
tors who  control  how  long  a patient  stays. 
Well,  from  a medical  standpoint,  this  may 
be  the  case.  However,  it  is  not  true  in  all 
respects.  We  have  found  that  even  though 
a person  who  is  insured  still  only  has  to  pay 
a dollar  a day  or  a total  of  fifteen  or  twenty 
dollars  from  his  own  pocket,  then  he  will 
say,  “Doctor,  what  time  are  you  going  to  be 
around  to  discharge  me?  I hope  it  is  before 
eleven  o’clock  because  that  is  check-^ut  time 
and  I do  not  want  to  pay  for  another  day.” 

I hope  that  we  will  do  something  about 
this  overutilization  problem.  I hope  that 
our  labor  leaders  and  those  negotiating  con- 
tracts will  realize  that  unless  we  leave  a 
certain  amount  of  self-determination,  unless 
we  put  a little  bit  of  personal  responsibility 
on  the  persons  themselves  in  meeting  their 
obligations,  and  I am  talking  about  the 
rank  and  file  of  Americans,  that  we  will 
continue  to  have  trouble  in  this  respect.  As 
long  as  we  let  someone  else  pay  the  bill, 
these  people  are  not  going  to  have  the  re- 
sponsibility so  necessary  to  cut  down  over- 
utilization. 

I also  believe  that  we  have  to  get  doctors 
increasingly  aware  of  participating  in  serv- 
ice plans,  to  take  care  of  people  in  low  and 
moderate  income  groups.  This  can  be  done 
easier  in  connection  with  surgeiy  than  in 
many  branches  of  medicine.  However,  we 
have  to  keep  working  for  people  in  the  four 
thousand,  five  thousand  and  six  thousand 
dollar  income  area  so  they  know,  if  anything 
happens  to  them,  they  can  rest  assured  that 
if  they  require  an  opei*ation  or  something 
else,  their  insurance  will  cover  it.  There- 
fore, as  I say,  this  is  a place  where  we  must 
do  something  and,  further,  this  is  one  of  the 
challenges  of  the  future. 

Now  then,  we  talk  about  Kerr-Mills  as 
being  charity  medicine.  When  we  talk  about 
people  being  required  to  take  a means  test 
and  how  it  is  degrading,  et  cetera,  we  also 


again  have  to  talk  to  the  American  people 
and  ask  them  as  to  what  a means  test  is. 

What  we  are  talking  about  is  spending  the 
taxpayer’s  money  and,  of  course,  the  govem- 
ment  has  no  right  to  spend  money  irrespon- 
sibly without  having  a reason  for  spending 
it. 

The  King-Anderson  Bill  also  says  that  we 
want  to  have  scholarships  for  needy  students 
who  want  to  study  medicine  and  dentistry, 
and  that  every  scholarship  progi’am  should 
be  set  up  on  this  basis.  Of  course,  you  must 
remember  that  every  time  you  boiTOw  money 
from  a bank  you  must  also  pass  a means 
test.  The  opening  of  a charge  account  also 
requires  the  passing  of  a means  test.  Eveiy 
time  you  get  social  security  you  have  to  pass 
a means  test  to  the  extent  that  you  certify 
how  much  income  you  have  and  also  other 
things  which  pertain  to  it. 

All  that  we  are  saying  is  that  if  we  are 
going  to  spend  tax  dollars  we  do  have  to 
have  reasons  for  spending  them  and,  of 
course,  there  are  certain  conditions  that  peo- 
ple must  satisfy  before  they  can  have  tax 
dollars  made  available. 

You  talk  about  charity  medicine.  Here  is 
a progi'am  presented  at  the  present  time  in 
the  Congi’ess  that  would  put  eleven  million 
people  under  the  charity  of  the  working  peo- 
ple of  America  and  their  employers.  There 
are  eleven  million  people  receiving  Social 
Security  today  who  are  over  age  sixty-five. 
Seven  point  seven  million  of  these  have  their 
own  insurance  and  they  could  drop  it  be- 
cause all  they  would  have  to  do  is  pay  the 
ninety  dollar  deductible,  drop  their  insurance 
and  then  the  taxpayers  would  pay  the  rest 
of  the  bill.  Charity?  This  is  charity  for 
eleven  million  people  immediately,  and  we 
are  asking  the  young  working  people  of  this 
country  to  continue  to  purchase  their  ovti 
insurance,  to  take  care  of  themselves  and 
their  children  by  the  use  of  their  o\vn  in- 
surance; to  pay  for  the  mortgage  on  their 
home,  the  interest  on  their  car  and  then 
also  pay  an  additional  amount  to  these  oth- 
er people  just  because  they  are  over  sixty- 
five  and  eligible  for  Social  Security,  whether 
they  need  it  or  not,  whether  they  want  it  or 
not,  whether  they  ask  for  it  or  not.  We  are 
attempting  to  place  this  responsibility  upon 
the  younger  worker  in  this  country  who  is 
still  ti*ying  to  pay  for  his  own  home  and  has 
many,  many  responsibilities  that  frequently 
older  people  do  not  have.  This,  ladies  and 
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gentlemen,  is  the  reason  why  we  have  to  tell 
the  American  people  a little  bit  of  our  story. 

However,  at  the  same  time,  we  have  to 
give  veiy  concrete  and  understanding  rea- 
sons for  our  position  on  the  Social  Security 
method  of  financing. 

This  is  not  Social  Security  extension  — 
this  is  not  social  insurance  — it  is  not  in- 
surance — it  is  not  prepayment.  This  is  a 
tax. 

The  United  States  Supreme  Court  has 
maintained  it  is  a tax.  Furthermore,  Social 
Security  is  not  actuarily  sound.  Yes,  it  is 
fiscally  sound  as  is  any  program  of  govern- 
ment as  long  as  the  United  States  Govern- 
ment has  the  ability  to  tax,  to  obtain  the 
money. 

This  is  not  insurance.  If  it  was  a true 
extension  of  Social  Security,  we  would  be 
giving  to  these  people  more  dollars.  After 
all,  we  do  not  supply  them  with  groceries; 
we  do  not  supply  them  with  clothing;  we  do 
not  supply  them  with  housing.  No,  if  they 
do  get  public  housing  then  they  have  to  pass 
a means  test  in  order  to  qualify.  We  give 
them  dollars  and  then  they  go  out  and  buy 
the  kind  of  food  they  want,  the  kind  of  cloth- 
ing they  want  — they  use  their  own  free 
choice  as  to  what  they  do  with  those  dol- 
lars. 

Now  then,  an  extension  of  Social  Secur- 
ity would  give  them  more  dollars  with  which 
to  purchase  insurance  for  their  health  care, 
pay  their  hospital,  doctor,  and  drug  bills. 
This  would  be  an  extension  of  Social  Secur- 
ity. However,  Avhat  is  it?  This  is  entirely 
a different  feature,  a different  program  en- 
tirely, where  the  government  is  not  giving 
dollars  for  their  needs  — it  is  providing 
them  with  a type  of  service  purchased  by  the 
government  with  tax  dollars,  under  rules, 
regulations,  and  controls  established  by  the 
department  of  H.E.W.  in  Washington. 

Furthermore,  when  they  say  that  this 
does  not  control  and  does  not  pay  doctors 
then  that  is  because  they  ignore  that  little 
provision  that  says,  “and  other  provisions,” 
because  in  “and  other  provisions”  they  will 
pay  interns,  residents,  doctors,  out-patient 
diagnostic  tools,  as  well  as  pathology,  phys- 
ical medicine  and  X ray.  These  facilities 
will  be  available,  not  by  free  choice  of  your 
own  physician  or  own  hospital,  but  only 
if  these  people  go  to  hospitals  under  contract 
with  the  federal  government.  This  is  not 


Social  Security,  this  is  a different  type  of 
program  where  the  government  is  going  to 
provide  for  a whole  segment  of  our  popula- 
tion, whether  they  need  it  or  not,  whether 
they  can  afford  it  or  not.  They  are  going 
to  use  the  Social  Security  mechanism  merely 
as  a way  to  raise  money. 

A one  per  cent  rise  in  Social  Security 
takes  two  billion  dollars  out  of  the  Ameri- 
can economy,  and  if  anybody  has  some  new 
program  (and  this  is  one  of  the  insidious 
and  dangerous  elements  involved  in  this  so- 
called  extension)  that  is  generated  in  any 
branch  of  the  government ; if  someone  comes 
up  and  says,  “This  is  something  we  want  to 
do;”  if  a new  program  comes  in  and  they 
want  to  know  where  the  money  can  be  got- 
ten from,  then,  once  we  establish  that  they 
can  do  it  under  Social  Security,  every  time 
they  raise  it  one  per  cent,  as  I said,  it  will 
take  two  billion  dollars  out  of  the  American 
economy. 

Of  course,  this  is  a lot  of  money.  The 
Kerr-Mills  principle  is  based  soundly  on  the 
principle  that  the  local  physician,  the  fam- 
ily doctor  determines  medical  need ; the  local 
community  determines  financial  need;  and 
the  only  role  of  the  federal  government  -is 
one  of  helping  the  states  take  care  of  the 
people  who  need  help. 

Who  pays?  Everybody  who  pays  income 
tax.  The  man  whose  income  is  one  hundred 
thousand  dollars  before  taxes  pays  fifty- 
three  thousand  dollars.  A man  whose  in- 
come is  forty-eight  hundred  dollars  before 
taxes  pays  around  nine  hundred  dollars. 

Let’s  look  at  the  inequity  to  the  working 
man  on  the  other  side  of  the  coin.  Forty 
per  cent  of  the  nation’s  income  is  not  sub- 
ject to  social  security  taxation.  Therefore, 
forty  per  cent  of  the  people  are  not  subject 
to  this  tax.  The  other  sixty  per  cent  are 
only  taxed  up  to  the  first  forty-eight  hun- 
dred dollars.  Therefore,  a man  making  one 
hundred  thousand  dollars  pays  the  same  as 
a man  who  is  making  forty-eight  hundred 
dollars.  Here  again  is  an  inequity.  Here 
again  we  are  taxing  the  worker  and  em- 
ployee for  money  to  put  into  a fund  which 
anybody  of  sixty-five  or  over  who  is  eligible 
for  Social  Security  will  benefit  from.  They 
do  not  even  have  to  be  receiving  social  se- 
curity. Furthermore,  some  of  them  who  are 
sixty-five  can  still  be  working  but  as  long 
as  they  are  eligible  they  too  will  have  medi- 
cal care  at  the  taxpayers’  expense. 
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This  is  a general  welfare  program  to  pro- 
vide medical  care.  However,  they  do  not 
have  any  idea  as  to  what  it  will  cost  on  the 
other  end  but,  after  all,  we  are  going  to  raise 
the  money  through  Social  Security. 

Doctors  are  citizens  also.  We  feel  that  we 
have  to  enter  into  the  business  affairs  of  the 
government.  Being  busy  is  no  excuse  for 
us  to  neglect  our  responsibilties  of  citizen- 
ship. 

You  know,  I was  born  and  reared  in  the 
city  of  Detroit.  When  I grew  up  Heni-j’ 
Ford  used  to  say  that  we  can  have  mass  pro- 
duction but  that,  in  turn,  we  cannot  build 
moi'e  automobiles  than  the  rich  people  can 
use  — that  the  only  way  to  have  a great 
economy  is  to  build  automobiles  at  low  cost 
so  that  they  can  be  purchased  by  the  aver- 
age man  and  also  have  him  have  his  wages 
in  a high  enough  category  so  that  after  he 
has  provided  for  food,  clothing  for  his  fam- 
ily, paid  the  necessary  taxes  for  defense  and 
the  rest  of  these  things,  that  he  will  still 
have  enough  dollars  left  over  so  he  can  pur- 
chase the  things  that  he  helps  to  make.  This, 
after  all  is  the  essence  of  a free  economy. 
This  is  the  free  enterprise  system.  This  is 
a system  that  you  and  I as  individuals  have 
to  have  some  responsibility  in. 

Let  us  ask  ourselves  — what  sort  of  a de- 
pressed area  did  the  Pilgrims  land  in?  Who 
was  going  to  help  them  out  ? All  they  want- 
ed to  do  was  to  get  away  from  an  all-power- 
ful government  which  had  been  making  their 
decisions  for  them. 

There  is  a man  in  Washington  whose  name 
is  Goldbraith.  He  is  a big  advisor  to  the 
President.  He  wrote  a book  — “The  Afflu- 
ent Society.”  He  says  that  we  waste  too 
much  money  on  frills  and  what  the  govern- 
ment should  do  is  take  that  money  away 
from  us  and  give  it  back  to  us  in  the  way 
of  better  roads,  better  schools,  better  cul- 
ture. Well,  who  is  going  to  argue  against 
better  roads,  better  schools  and  more  cul- 
ture, after  all  it  might  do  us  a lot  of  good. 
However,  the  difference  here  lies  in  the  fact 
that  the  government  in  Washington  would 
decide  what  we  would  have  and  I think  that 
the  great  thing  in  our  nation  is  that  we  be 
left  free  to  make  a choice  as  to  how  we  are 
going  to  spend  our  money. 

We  have  a girl  and  her  husband  in  our 
hospital  who  live  on  a houseboat.  They  pre- 
fer a houseboat. 


Further,  when  I go  from  my  hospital  to 
the  area  across  toAvm,  1 go  past  hovels  and 
I often  wonder  how  these  people  suiwive. 
However,  in  front  of  them  you  will  find  a 
late  model  automobile  and  up  on  the  roof 
is  a television  antenna.  Therefore,  if  these 
people  want  to  live  that  way  and,  at  the 
same  time,  have  the  privileges  afforded  by  a 
late  model  automobile  and  a telertsion  set, 
then  that  is  their  privilege  and  I do  not  want 
any  government  in  Washington  deciding  how 
they  are  going  to  spend  their  money. 

I remember  one  fellow  asking  Beniamin 
Franklin  one  time,  “where  is  all  the  happi- 
ness that  the  constitution  guarantees  us?” 
Benjamin  Franklin  replied,  “the  constitution 
my  friend,  guarantees  you  the  pursuit  of 
happiness  — you  have  to  catch  up  with  it 
yourself.” 

We  are  for  a free  enterprise  system  of 
free  Americans.  We  think  we  weaken  the 
fibre  of  America,  we  weaken  the  health  of 
America  by  having  someone  else  do  some- 
thing for  us  that  we  can  better  do  for  our- 
selves. We  think  that  the  great  American 
people  are  best  able  to  provide  for  their  own 
needs.  We,  six  per  cent  of  the  world’s  popu- 
lation, have  more  made  available  to  us  than 
all  of  the  other  ninety-four  per  cent  of  the 
world  population  put  together.  We  do  not 
think  that  this  is  because  we  are  smarter 
than  any  other  people,  not  because  we  are 
luckier,  but,  rather,  because  of  a system 
which  says  that  a man  or  woman  is  entitled 
to  the  product  of  his  labor  and  that  no  gov- 
ernment, however  powerful,  has  a right  to 
take  it  away  from  him.  If  somebody  gets 
something  \rtthout  working,  then  somebody 
has  to  work  without  getting. 

To  the  extent  that  people  are  in  need  we 
think  they  should  be  helped,  irrespective  of 
age.  To  the  extent  that  they  are  able  to 
take  care  of  themselves,  we  are  opposed  to 
any  compulsory  system  which  would  be  de- 
grading to  medicine,  would  be  degrading  to 
America,  and  which  would  not  pass  on  to 
our  children’s  children  the  noble  advant- 
ages which  our  ours. 

Moderator  Musselman:  Thank  you  very 

much.  Dr.  Annis. 

Our  last  speaker  comes  to  us  from  Ogden, 
Utah.  He  is  Mr.  E.  Lamar  Buckner,  past 
president.  United  States  Junior  Chamber 
of  Commerce. 
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Mr.  E.  Lamar  Buckner:  Thank  you  very 
much,  Dr.  Musselman. 

Members  of  the  Nebraska  State  Medical 
Association  and  guests:  I have  enjoyed  very 
much  the  participation  up  to  this  point.  I 
sincerely  hope  I will  not  detract  at  all  from 
what  has  been  spoken. 

I had  the  privilege  of  appearing  on  a panel 
once  before,  with  a group  of  educators  down 
in  the  great  state  of  Oklahoma.  After  we 
had  heard  three  speakers,  it  was  my  turn 
to  be  introduced.  The  master  of  ceremonies 
got  up  and  said,  “I  am  sorry  we  cannot  en- 
joy the  program  any  further.  We  will  now 
hear  from  Mr.  Buckner. 

I will  also  never  forget  a newspaper  arti- 
cle that  I received  shortly  after  that  with 
a brief  synopsis  of  my  appearance.  It  con- 
tained the  title,  “Buckner  Shows  Need  of 
Education.” 

I would  assume  at  this  hour  that  I might 
possibly  represent  the  common  point  of  view 
today  of  perhaps  the  layman,  your  patient. 
Not  being  a doctor  or  not  being  a represent- 
ative of  any  particular  group,  just  an  or- 
dinary individual,  although  I am  in  the  in- 
surance business  as  strictly  a young  agency 
corporate  officer  in  my  own  firm  with  all 
facets  of  insurance,  I would  like  to  compli- 
ment you  and  congratulate  you  on  the  ac- 
complishments in  the  field  of  medicine. 
Much  has  been  said  during  the  past  hour 
as  to  what  has  been  done. 

We  can  look  back  some  forty  years  and 
find  out  that  tetanus  and  diphtheria  are 
now  pretty  much  clinical  cases  that  you  rare- 
ly see;  rickets  and  scurvy  have  almost  be- 
come textbook  diseases;  rarely  do  we  find 
now  pneumonia  and  scarlet  fever  cases  that 
ofttimes  cannot  be  cured  within  your  own 
office  and  within  twenty-four  hours;  few 
babies  die  of  diarrhea;  typhoid  fever  that 
once  accounted  for  one  out  of  every  fifty 
deaths,  is  today  virtually  extinct;  epidemics 
of  yellow  fever,  which  at  one  time  killed  off 
huge  numbers  of  our  population  in  cities 
like  New  York,  Boston,  Philadelphia,  Balti- 
more, New  Orleans  and  other  large  cities,  to- 
day cannot  happen;  smallpox,  bubonic 
plague,  epilepsy,  malaria,  are  now  almost 
forgotten  menaces  in  most  of  the  world. 

It  was  recently  also  pointed  out  by  Mr. 
Cole  of  Detroit,  that  in  the  immediate  fu- 
ture, the  next  decades,  two  or  three,  cancer 


and  leukemia  will  have  been  delegated  to 
medical  history;  the  common  cold  will  have 
been  forgotten ; diabetes  will  no  longer  be  a 
problem;  one  injection  or  pill  will  immunize 
children  against  communicable  diseases  for 
their  entire  lives;  further  elimination  and 
control  of  still  more  serious  illnesses  and 
conditions,  such  as  paraplegia,  epilepsy, 
mental  retardation  will  also  be  controlled. 

I think  that  the  greatest  exhibition  of 
what  you  have  done  came,  however,  six  years 
ago  this  past  week,  when  I had  the  priv- 
ilege of  traveling  to  that  area  of  the  world 
know  as  Vietnam,  which  now  borders  the 
great  and  important  country  of  Laos  in 
world  affairs.  I traveled  there  as  president 
of  the  United  States  Junior  Chamber  of 
Commerce  to  witness  our  program,  “Opera- 
tion Brotherhood,”  in  connection  with  which 
we  were  cooperating  with  other  doctors, 
nurses  and  groups  of  young  men  throughout 
the  entire  world  relative  to  the  medical  care 
of  those  people  of  Vietnam. 

I will  never  forget  what  I saw.  After  hav- 
ing a meeting  with  the  prime  minister  there, 
he  insisted  on,  the  following  morning,  mak- 
ing his  plane  and  his  pilot  available  to  us 
to  travel  some  hundred  miles  down  the  pen- 
insula to  a city  approximately  the  size  of 
Lincoln,  Nebraska,  perhaps  even  a little 
larger.  In  that  city  they  had  one  doctor. 
In  that  city,  life  expectancy  was  thirty-two 
years  of  age ; fifty  per  cent  of  all  babies  that 
were  born  there  died  within  the  first  year. 

As  I travelled  from  tent  to  tent  and  wit- 
nessed a program  of  “Operation  Brother- 
hood,” I saw  young  doctors  and  nurses  ad- 
ministering to  the  need  of  those  people  in  a 
manner  I never  visualized  before. 

I talked  to  one  patient  who  had  come 
thirty-five  miles  on  foot.  Hearing  there 
were  some  doctors  in  the  area,  she  ap- 
proached the  tent  with  an  arm  so  filled  with 
gangrene  that  the  only  solution  was  imme- 
diate amputation. 

The  doctors  had  arrived  in  Vietnam  with 
small  medical  bags,  perhaps  the  same  type 
of  bag  you  would  carry  to  my  home.  They 
had  to  search  the  community  and  finally 
found  an  old  carpenter’s  saw.  They  had  no 
autoclaves  and  so  they  got  for  themselves 
a barrel,  boiled  water  and  sterilized  it. 
They  had  no  saline  solution,  no  blood  plasma. 
Seven  days  later  I talked  to  this  woman  at 
her  bedside,  after  the  amputation  had  been 
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performed,  and  found  that  she  was  most 
grateful  for  the  fact  that  her  life  had  been 
spared  by  medical  knowledge  and  know-how. 

I came  away  from  that  part  of  the  world 
with  a much  greater  appreciation  of  what 
you  do  and  can  do  and  what  is  being,  done 
in  other  corners  of  the  world  through  such 
progi’ams  as  “Medico,”  “Hope”  and  other 
activities. 

I congratulate  you  for  being  a part  of  that 
society  and  for  giving  us  these  benefits. 

I also  fully  realize  that  medical  costs  have 
gone  up.  I realize  it  in  my  insurance  agency 
and  in  my  own  bills.  However,  I would  only 
say  to  you  that  they  are  not  the  only  thing 
that  has  gone  up. 

Oliver  Wendell  Holmes  said,  “I  find  it  is 
not  so  impoi*tant  as  to  where  we  stand  on  a 
given  subject  as  to  know  in  what  direction 
we  are  moving. 

I think  our  eyes  are  placed  in  the  front  of 
our  heads  so  that  we  can  look  to  the  future 
rather  than  to  the  past. 

At  the  point  of  risking  repetition  on  some 
of  the  things  I referred  to  yesterday  to  one 
of  your  groups,  I think  it  is  important  in 
this  sjonposium  to  remind  some  of  those  not 
here  yesterday  of  just  a few  basic  facts  as 
to  what  else  has  gone  up  in  cost  in  this  day 
and  age. 

During  the  last  ten-year  period  our  fed- 
eral tax  and  receipts  have  risen  from  $36.5 
billion  to  $78.4  billion,  or  an  increase  of 
one  hundred  fifteen  per  cent  while  the  popu- 
lation has  gone  up  approximately  20  per 
cent. 

Interest  on  the  national  debt  at  the  pres- 
ent time  is  eighteen  thousand  dollars  per 
minute. 

During  the  next  ten  years,  at  its  present 
rate  of  $9.3  billion  a year,  it  will  run  our 
government  for  one  full  year  if  we  save  the 
interest  alone. 

I realize  that  many  of  you  do  not  know 
how  much  a billion  dollars  really  is.  There- 
fore, I,  at  this  point,  should  like  to  tell  you 
how  much  a billion  dollars  really  is.  If 
you  had  been  given  a billion  dollars  in  the 
year  when  Christ  was  born  and  you  managed 
your  business  so  poorly  that  you  lost  a thou- 
sand dollars  each  and  evei*y  day,  you  would 
still  have  enough  money  left  from  the  or- 
iginal billion  dollars  to  continue  losing  a 


thousand  dollars  each  day  up  until  A.D.  2739. 
This  is  one  billion  dollars.  Our  present  na- 
tional debt  is  $290  billion.  This  does  not  in- 
clude thirty  billion  dollars  accrued  for  mili- 
tary retirement;  seventy-five  billion  dollars 
unfunded  for  civil  seiwice  employes  retire- 
ment; three  hundred  billion  dollars  for  fu- 
ture fiscal  obligations  for  veterans;  and 
ninety-eight  billion  dollars  for  services  or- 
dered by  the  congi-ess  of  the  United  States 
to  be  paid  c.o.d.  Our  total  obligations  are 
$750  billion. 

If  we  paid  out  every  penny  that  the  fed- 
eral government  takes  in  during  the  next 
nine  and  a half  years,  it  would  take  eveiy 
penny  of  that  to  pay  for  our  present  finan- 
cial obligations.  Further,  my  share  as  a 
father  of  four  children  is  forty  thousand 
dollars  plus  four  thousand  dollars  for  taxes. 
Therefore,  I am  in  debt  forty-four  thousand 
dollars  to  my  government. 

The  average  tax-payer  now  works  thirty- 
five  per  cent  of  his  time  for  his  share  of 
taxes  or  ninety  days  a year. 

Far  too  frequently  today  we  hear  that  we 
should  confiscate  or  take  away  all  of  the 
wealth  of  individuals  making  over  a certain 
amount  of  money  a year. 

I think  it  is  interesting  to  note  that  if  we 
took  away  all  of  the  income  from  individuals 
who  make  over  one  hundred  thousand  dol- 
lars a year  that  this  would  run  our  Federal 
Government  for  four  hours ; that  if  we  con- 
fiscated all  income  from  individuals  who 
make  over  twenty-six  thousand  dollars  a 
year,  that  this  would  run  the  Federal  Gov- 
ernment for  three  days;  that  if  we  confis- 
cated all  of  the  income  of  individuals  mak- 
ing ten  thousand  dollars  a year  that  this 
would  run  the  government  for  two  weeks; 
that  if  we  took  away  eveiy  penny  from  eveiy 
man  making  over  two  thousand  dollars  in  in- 
come a year  that  this  would  run  the  Federal 
Government  for  seventy-eight  days. 

Former  budget  director  Stans  reported, 
after  the  conclusion  of  the  last  congressional 
session  of  1960,  that  there  were  twenty  new 
spending  progi*ams  proposed  in  both  the 
House  and  Senate  of  the  United  States  Con- 
gress and  offered  for  adoption  but  were  re- 
jected. However,  if  they  had  been  adopted 
it  would  have  cost  $326  billion  in  five  years, 
more  than  we  are  spending  at  the  present 
time,  or  an  increase  in  our  present  spending 
by  81.4  per  cent. 
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A few  decades  ago  we  had  one  federal  em- 
ployee for  every  fourteen  thousand  popula- 
tion. Today  we  have  one  federal  employee 
for  every  seventy  people.  It  has  grown 
about  two  hundred  times. 

It  would  take  ninety-six  empire  state 
buildings  to  house  the  executive  branch  of 
our  Federal  Government. 

Next,  Arthur  Toynbee  reminds  us  that 
out  of  twenty-one  civilizations  he  studied, 
nineteen  of  them  collapsed  from  within. 

I would  also  like  to  point  out  to  you  the 
status  of  our  Social  Security  system.  If 
taxes  were  stopped,  the  $20.2  billion  that  had 
been  paid  in  and  collected  this  year  would 
not  pay  more  than  twenty-three  per  cent  of 
the  $88.3  billion  of  obligations  properly 
thrown  upon  it.  The  social  security  system 
has  no  reserve,  no  element  of  repayment  is 
set  up  for  it.  Money  is  raised  on  a “hope- 
as-you-go”  basis.  If  insurance  companies 
ran  their  business  on  the  same  basis,  then 
I am  afraid  we  would  be  bankrupt. 

We  would  point  out  to  you  that  other 
costs  have  risen  but  this  not  necessarily  is 
the  challenge  of  medicine  in  the  future.  To 
me  there  is  a greater  factor  and  one  which 
is  much  more  important. 

There  is  a great  ancient  Hebrew  saying 
which  says  that  the  world  rests  on  three 
pillars  — leaving,  worship,  and  charity.  I 
am  inclined  to  believe  that  the  challenge  of 
the  future  for  medicine  rests  on  these  same 
three  pillars  — learning,  worship  and  char- 
ity. 

May  I illustrate?  First,  I think  it  is  im- 
perative that  not  only  doctors  but  members 
of  the  public  gain  greater  knowledge  con- 
cerning medicines’  cures,  problems,  and  dis- 
eases, and  that  we  use  that  knowledge  in 
furthering  the  opportunities  given  to  us. 

One  hundred  years  ago  12.5  per  cent  of 
all  the  work  energy  was  that  of  human 
hands.  At  the  same  time,  fifty  per  cent  of 
work  was  being  done  by  horses  and  the  bal- 
ance by  machines.  At  the  turn  of  the  cen- 
tury, five  per  cent  was  being  done  by  human 
energy,  twenty-two  per  cent  by  horses  and 
seventy-three  per  cent  by  machines.  Today 
ninety-nine  per  cent  of  all  work  energy  is 
furnished  by  machines  and  the  other  one  per 
cent  by  human  effort. 

I think  it  is  imperative  that  one  per  cent. 


therefore,  be  intelligent  human  effort.  I 
believe  it  is  important  that  we  use  every  bit 
of  this  one  per  cent  in  gaining  knowledge 
and  using  it  to  the  best  of  our  ability  in  or- 
der to  meet  the  needs  of  this  technical  age. 

Schools  must  become  more  than  mere  fac- 
tories. We  must  be  educated  as  to  what  is 
right  and  wrong;  educated  as  to  what  is 
understood  and  misunderstood;  educated  as 
to  what  is  true  and  false.  I think  learning 
and  education  go  a long  way  in  helping  us 
to  solve  any  problem  at  hand. 

I think  we  have  a great  tendency,  in  this 
day  and  age,  to  pass  the  blame  to  someone 
else  when  things  don’t  go  the  way  they 
should. 

I like  very  much  the  story  of  the  college 
president  who  took  a quick  look  at  the  col- 
lege graduate  to  analyze  where  he  failed  and 
he  said  this : 

“Such  rawness  in  a student  is  a shame, 
but  lack  of  preparation  is  to  blame.” 

The  high  school  principal,  in  his  analysis 
said : 

“Good  heavens,  what  crudity;  the  boy’s  a 
fool,  the  fault,  of  course,  is  with  the  gram- 
mar school.” 

The  grammar  school  principal  said : 

“Would  that  from  such  a dunce  I might 
be  spared,  they  send  him  up  to  me  so  un- 
prepared.” 

The  primary  teacher  then  said: 

“Poor  kindergarten  blockhead  and  they 
call  that  preparation.  Worse  than  none  at 
all.” 

The  kindergarten  teacher: 

“Never  such  a lack  of  training  did  I see. 
What  sort  of  person  can  the  mother  be?” 

The  mother: 

“You  stupid  child;  but  then  you’re  not  to 
blame,  your  father’s  family  are  all  the  same.” 

I think  we  must  accept  our  fair  share  of 
responsibility  without  placing  the  blame  on 
someone  else  for  lack  of  learning  and  lack 
of  knowledge  as  to  those  things  that  are  im- 
portant. I think  doctors  have  the  same  re- 
sponsibility as  other  members  of  the  com- 
munity. 

I would  also  suggest  to  you  that  this  item 
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of  ivorship,  to  me,  inculcates  the  word  rever- 
ence — to  revere  and  appreciate  those  things 
that  are  fundamental,  that  made  this  coun- 
try great.  I think  therein  lies  part  of  the 
challenge  for  medicine  in  the  futui'e. 

Not  long  ago,  a Rabbi,  in  speaking  fo  the 
White  House  Conference  in  Washington, 
D.C.,  indicated  his  concern  when  he  said, 
“religion,  home,  parents,  friends  and  the 
church  are  becoming  obsolete  in  our  so- 
ciety.” 

I think  when  we  reach  the  point  where  the 
home  and  the  church  and  state  are  obsolete, 
then  we  have  reached  a point  of  danger  and 
we  have  reached  a point  that  will  not  aid  us 
in  solving  problems  such  as  those  facing 
your  profession  and  mine.  I am  convinced 
that  the  home,  the  church  and  the  state  are 
essential  and,  as  such,  they  are  important. 

You  have  also  heard  it  said  two  or  three 
times  today  that  doctors  are  citizens.  I 
would  say  before  you  are  citizens,  first  you 
have  an  obligation  to  patients  as  doctors; 
secondly  you  are  fathers  and  husbands  and 
you  need  to  spend  enough  time  with  your 
own  families  in  order  to  make  certain  that 
they  receive  the  fundamental  training  that 
many  times  is  placed  upon  the  schools  and 
others,  in  this  day  and  age.  I commend  to 
you  the  idea  that  we  need  to  supplement  our 
family’s  immediate  needs  with  a family 
altar,  and  I think  it  is  time  that  doctors  take 
a little  bit  more  interest  in  the  spiritual 
needs  of  their  families  and  themselves. 

I have  a very  fine  doctor  in  my  particular 
area.  I happen  to  be  a Monnon  bishop  out 
in  Utah.  One  day  this  doctor  said  to  me, 
“you  know,  I am  concerned  about  my  boy 
because  he  is  now  sixteen  years  of  age  and 
he  doesn’t  go  to  church  anymore.”  Well,  I 
wanted  to  say,  “yes,  he  is  just  about  as 
smart  as  his  dad  now  because  his  dad  hasn’t 
been  to  church  either  in  several  years.”  I 
would  suggest  to  you  that  you  need  to  take 
your  families  with  you  to  church  and,  in  this 
way,  inculcate  into  them  the  spiritual  things 
that  would  put  greater  emphasis  into  the 
fact  that  “in  God  we  trust”  means  just  a lit- 
tle bit  more  than  merely  the  words  upon  the 
coins  we  receive  in  payment  for  services 
rendered. 

I think  part  of  the  idea  here  is  reverence 
and  that  we  should  revere  the  state  and  gov- 
ernment which  we  represent. 

I get  a little  bit  concerned  about  the  fact 


that  every  time  we  get  a headache  we  have 
to  turn  to  Washington  for  the  aspirin.  May- 
be it  is  because  I have  been  there  too  many 
times  on  trips.  However,  I have  found  out 
that  a man  going  to  Washington  doesn’t 
prove  a thing  except  that  maybe  a mistake 
was  made  that  will  be  rectified  at  some  fu- 
ture election. 

I think,  honestly,  that  you  and  I have  an 
opportunity  and  ability,  as  citizens,  to  solve 
most  of  our  problems. 

It  was  individuals  that  made  this  countiy 
great  and  not  the  powers  who  sit  on  the 
great  white  throne.  The  constitution  says, 
“we  hold  these  truths  to  be  self  evident,” 
and  they  must  be.  However,  we  as  indi- 
viduals often  times  take  for  granted  our 
home,  church,  government  and  our  American 
way  of  life.  I have  a gi'eat  deal  of  faith 
in  our  institutions  and  I think  we  need  to 
transmit  that  faith  to  others  in  the  solving 
of  our  problems  in  our  own  way.  Granted 
we  sometimes  need  help,  but  I don’t  believe 
we  need  to  look  east  for  all  that  comes. 

The  story  is  told  of  a young  man  who  came 
out  west  to  visit  the  Grand  Canyon.  He 
stood  on  the  edge  of  the  canyon  admiring  its 
seven  miles  across,  a mile  deep  and  one  hun- 
dred mile  length  and  was  fascinated  by  what 
he  saw.  However,  as  he  looked  along  the 
opposite  rim  he  saw  another  young  man  and 
noticed  he  had  just  taken  off  his  coat,  his 
shirt  and  shoes  and  concluded  he  was  get- 
ting ready  to  jump.  So  this  youth  suddenly 
ran  down  the  rim  of  the  canyon,  grabbed  the 
other  boy  by  the  seat  of  the  pants  just  in 
time  and  said,  “wait  a minute,  things  aren’t 
that  bad  — let’s  walk  around  here  for  a few 
moments  and  talk  things  over.”  Well,  they 
walked  around  for  a few  minutes,  talked 
things  over  and  then  both  of  them  jumped. 

I suggest  to  you  that  sometimes  we  panic 
everytime  we  have  a problem  we  feel  we  can- 
not solve  and  we  then  mutually  conclude 
that  the  only  answer  is  to  commit  political 
or  national  suicide  — and  I do  not  know 
which. 

I am  a great  believer  in  the  fact  that  in- 
dividuals in  this  country  can  accomplish  a 
great  deal  through  the  home,  through  the 
church,  and  through  our  governmental  way 
of  life. 

The  third  and  final  thing  is  that  charity 
becomes  most  important.  We  have  heard 
the  statement  made  that  people  today  de- 
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mand  much  more  — we  have  heard  the 
statement  that  American  people  continue  to 
demand.  Well,  I think  we  have  to  inculcate 
into  people  the  idea  that  we  must  get  over 
some  of  our  demanding.  It  isn’t  what  you 
can  get  out  of  this  world,  it  is  what  you  can 
give  to  this  world  that  becomes  important 
in  our  way  of  life.  “What  can  I do  for 
others?”  This  is  a part  of  the  fundamental 
obligation  you  have  as  physicians  and  sur- 
geons — your  service  to  your  fellow  man 
— your  service  to  humanity. 

Charity,  as  such,  means  love  — “inasmuch 
as  ye  have  done  it  unto  one  of  the  least  of 
these  my  brethren,  ye  have  done  it  unto 
me.” 

Service,  I have  found,  is  a product  of  the 
free  world.  The  product  of  the  Iron  Cur- 
tain Countries  is  a word  very  similar  but  a 
world  apart  in  meaning  — “servitude.” 
Service  and  servitude  are  opposite  products, 
we  find,  in  the  great  struggle  and  conflict 
in  this  day  and  age  and,  therefore,  I would 
suggest  to  you  that  we  need  a little  more 
spirit,  not  only  from  doctors  and  physicians 
but  from  ordinary  citizens  doing  something 
for  someone  else.  To  me,  this  is  part  of  the 
challenge  of  the  future  for  medicine. 

What  we  are  bom  is  God’s  gift  to  us  — 
what  we  become,  is  our  gift  to  God  and  I 
have  seen  many  examples  of  how  you  have 
rendered  service  in  times  of  need.  I am  con- 
vinced you  must  continue  to  give  that  type 
of  service  on  an  individual  basis,  night  and 
day,  for  therein  lies  the  key  to  much  that 
complicates  this  difficult  world  in  this  day 
and  age. 

I like  very  much  the  story  of  the  young 
man  who  was  ca.lled  upon  one  day  to  go  into 
a large  factory.  The  factory  had  been  shut 
down.  None  of  the  expensive  equipment 
was  operating.  The  superintendent  of  the 
factory  could  not  get  it  running  and,  as  a 
result,  he  called  in  the  young  man  and  asked 
him  to  repair  it. 

When  the  young  man  got  there,  he  walked 
over  to  the  electrical  panel,  opened  the  door. 


found  a little  solenoid,  took  out  the  hammer, 
hit  a couple  of  taps  and  then  everything  be- 
gan to  operate.  He  then  put  his  hammer 
away  and  left. 

A couple  of  days  later  the  superintendent 
of  the  factory  received  a bill  for  services 
rendered  — two  hundred  dollars.  He  was  a 
little  amazed  and  said  to  his  secretary  “let’s 
send  it  back  to  him  and  ask  him  to  itemize 
it  because  then  maybe  he  will  get  the  idea 
we  think  it  is  a little  bit  too  high.” 

Well,  about  a week  later,  the  young  man 
returned  the  itemized  bill  and  on  it  he  had 
the  following:  “for  two  taps  of  the  ham- 
mer, two  dollars ; for  knowing  where  to  tap, 
one  hundred  ninety  - eight  dollars.  Total 
amount  due — two  hundred  dollars.” 

I am  convinced  that  you  and  I have  to 
know  just  where  service  is  needed  and 
where  needed  to  give  it  and  to  express  posi- 
tively that  individual  spirit  of  charity  that 
is  so  important.  This,  to  me,  is  part  of  the 
solution  to  many  problems  in  the  world  to- 
day — not  just  mechanical,  not  just  the 
thought  problems  of  attitude,  problems  of 
direction,  problems  of  individuals. 

What  I have  basically  tried  to  say  could 
be  better  summarized  by  the  poet  who  said : 

“Build  a better  world,”  said  God, 

I answered:  “How  — this  world  is  such 
a hazardous  place  and  so  complicated  now, 

and  I am  so  small  and  useless,  there  is 
really  nothing  I can  do.” 

But  God  in  all  his  wisdom  said,  “you  just 
build  a better  you.” 

Thank  you  very  much. 

Moderator  Musselman:  It  has  certainly 

been  a thrill.  I think  those  of  you  who 
heard  Mr.  Orsini  this  morning  and  heard 
these  men  just  now  would  agree  with  me 
that  this  platform  has  been  graced  by  some 
of  the  most  effective  and  fine  representa- 
tives of  the  various  communities  of  our 
country. 


Average  life  expectancy  in  this  country  has  increased  by  more 
than  22  years  during  the  present  century.  The  average  baby  bom 
in  1900  could  expect  to  live  only  47.3  years  as  contrasted  with  69.7 
years  for  one  bom  in  1959.  (Health  Information  Foundation). 
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WHAT'S  NEW  ^ 


W hat's  New  In  General  Practice 


IN  discussing  this  subject  it 
might  be  well  to  define'  just 
what  we  mean  by  the  term, 
general  practitioner.  He  might  be  termed 
a qualified  Doctor  of  Medicine  who  does 
not  limit  his  practice  to  a particular  field 
of  medicine  or  surgery.  This  definition 
leaves  much  to  be  desired  and  it  might  be 
better  to  state  that  a general  practitioner  is 
a specialist  in  the  treatment  of  the  whole 
patient  — his  past,  his  present  and  his  fu- 
ture; in  other  words,  his  heredity,  his  en- 
vironment, and  the  combined  effect  of  both. 
Since  he  treats  the  entire  family  he  might 
be  called  the  family  doctor.  His  knowledge 
of  the  family  history  may  be  of  consequence 
in  diagnosing  and  treating  both  physical 
and  emotional  conditions  of  the  family  mem- 
ber. His  interest  in  the  patient  and  his 
problems  are  actual  and  personal  in  nature. 

Recent  studies  made  by  various  organiza- 
tions give  us  an  idea  as  to  the  number  of 
doctors  going  into  general  practice.  Ac- 
cording to  a study  made  by  the  American 
Academy  of  General  Practice  — over  a 
period  of  15  years  from  1940  to  1954  — 40 
per  cent  of  the  graduates  were  in  general 
practice.  Replies  from  580  members  of  the 
1958-class  who  were  starting  their  intern- 
ships, 40  per  cent  indicated  that  they  did 
not  intend  to  specialize.  A study  by  the 
American  Association  of  Medical  Colleges 
on  a regional  basis  showed  that  of  the  1959- 
graduates  of  78  schools  in  the  country,  27 
per  cent  planned  to  do  a general  or  family 
practice;  65  per  cent,  a specialty  practice; 
and  5 per  cent,  research  or  teaching.  Fif- 
teen Northeastern  schools  showed  9 per 
cent  planning  on  general  practice;  11  Mid- 
dle Atlantic  schools,  26  per  cent;  and  13 
Western  schools,  35  per  cent.  It  seems  fair- 
ly safe  to  assume  that  student  interest  in 
general  or  family  practice  is  influenced  by 
the  attitude  of  both  the  administrative  staff 
and  faculty  members  of  the  school.  It  is 
well  knowm  that  the  medical  schools  in  the 
Northeastern  region  have  for  years  empha- 
sized specialty  practice,  research,  and  teach- 
ing. It  is  also  a fact  that  many  state-sup- 
ported schools  put  forth  special  effort  to 
provide  more  physicians  for  general  prac- 
tice in  their  states. 

It  is  quite  obvious  that  the  demands  and 
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responsibilities  of  a physician  vaiy  with  his 
location  and  type  of  practice,  as  well  as 
with  his  temperament  and  ability.  In  large 
or  metropolitan  communities,  there  are  well- 
staffed  and  well-equipped  hospitals  with 
specialists  of  every  nature.  A doctor  in  a 
small  or  rural  community  may  find  himself 
without  hospital  facilities  or  even  fellow- 
practitioners  with  whom  he  may  consult, 
and  he  is  very  much  “on  his  own.”  All 
gi’adations  occur  between  these  two  ex- 
tremes. The  demands  of  a practice  will  also 
vary  whether  it  is  predominantly  industrial, 
agricultural  or  residential.  It  is  also  true 
that  there  has  been  and  continues  to  be  a 
concentration  of  physicians  in  and  around 
metropolitan  areas,  while  many  small  rural 
communities  have  no  doctor  at  all. 

Increasing  availability  of  hospital  seiw- 
ices  is  bringing  about  a gradual  but  definite 
change  in  the  practice  of  medicine,  especial- 
ly by  the  general  practitioner.  Hill-Burton 
funds  provided  by  the  Federal  Government 
have  been  made  available  on  a matching 
basis  for  the  construction  of  hospitals.  The 
system  of  priority  has  resulted  in  hospital 
construction  in  every  section  of  the  country 
and  even  in  the  smaller  communities.  Prior 
to  this  period,  hospital  facilities  were  avail- 
able in  small  communities  only  through  pri- 
vate effort  and  were  often  financed  by  the 
doctor  himself.  With  increased  and  im- 
proved methods  of  communication  and 
transportation,  hospital  facilities  are  now 
available  to  most  doctors.  The  general  prac- 
titioner may  now  have  the  advantages  of 
X-ray  and  laboratory  seiwice,  as  well  as 
many  other  scientific  aids,  making  possible 
better  and  more  accurate  diagnosis  as  well 
as  improved  and  more  effective  definitive 
therapy.  The  program  of  hospital  stand- 
ardization started  many  years  ago  by  the 
American  College  of  Surgeons  is  now  car- 
ried on  by  the  Joint  Commission  on  Hos- 
pital Accreditation.  In  many  of  the  smaller 
hospitals,  the  staff  is  made  up  almost  if  not 
entirely  of  general  practitioners.  While 
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many  of  these  smaller  hospitals  have  special 
problems,  the  quality  of  professional  service 
has  almost  universally  shown  improvement 
through  methods  of  self-discipline  and  self- 
regulation. 

While  group  practice  is  not  new,  it  has 
and  is  taking  on  a new  and  increasing  im- 
portance. A study  by  the  U.S.  Public 
Health  Service  shows  that  there  has  been 
an  increase  of  214  per  cent  in  group  practice 
in  all  regions  of  the  country,  during  the  in- 
teiwal  between  1946  and  1959.  This  not 
only  applies  to  the  specialties  but  also  to 
small  groups  in  general  practice.  More  than 
a thousand  doctors  will  enter  group  practice 
this  year,  the  equivalent  of  almost  15  per 
cent  of  the  graduating  classes.  Dr.  Gunner 
Gunderson,  1958-  1959  president  of  the 
American  Medical  Association,  predicts  that 
there  will  be  a “big  and  continuing  growth” 
of  groups  because  they  “give  patients  more 
for  their  money.”  Group  practice  appeals 
to  the  physicians  because  of  “opportunity 
for  free  time ;”  “more  efficient  use  of  time ;” 
“better  opportunity  for  postgraduate  work;” 
and  “opportunity  for  office  consultation.” 
Certain  objections  having  to  do  with  doctor- 
family  relationship  and  the  problem  of  work 
and  patient  load  within  the  group  are  im- 
portant but  certainly  these  problems  are  not 
insurmountable.  Personality  traits  are  most 
important,  for  the  doctor  must  be  an  indi- 
vidualist to  be  a good  physician,  and  often 
an  individualist  is  not  at  his  best  working 
on  a team  or  in  a group.  Group  practice 
is  certainly  the  answer  to  many  problems 
and  it  is  safe  to  assume  that  it  will  increase. 

Another  new  and  important  change  is 
now  under  way  in  the  treatment  of  mental 
illnesses.  The  family  physician  helps  and 
always  has  helped  emotionally  disturbed  pa- 
tients, simply  by  virtue  of  being  the  family 
doctor.  The  modem  family  physician  is 
now  beginning  to  treat  emotional  condi- 
tions, including  many  he  would  have  consid- 
ered beyond  his  skill  not  so  long  ago.  In 
the  past,  too  many  psychiatrists  have  un- 
wittingly discouraged  physician  visits  and 
too  many  patients  have  been  returned  to 
their  homes  without  a follow-up  by  their 
family  physician.  The  position  of  the  fam- 
ily physician  is  unique,  for  he  alone  can 
understand  the  treatment  and  serve  the  fam- 
ily as  an  old  and  trusted  friend.  When  he  is 
known  and  trusted  by  the  psychiatrist,  he 
can  offer  medical  resources  that  will  be  of 
great  help  in  post-discharge  plans.  The 


patient  needs  to  be  treated  as  a whole,  in 
his  or  her  own  environment.  During  the 
past  few  years,  great  strides  have  been  tak- 
en in  the  mental  field,  in  the  State  of  Ne- 
braska, although  there  is  still  much  to  be 
done. 

This  leads  to  another  important  consid- 
eration. While  this  article  has  to  do  with 
general  practice,  it  is  well  that  we  recognize 
the  fact  that  modern  scientific  medicine  has 
made  specialization  inevitable.  Those  re- 
sponsible for  medical  education  must  con- 
sider the  overall  needs  in  medical  care,  just 
as  the  family  doctor  needs  to  consider  the 
patient  as  a whole.  A well  balanced  pro- 
gram of  medical  education,  residency  train- 
ing, and  postgraduate  and  refresher  courses 
should  be  our  goal.  Certainly  the  general 
practitioner  must  have  a large  and  impor- 
tant part  to  play  in  the  care  of  the  sick  and 
in  preventive  medicine.  Seiwice  is  the  basic 
factor  and  motivating  force  in  every  busi- 
ness or  professional  enterprise,  whatever 
its  nature.  We  as  doctors  must  give  to  our 
patients  the  seiwice  they  desire  and  need. 
If  we  render  this  kind  of  service,  we  will 
neither  want  for  patients  nor  will  we  lack 
that  sense  of  dignity  so  important  to  our 
self-respect.  The  patient  wants  his  family 
doctor  to  be  trained  to  recognize  and  treat 
all  the  common  ills  of  the  family;  to  be 
aware  of  his  limitations  in  diagnosis  and 
treatment;  to  increase  his  knowledge  and 
ability  through  study  and  observation ; and 
to  be  humble  and  honest  enough  to  admit  his 
limitations  and  seek  qualified  consultation 
and  assistance  when  needed.  Most  of  these 
principles  of  service  apply  to  the  specialist 
as  well  as  to  the  family  physician. 

A struggle  is  now  going  on  with  regard  to 
restrictions  in  surgery  and  obstetrics  for 
general  practitioners.  It  has  been  reported 
that  in  a recent  meeting  of  the  Executive 
Board  of  the  American  Academy  of  General 
Practice  and  a group  from  the  Executive 
Committee  of  the  American  Medical  Asso- 
ciation, the  representatives  of  the  Amer- 
ican Medical  Association  rather  bluntly 
stated  that  in  the  future  there  would  be 
no  form  of  formal  training  for  general  prac- 
titioners in  surgery  and  obstetrics.  Al- 
though most  of  those  involved  in  this  strug- 
gle may  have  honest  convictions,  such  con- 
troversy is  certainly  ill-advised.  It  is  time 
to  be  finished  with  such  controversy  and  to 
be  realistic  enough  to  recognize  that  the 
general  practitioner  needs  to  be  given  more 
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stature  in  a professional  way.  Of  necessity, 
he  must  do  much  in  the  way  of  emergency 
and  traumatic  surgeiy.  Many  lives  are 
saved  eveiy  day  by  those  in  general  prac- 
tice who  are  doing  creditable  surgery. 
Likewise  of  necessity,  the  family  physician 
will  continue  to  do  a large  volume  of  ob- 
stetrics. If  those  in  specialty  practice  would 
consider  their  relationship  with  the  general 
practitioner  as  an  opportunity  for  teaching 
and  training,  they  would  gain  prestige  as 
well  as  friends.  The  family  physician 
would  grow  professionally  and  gain  stature 
with  his  patients  and  his  colleagues.  This 
would  inevitably  lead  to  better  intraprofes- 


sional relations  and  likewise  to  better  rela- 
tions with  the  lay  public.  There  is  much  to 
be  done  and  the  hour  is  late.  Let  us  hope 
for  an  accurate  diagnosis  of  the  needs  of  our 
patients,  and  let  us  hope  that  collectively 
we  may  cany  out  the  training  and  profes- 
sional service  desired  and  needed  by  the 
community  and  patients  we  seiwe.  It  may 
be  truthfully  said  that  here  in  the  Middle 
West,  and  especially  in  Nebraska  and  the 
surrounding  states,  eveiy  effort  is  being 
put  forth  to  provide  adequate  training  for 
those  who  are  going  into  general  practice 
as  well  as  postgraduate  and  refresher  cours- 
es for  those  already  in  general  practice. 


“When  I see  strong  hands  sowing,  reaping,  and  threshing  wheat 
into  bread,  I cannot  refrain  from  wishing  and  believing  that  those 
hands,  some  way,  in  God’s  time,  shall  owm  the  mouth  they  feed.” 
Abe  Lincoln.  Was  he  speaking  of  the  black  man  owned  by  the 
white,  or  the  white  man  owned  by  the  government? 
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SPECIAL  ARTICLE 


Neurologic  Manifestations  of 
Endocrine  Disorders 


(Second  Installment) 

The  first  installment  of  this  treatise,  published 
in  the  August  issue  of  the  Journal,  dealt  v/ith 
the  neurologic  manifestations  of  diseases  or 
syndromes  of  the  pancreatic  islets.  The  present 
installment,  continuing  this  presentation,  treats 
of  the  neurologic  manifestations  arising  from  or 
with  diseases  of  the  thyroid  and  parathyroid 
glands. 

—EDITOR 

Hyperthyroidism 

In  general,  this  disorder  is  characterized 
by  intolerance  to  heat,  weight  loss  without 
anorexia,  tachycardia  and  even  cardiac  ar- 
rhythmias. The  neurologic  manifestations 
may  be  outlined  as  follows: 

1.  Cerebral. 

a.  Personality  changes  with  hypermetab- 
olism. 

b.  Acute  toxic  - exhaustive  syndrome  of 
“crisis.” 

c.  Pyramidal  tract  deficit  (?). 

d.  EEG  changes. 

e.  Tremor. 

f.  Postthyroidectomy  myxedema  and  hypo- 

parathyroidism. 

2.  Striated  muscle  and  motor  end-plate. 

a.  Ophthalmoplegia. 

b.  Acute  thyrotoxic  myopathy  (?). 

c.  Chronic  thyrotoxic  myopathy. 

d.  Periodic  paralysis. 

e.  Association  with  myasthenia  gravis. 

3.  Optic  nerve. 

Cereb7'al 

Psychogenic  factors  are  common  in  the 
personality  studies  of  patients  with  hyper- 
thyroidism. Psychosomatic  studies  suggest 
that  the  individual  with  hyperthyroidism 
may  be  an  “emotionally  loaded”  personality. 
The  presence  of  psychogenic  features  may, 
then,  weigh  in  favor  of  a diagnosis  of  hyper- 
thyroidism.^ Each  personality  will  respond 
to  the  stress  of  hypermetabolism  in  his  own 
characteristic  way  — some  spartan  with  no 
complaints,  some  with  marked  anxiety  or 
tension,  others  with  emotional  lability,  de- 
spondency or  manic  - like  behavior.  Al- 
though hyperexcitability,  irritability,  rest- 
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lessness  and  agitated  states  appear  to  be 
common  with  the  hypermetabolic  state,^-^. « 
cases  of  apathetic  hyperthyroidism  are  de- 
scribed.® 

In  older  literature  there  was  frequent 
discussion  concerning  “thyrotoxic  neuroses 
and  psychoses.”  Aside  from  the  acute  toxic- 
exhaustive  state  (crisis)  to  be  described, 
specific  thyrotoxic  psychiatric  conditions  do 
not  exist.  The  interaction  of  the  whole  in- 
dividual and  the  many  experiential  and 
physiologic  facets  of  the  disease  will  natur- 
ally result  in  individual  “coloring”  which 
occasionally  may  be  quite  outstanding.  The 
thyrotoxic  state  may  serve  as  a “last  straws” 
or  it  may  be  completely  intercurrent  and  in- 
cidental to  neurotic,  schizophrenic,  paranoid, 
agitated  or  manic-depressive  reactions.®- ® 

The  thyroid  crisis  is  usually  manifested 
by  phenomena  of  extreme  stimulation  and 
exhaustion.  Psychomotor  overactivity  pro- 
ceeds to  a frenzy,  with  confusion,  hyper- 
pyrexia, marked  tachycardia  and  arrhyth- 
mias, thence  exhaustion  and  collapse  with 
25  per  cent  mortality.  Such  thyroid 
“storms”  represent  an  emergency,  a severe 
exacerbation  of  the  thyrotoxic  state.  Often 
there  have  been  precipitating  factors  such 
as  intercurrent  illness,  trauma,  excessive 
palpation  of  the  gland,  surgery  (including 
thyroidectomy),  infection,  or  withdrawal  of 
chemotherapy.  Approximately  30  per  cent 
of  these  patients  become  psychotic  (acute 
brain  syndrome,  delirium)  and  another  30 
per  cent  lapse  into  apathy,  lethargy,  or 
coma.®  A number  of  these  have  been  diag- 
nosed “thyrotoxic  encephalopathy.”  Dif- 
fuse electroencephalographic  (EEG)  ab- 
normalities, convulsive  episodes,  and  spas- 
ticity are  described  occasionally.^®- Old- 
er patients  with  thyrotoxic  cardiac  involve- 
ment may  particularly  reveal  such  syn- 
dromes. 
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It  is  quite  likely  that  apathetic  hyperthy- 
roidism has  a physiologic  basis  in  exhaus- 
tion. It  appears  more  in  the  older  age 
gi'oup,  Avith  chronic  myopathy,  atrial  fibril- 
lation, and  myocardial  failure.^-i^ 

Pyramidal  tract  signs  ( hyperactive '' deep 
tendon  reflexes,  ankle  clonus,  positive  Ba- 
binski  signs)  have  been  reported  in  associa- 
tion w i t h hyperthyroidism,  disappearing 
v’ith  restoration  of  normal  thyroid  func- 
tiond^' ^ ' Neurologic  confirmation  and 
explanation  of  this  phenomenon  are  awaited. 

EEG  changes  are  found  in  40-65  per  cent 
of  individuals  in  the  thyrotoxic  state.  These 
findings  can  hardly  be  considered  specific. 
They  usually  disappear  slowly  on  retuim  to 
euthyroid  state.*- 1*-  21. 22  Described  are : 

More  rapid  alpha  rhythms. 

High  voltage  beta  rhythm  in  Rolandic  areas. 

Generalized  abnormal  slow  rhythms. 

Theta  waves  in  precentral  regions,  especially 
with  hyperventilation. 

Paroxysmal  epileptiform  discharges,  including 
spikes,  readily  precipitated  by  intermittent 
light  stimulus. 

7-8  c.p.s.  waves  in  arch  or  comb-tooth  forma- 
tion as  seen  in  neuroses  and  psychosomatic 
reactions. 

The  thyrotoxic  tremor  is  an  intention 
tremor  characterized  by  small  amplitude, 
regularity,  and  rhythmicity.  The  frequency 
is  that  of  physiologic  “normal”  (6-15/sec.) 
but  with  considerably  increased  amplitude. 
It  differs  little  from  tremor  seen  in  anxiety 
or  alcoholism  except  it  is  more  rhythmic 
and  regular  and  less  coarse.^*  -24 

Postthyroidectomy  myxedema  is  an  occa- 
sional, insidious  complication  which  follows 
excessive  surgical  removal  or  treatment 
with  radioactive  iodine.  The  neurologic  fea- 
tures of  myxedema  will  be  discussed  below. 
Thyroidectomy  sometimes  inadvertently  in- 
cludes parathyroidectomy,  leaving  the  indi- 
vidual to  develop  acutely  or  insidiously 
(sometimes  after  a latent  period  of  years) 
the  hiypoparathyroid  state  which  will  also 
be  discussed  shortly. 

Muscle 

The  ophthalmoplegia  of  hyperth>woidism 
is  not  necessarily  associated  with  exophthal- 
mos. One  may  be  prominent  without  the 
other.  Gross  ophthalmoplegia  occurs  in  14 
per  cent  of  cases. Recent  investigation 
suggests  that  this  ophthalmoplegia  is  more 
related  to  thyrotoxicosis  than  to  exophthal- 


mos, and  is  basically  due  to  a myopathy. 

This  disturbance  may  be  seen  in  mild  cases  I 
of  hyperthyroidism.  It  may  precede  the  ap-  I 
pearance  of  any  demonstrable  defect  in  ; I 
metabolism.  Early,  one  usually  finds  weak- 
ness of  an  eye  in  upward  gaze,  especially  in 
the  field  of  superior  rectus  function.  As  ' t 

the  condition  progresses,  the  opthalmoplegia  [ r 

is  manifested  by  inability  of  both  eyes  to  ' 1 
look  upwards,  eventually  even  by  involve- 
ment of  all  extraocular  muscles.  The  pres- 
ence of  upper  lid  retraction  is  often  diag-  ' 
nostic,  with  some  exposure  of  limbus  and 
sclera  superiorly.  Besides  diplopia,  lacri-  j 
mation,  pain,  pressure,  burning,  and  de- 
creased visual  acuity  may  be  complained 
of .27, 28  Edema,  deposit  of  mucopolysac- 
charides and  hTnphocjTic  invasion  of  retro- 
ocular  soft  tissues  and  muscles  are  found  in 
these  cases  of  endocrine  “oculopathy.”^^ 

(The  ocular  disturbances  associated  ^^^th 
thyrotoxicosis  occasionally  occur  without 
thyrotoxicosis.  It  is  believed  that  such  cases 
are  associated  with  some  other  endocrine 
disturbance  not  understood  as  yet.  It  may 
represent  a pituitary  factor.*®) 

Although  acute  thyrotoxic  myopathy  is 
not  believed  to  occur,*b32  n continues  to  be 
diagnosed  and  described**  although  often  k 

with  no  particular  neurologic  scrutiny;  < 

“bulbar  paralysis”  in  a patient  with  “acute  I 

thyrotoxic  encephalomyelopathy  ;”*^  acute  ^ 

appearance  of  facial  apathy  and  atony,  faint  - 

and  indistinct  speech  ;**  bulbar  s\Tnptoms 
requiring  tracheotomy.  1®  Cases  of  dysphagia 
are  described  (with  pyramidal  tract  signs) 
and  no  response  to  neostigmine  test.^^-^® 
These  cases  were  relieved  of  dysphagia  by 
treatment  of  the  thju’otoxicosis.  In  other 
cases,  the  response  to  neostigmine  was  not- 
0(^4,36,37  and  even  similiarity  to  myasthenia 
gravis  acknowledged.  But  the  condition  was 
still  delineated  as  “acute  mjmpathy”  and  its 
response  to  treatment  of  thyrotoxicosis 
claimed.  Certainly  one  does  not  expect 
myasthenia  gi’avis  to  disappear  with  thyroid 
management  (unless  there  are  several  va- 
rieties of  what  we  now  call  “myasthenia 
gravis”  and  this  may  be  a rare,  elusive,  thy- 
roid-sensitive form).  Further  critical  study 
is  awaited.  Meanwhile  the  existence  of  the 
syndrome  of  acute  thyrotoxic  myopathy  ap- 
pears in  doubt  because : 

1.  A number  of  these  thyrotoxic  cases 
carefully  studied  have  proved  to  be  affected 
also  with  what  today  we  define  as  myas- 
thenia gravis. 
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2.  In  the  toxic-exhaustive  state  of  “crisis” 
or  severe  apathy,  generalized  weakness  and 
even  physiologic  shock  may  give  the  appear- 
ance of  “acute  myopathy.” 

3.  The  state  of  hypopotassemia  (“periodic 
paralysis”)  which  occasionally  occurs  with 
hyperthyroidism  may  cause  acute,  severe 
and  diffuse  weakness.^* 

4.  Ophthalmoplegia  may  rarely  be  mis- 
construed to  arise  from  “bulbar  palsy.” 

5.  The  older  patient  whose  heart  and 
vascular  system  are  taxed  by  thyrotoxicosis 
may  develop  cerebrovascular  insufficiency, 
to  be  manifested  by  bulbar  and  other  motor 
weakness  (as  well  as  pyramidal  tract  signs 
described  in  some  of  these  cases). 

6.  Dysphagia  and  respiratory  difficulties 
may  occur  with  space-occupying  thyroid 
gland  or  nodules  if  they  compress  the  tra- 
chea or  grow  retrostemally. 

Chronic  thyrotoxic  myopathy,  on  the  other 
hand,  is  a well-recognized  feature  of  the  dis- 
ease. It  also  holds  the  distinction  of  being 
the  most  frequent  neuromuscular  disorder 
to  occur  with  thyrotoxicosis.  The  disorder 
may  be  occult,  insidious,  masked,  especially 
in  the  older  age  group  where  the  general 
diagnostic  clues  may  be  subtle.  Occasional- 
ly auricular  fibrillation  or  myocardial  de- 
compensation may  provide  a hint  of  the 
basic  disorder.  Long  undetected,  this  weak- 
ness may  be  assumed  to  be  “part  of  old  age.” 
If  detected,  it  may  be  misdiagnosed  as  “post- 
menopausal” or  “functional.”  Weakness 
and  slight  to  moderate  atrophy  of  large 
proximal  muscles  (shoulder  girdle,  ai*ms, 
hips  and  thighs)  usually  predominates.  Oc- 
casionally the  involvement  may  appear  quite 
diffuse  or  more  peripherally.®^’ 

Periodic  paralysis  (with  hypopotassemia) 
is  an  uncommon,  but  particular  feature  of 
the  thyrotoxic  state.®®’ It  is 
manifested  by  episodic  paralysis  of  large 
limb  muscles  although  cases  ai*e  described 
with  more  acute  and  even  bulbar  weakness. 
While  these  cases  resemble  familial  periodic 
paralysis,  they  respond  to  the  treatment  of 
hyperthyroidism. 

The  relationship  between  thyrotoxicosis 
and  myasthenia  gravis  remains  unknown  to 
date.  The  coincidence  of  the  two  diseases 
appearing  together  appears  more  than  acci- 
dental. With  a greater  incidence  of  thy- 
rotoxicosis, the  “overlap”  of  the  two  disor- 


ders appears  roughly  as  follows : The  myas- 
thenic has  a 5 per  cent  chance  of  developing 
hyperthyroidism  before,  during  or  after  on- 
set of  myasthenia.  Only  1 per  cent  of  pa- 
tients with  hyperthyroidism  are  ever  afflict- 
ed with  myasthenia  gravis.  In  most  cases 
the  hyperthyroidism  comes  before  or  with 
the  myasthenia  gravis.®^’ ®®’ ‘*® 

An  optic  neuropathy,  similar  to  retro- 
bulbar neuritis  and  not  related  to  exoph- 
thalmos or  other  oculopathies  of  hyperthy- 
roidism, is  an  occasional  feature  of  this  dis- 
ease. Women  appear  more  often  affected, 
with  rapid  visual  loss  in  2-6  weeks,  then 
abatement  and  slow  return  in  most  cases.  A 
central  or  paracentral  scotoma  can  be  plot- 
ted. The  fundi  disclose  no  findings."*® 

Myxedema 

Only  the  adult  form  will  be  discussed  here, 
but  a reminder  is  in  order  that  its  manifes- 
tations in  childhood  (cretinism),  also  are 
largely  cerebral. 

The  main  clinical  features  are  as  fol- 
lows ®’  ® 

Most  common  symptoms: 

Poor  memory  and  concentration. 

Lethargy,  apathy,  drowsiness. 

Decreased  psychomotor  activity. 

Loss  of  acuity  of  one  or  more  special  sense. 

Headaches  (may  be  a prominent  feature). 

Light-headedness,  vertigo-like  symptoms. 

Dysarthria  and  hoarseness  (due  to  edema  of 
tongue  and  vocal  cords).-*.  5 

Muscle  and  joint  pain;  “fibrositis;”  muscle 
cramps. 

Muscular  weakness  (large  muscle  groups  or 
diffuse). 

Intolerance  to  cold. 

Paresthesias;  “neuritis”  syndromes. 

Less  common  hut  important  symptoms: 

More  marked  personality  changes  which  may 
include  great  lethargy  and  inertia,  irritabil- 
ity, depression,  paranoid  ideas,  dementia 
(chronic  brain  syndrome).  A diagnosis  of 
psychosis  may  be  tenable.*.  ^ 

Coma  (usually  in  severe,  untreated  cases). 

Convulsions  (usually  in  severe,  untreated  cases). 

Facial  neuralgia. 

Muscular  stiffness  or  spasm,  difficulty  relax- 
ing after  contraction. 

Ataxia. 

Physical  signs: 

Pseudomyotonic  tendon  reflex. 

Dry,  scaly  skin. 
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Puffy  face  and  periorbital  tissues  (“bags”). 

Hoarse  voice. 

Weight  gain. 

Dry,  crisp  to  brittle  hair. 

Thinning  hair;  axilla,  pubis,  outer  1/3  of  eye- 
brows. 

Psychomotor  retardation  (slowness,  inertia, 
apathy,  lethargy). 

Laboratory: 

Spinal  fluid  changes. 

EEX)  changes. 

Although  usually  ill  defined,  the  per- 
ipheral neuropathy  of  mjTcedema  may  ef- 
fect outstanding  complaints  of  severe  burn- 
ing, lancinating  pains,  or  troublesome  pares- 
thesias. Edema  and  pressure  on  the  median 
nerve  in  the  carpal  tunnel  at  the  wrist  and 
sensory  neiwe  root  (radiculitis)  sjmdromes 
have  been  described.®- Subjective  sen- 
sory complaints  are  more  common  than  ob- 
jective, but  objective,  distal  sensory  loss  is 
not  rare.i^  Likewise  subjective  complaint  of 
motor  weakness  is  more  common,  but  occa- 
sionally discernible  proximal  muscle  weak- 
ness occurs. 

The  pseudomyotonic  deep  tendon  reflex 
(Woltman  sign)  is  one  of  the  most  reliable 
physical  signs  of  myxedema.  It  is  easiest 
to  demonstrate  in  the  tendo- Achilles  reflex. 
The  relaxation  following  the  contraction  is 
hypertonic,  “hung  up,”  slow.  Interestingly, 
this  is  usually  asjTnptomatic  and  only  a sign. 
However,  a possible  sjTnptomatic  manifes- 
tation appears  occasionally  as  Hoffman’s 
syndrome  in  myxedema^^.  u which  pa- 
tients complain  of  difficulty  relaxing  mus- 
cles after  contraction.  (While  this  phe- 
nomenon brings  to  mind  myotonia  congen- 
ita, Thompson’s  disease,  of  neurology’,  this 
condition  is  not  associated  with  myxedema). 
The  myxedematous  syndrome  of  hyper- 
trophy and  stiffness  of  muscles  and  diffi- 
culty in  relaxing  them  after  contraction  is 
aggi’avated  by  cold  and  remains  (unlike 
Thompson’s  disease)  after  exercise.  This 
may  be,  at  least  in  part,  an  explanation  for 
the  common  complaint  of  “cramps.” 

The  myo-edema,  or  mounding  phenome- 
non, may  be  demonstrated  in  some  patients. 
With  pinching  or  brisk  percussion  of  a mus- 
cle, local  contraction  and  swelling  occur  at 
the  site. 

Histologic  examination  often  discloses  mu- 
coid infiltration,  metachromasia,  and  fibro- 
sis of  endo-  and  perineurium.  Muscle 


changes  include  especially  edema,  mucoid 
degeneration,  metachromasia,  and  fibrosis.^i 

Electromyographic  changes  may  be  pro- 
nounced in  myxedema 

Resting  fibrillation  and  fasciculation  potentials; 
low  potential,  reduced  number  of  motor  dis- 
charges. 

Increased  irritability  on  probing  with  needle 
electrode. 

Early  fatigue  on  sustained  contraction  against 
resistance. 

Bizarre  trains  of  potential  frequently  associat- 
ed with  cramping. 

Whether  ataxia,  as  recognized  by  neu- 
rologists, appears  in  myxedema  has  been  a 
subject  of  discussion.  Defects  of  coordina- 
tion due  to  motor  retardation,  cramps, 
weakness,  and  mental  state  appear  likely. 
However,  unsteady  gait,  slurred  speech, 
tremor,  nystagmus,  and  other  “cerebellar” 
signs  have  been  convincingly  described  and 
do  not  appear  rare.^^- Certainly,  with 
the  appearance  of  myxedema  - coma  one 
might  expect  ataxia  in  the  manner  it  is  gen- 
eraly  seen  in  any  patient  insidiously  slipping 
into  coma.  The  possibility  of  cerebrovascu- 
lar syndromes  in  older  patients  is  ever  pres- 
ent, as  would  appear  in  one  reported  case  of 
“hemiplegia  alternans  in  myxedema.”^® 

Myxedema  coma  is  a grave  development 
of  chronicity  and  lack  of  treatment  often 
reported  in  British  literature  of  recent 
years.  It  may  be  preceded  or  attended  by 
convulsions  and  gi’oss  mental  changes.  It 
appears  more  common  in  women  of  60  or 
older;  however,  one  patient  19  is  recorded.^® 
Coma  may  be  of  gradual  or  sudden  onset. 
It  occurs  mostly  during  cold  weather  and 
is  characterized  almost  invariably  by  body 
hypothermia  of  a remarkable  degree,  87°  - 
91°  F.  This  important  clue  may  be  missed 
by  thermometers  insufficiently  shaken  down 
or  registering  only  a low  of  96°.  These  pa- 
tients usually  have  typical  features  of  ad- 
vanced myxedema.  The  syndrome  appears 
to  be  compounded  of  many  factors : cardiac, 
renal,  cerebral,  dehydration,  hypothennic, 
and  CO2  narcosis.  It  represents  an  emer- 
gency problem  with  a high  mortal- 

j|;y  _19,  20,  21,  22,  23,  24,  25 

EEG  changes  usually  reveal  low  volt- 
age, slow,  monomorphous  rhythms.  Alpha 
rhythm  is  around  8 c.p.s.  but  it  is  often  in- 
conspicuous or  absent.  Rhythm  slows  with 
decrease  of  basal  metabolic  rate,  and  pa- 
tients with  lowest  alpha  frequency  usually 
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have  most  profound  mental  changes.  The 
tracing  responds  to  hypei'ventilation  with 
slow  waves  but  is  scarcely  affected  by  inter- 
mittent light  stimuli.i-“’26-27. 28  jn  myx- 
edema-coma, frequency  and  amplitude  di- 
minish progi'essively  and  to  a minimum.^s 

It  must  be  noted  that  spinal  fluid  protein 
elevations  are  common  in  myxedema  of  any 
degree.  This  is  usually  under  100  mg.  per 
100  ml.  but,  where  outstanding  cerebral 
sjTnptoms  are  present,  values  up  to  300  mg. 
per  100  ml.  are  reported.  The  gamma  glob- 
ulin fraction  is  often  elevated.  The  spinal 
fluid  pressure  may  be  increased. 

A type  of  secondary  myxedema  may  be  a 
prominent  feature  of  hypopituitarism  (see 
later). 

Hyperparathyroidism  (HRPT) 

Hyperparathyroidism  (hereafter  abbrevi- 
ated HRPT)  is  a disorder  less  well  known 
generally  than  those  previously  discussed. 
Its  origins  may  be  outlined  thus : 

1.  Primary  HRPT 

a.  Adenoma 
Hereditaryi>  2, 3 
Non-hereditary 

With  other  endocrine  adenomas  (par- 
ticularly pituitary  and  pancreatic) 

b.  Adenocarcinoma  (1%  incidence)4 

c.  Diffuse  hyperplasia 

2.  Secondary  HRPT 

Due  to  certain  types  of  renal  disease  and 
possibly  also  malabsorption  syndromes  of 
the  intestine  which  stimulate  the  para- 
thyroid gland  to  hyperplasia  and  hyper- 
secretions.5. 6 

Adenomas  have  been  found  in  children 
but  most  cases  appear  between  ages  20-60, 
slightly  more  in  females  3:2.'^’® 

This  condition  cannot  be  described  as  one 
which  is  an  outstanding  producer  of  neuro- 
logic syndromes  but  there  are  occasional, 
notable  exceptions.  Many  cases  are  readily 
diagnosed  by  the  history  of  renal  calculi, 
bony  changes  revealed  on  X ray  and  a serum 
calcium  and  phosphorus  study.  Some  cases 
are  more  insidious,  occult  or  masked;  the 
syndrome  then  is  vague  or  misleading;  the 
patient  may  pass  through  the  hands  of  many 
diagnosticians.  Usually  vaguely,  occasion- 
ally more  definitely,  the  disease  may  simu- 
late neurologic-psychiatric  disorder.  Add  to 
this  the  fact  that  elevated  spinal  fluid  pro- 
tein is  reported  with  this  disorder,®  and 


one  may  be  misled  along  purely  neurologic 
considerations. 

Early  in  the  course  of  the  disease  the 
clinical  picture  may  not  be  definitive  or  typ- 
ical even  in  several  variations.  If  the  pa- 
tient is  fortunate  enough  to  have  manifest 
(or  somehow  discovered)  renal  calculi  (1  - 
10%  of  patients  with  renal  calculi  have 
HRPT)  10- 11  or  bone  changes  and  the  exam- 
iner then  thinks  to  order  serum  calcium  and 
phosphorus  studies,  the  diagnosis  may  be 
made.  But  if  it  doesn’t  work  out  that  way, 
one  is  usually  confronted  with  several  of 
the  following: 

Common  symptoms  (“A  disease  of  stones,  bones 
and  abdominal  groans.”)  ;12 

Lassitude,  lethargy. 

Muscle  weakness,  hyporeflexia,  hypotoni- 
city;  these  findings  may  be  mark- 
ed.13,  14.  15 

Bone  pain;  osteitis;  typical  bone  cysts  in 
advanced  cases.  Occasionally  Paget’s 

disease. 16 

Muscle  pain. 

Nausea,  vomiting. 

A variety  of  gastrointestinal  symptoms. 
(Many  patients  have  peptic  ulcer  or  pan- 
creatitis). 

Renal  colic  (often  longstanding);  G.Ll.  tract 
sepsis;  renal  insufficiency.il 

Less  common  (but  more  neurologic): 

Headache. 

Personality  change  (may  be  marked). 

Dementia  (chronic  brain  syndrome). 

Coma. 

Rarely,  convulsions,  blindness,  spasticity. 

Acute  HRPT  crisis. 

A tumor  in  the  neck  may  be  demonstrable 
by  palpation,  inspection,  or  barium  swal- 
low.i®  It  may  be  quite  small  and  nonpalp- 
able.  Its  size  bears  no  relation  to  the  en- 
docrine excess.  It  may  be  mediastinal. 

Among  personality  changes  the  following 
are  frequent:  depression,  lassitude,  leth- 

argy, confusion,  delirium  (acute  brain  syn- 
drome), and  dementia  (chronic  brain  syn- 
drome).^-1®*  20-21 

Acute  HRPT  crisis  represents  acute  cal- 
cium poisoning,  a medical  and  surgical  emer- 
gency. The  mortality  is  high,  often  because 
it  is  undiagnosed.  It  may  readily  be  mis- 
taken for  uremia  (which  commonly  accom- 
panies it).  This  crisis  may  be  triggered  by 
a high  calcium-alkali  intake  (with  peptic 
ulcer  therapy),  immobilization  of  the  pa- 
tient, or  renal  failure.  Anorexia,  tachy- 
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cardia,  nausea,  vomiting,  abdominal  pain, 
marked  weakness,  bone  pain,  progressive 
lethargy,  and  coma  are  main  features.  A 
palpable  adenoma  and  serum  calcium  level 
of  17  or  more  mg.  per  100  ml.  leave  little 
doubt  as  to  the  diagnosis.22-  23, 24, 25, 26  , 

Unfortunately,  the  diagnosis  of  HRPT  is 
not  made  just  by  obtaining  a serum  calcium 
and  phosphorus  level. 

1.  These  estimations  are  not  as  technic- 
ally simple  and  accurate  as  blood  sugar  de- 
terminations. Laboratory  errors,  minor 
elevations  of  serum  calcium,  and  fluctations 
in  serum  calcium  concentration  may  occur. 
To  be  satisfied  with  one  “normal”  test  is  to 
be  misled,  often.  Over  one-half  of  these 
patients  have  a phosphorus  level  at  normal 
or  near-normal  levels.^"^  Tublar  reabsorp- 
tion and  calcium  tolerance  tests  may  have 
to  be  done.28 

2.  Other  causes  of  hypercalcemia  must  be 
considered.  Typically,  in  an  advanced, 
chronic  case  so  much  renal  damage  may 
have  been  done  by  the  hypercalciuria  and 
renal  stones  that  uremia  now  beclouds  the 
whole  issue  as  to  “which  came  first.”^^ 

Electrocardiographic  changes  (while  not 
specific)  are  sometimes  present  sufficiently 
to  hint  strongly  of  diagnostic  possibilities: 
a shortened  Q-T  interval  and  almost  absent 
S-T  segment.^® 

Peptic  ulcer  and  pancreatitis  appear  to 
be  more  than  accidentally  common  in 
HRPT  21- ^2, 33, 34, 35. 36, 37, 38, 40, 41  but  somo 
authorities  still  question  this  (particularly 
peptic  ulcer). 

Hypomagnesemia  appears  to  be  a fre- 
quent concomitant  electrolyte  change  in  this 

condition. 20.  -‘2, 43, 44 

Again,  an  elevation  of  spinal  fluid  protein 
may  be  found  in  HRPT  and  hypercalcemic 
states.® 

Interestingly,  other  endocrine  gland  syn- 
dromes accompany  a small  but  definite  per- 
centage or  parathyroid  adenomas.  Report- 
ed especially  are  pituitary  adenoma,  islet 
cell  adenoma  (not  necessarily  with  hyper- 
insulinism),  and  hyperthyroidism.® 

Hypoparathyroidism  (HOPT) 

There  are  two  types  of  HOPT.  The  type 
secondary  to  surgery  (usually  removal  of 
thyroid  tissue)  is  more  common.  The  thy- 


roidectomy scar  provides  an  important  di- 
agnostic clue.  The  primaiy  or  idiopathic 
form  is  less  common,  may  be  hereditary, 
and  may  rarely  co-exist  with  Addison’s  dis- 
ease.^ Although  more  common  in  children 
or  young  adults,  it  has  been  discovered  in 
patients  up  to  79  years  of  age.®  As  with 
thyroid  deficiency,  there  may  be  a congen- 
ital deficiency  or  absence  of  parathyroid 
tissue  or  an  atrophy  may  appear  later  in 
life. 

The  HOPT  following  thyroidectomy  may 
not  become  evident  in  the  postoperative  pe- 
riod. Sometimes,  insidiously,  it  develops 
much  later,  at  appearance  of  menopause  or 
with  nutritional  restriction.®’ 

Other  causes  of  hypocalcemia  must  be 
considered  before  permitting  laboratory  re- 
ports of  decreased  serum  calcium  and  ele- 
vated serum  phopshorus  to  “make”  the  di- 
agnosis. 

In  contrast  to  HRPT,  this  disorder  dis- 
closes a bag  of  lively  neurologic  tricks.  It 
has  commonly  been  mistaken  for  epilepsy  or 
brain  tumor.®- ® The  syndromes  are: 

1.  Cerebral 

Convulsions. 

Personality  changes,  psychosis. 

Cerebral  edema  (and  papilledema). 

Cerebellar  ataxia. 

Parkinsonism;  chorea  (rare). 

2.  Peripheral 

Tetany. 

Hyperreflexia. 

Muscular  weakness. 

The  personality  changes,  if  considerable, 
usually  have  organic  features  of  toxic  de- 
lirium (acute  brain  syndrome)  or  dementia 
(chronic  brain  syndrome). 

Calcium  deposit  is  occasionally  seen  by 
X ray  in  cerebellum  and  basal  ganglia.  This 
may  be  associated  with  ataxia.  Parkinson- 
ism, or  chorea  and  is  more  common  in  pri- 
mary HOPT.i®’  11’  12’  1®’  I'l’  1® 

Tetany  consists  of  muscular  hyperirrita- 
bility, cramps,  twitches,  jerks  and  the  charc- 
teristic  carpopedal  and  laryngeal  spasm. 
Paresthesias  may  be  a marked  complaint 
with  this.  Trousseau  and  Chvostek  signs 
provide  important  guides.  (Alkalosis  and 
hypocalcemia  of  other  etiology  may  cause 
tetany). 

Ophthalmic  cataracts  are  present  in  many 
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cases  of  any  duration.  In  children,  also,  de- 
fective dentition  and  mental  retardation  are 
seen.i^ 

By  far  the  most  acute  and  dramatic  symp- 
tom is  convulsion.  These  may  be  spontane- 
ous, classic  grand  mal,  focal,  temporal  lobe 
(limbic),  or  minor  types. These  may  com- 
prise the  only  symptoms  for  months. 

There  is  no  consistent  or  specific  EEG 
pattern  with  HOPT.  The  interseizure  pat- 
tern may  be  normal.  However,  in  many 
cases  of  idiopathic  (primary)  HOPT,  the 
EEG  pattern  appears  epileptic.  The  clinical 
seizures  respond  promptly  to  restoration  of 
normal  calcium  levels,  but  the  EEG  returns 
to  normal  very  slowly,  if  at  all.  Paroxys- 
mal abnormalities  characterized  by  slow 
theta  and  delta  waves,  spike  - wave  dis- 
charges of  11/2-4  c.p.c.,  and  single  and  multi- 
ple spiking  are  all  described.  A pronounced 
buildup  to  hyperventilation  occurs. i®-  With 

secondary  HOPT,  fewer  epileptiform 
changes  are  seen.  Abnormalities  appear  to 
correlate  with  the  degree  and  duration  of 
hypocalcemia.  With  tetany  or  convulsion, 
slowing,  dysrhythmia,  paroxysmal  bursts, 
and  buildup  to  hyperventilation  are  noted. 

It  is  possible  that  hypocalcemia  presents  a 
test  of  individual  seizure-threshold.)®- 1®  Fac- 
tors accompanying  calcium  - ion  exchange 
likely  play  a role.  An  excessive  cerebral  hy- 
dration may  occur  with  hypocalcemia  to  dis- 
turb function  of  neurones  or  transmission. 

Add  to  convulsions  one  or  two  other  char- 
acteristic clinical  features  (personality 
change,  cerebral  edema,  papilledema,  ataxia) 
and  one  can  readily  see  how  these  patients 
may  long  wait  at  the  hands  of  neurologists 
or  neurosurgeons  before  coming  to  correct 
diagnosis. 

Hyperaldosteronism 

This  condition  is  due  to  a functioning  tu- 
mor or  hyperplasia  of  adrenal  cortical  cells 


producing  an  excess  of  mineralocorticoid. 
It  has  only  recently  been  defined  by  Conn^ 
and  may  open  some  new  understandings  of 
hypertension,  potassium  and  sodium  pheno- 
mena, and  muscle  physiology.  No  age  group 
is  spared  and  cases  among  children  have 
been  reported. 5 

The  complete  clinical  syndrome  dis- 
closes ®-  12.  13,  14,  15 

1.  Hypertension  (if  severe  and  of  sufficient 
duration,  secondary  cardiac  or  cerebral  ef- 
fects may  develop  including  hypertensive 
encephalopathy.i6 

2.  Muscle  weakness. 

3.  Paresthesias. 

4.  Severe  headaches. 

5.  Polyuria,  polydipsia. 

6.  Occasionally  tetany-like  syndromes. 

7.  Occasionally  diabetes  mellitus  (or  decreased 
tolerance  to  glucose  load). 

The  muscular  weakness  may  be  a very 
prominent  symptom.  It  is  usually  episodic, 
involving  large  muscle  groups,  particularly 
the  lower  extremities,  in  flaccid  pareses  and 
paralyses. 

Tetany-like  spasm  of  large  muscle  groups 
may  also  occur  with  positive  Trousseau  and 
Chvostek  signs  presents. 

Laboratory  findings  are  as  follows: 

1.  Serum  potassium  decreased;  serum  sodium 
may  be  increased. 

2.  Alkalosis. 

3.  Disturbances  of  renal  function. 

4.  EKG  findings  of  potassium  deficiency. 

5.  Excessive  urinary  aldosterone  excretion. 

Rarely  the  adrenal  cortical  oversecretion 
may  involve  both  mineralocorticoid  and  glu- 
cocorticoid (hydrocortisone)  cells  in  which 
case  features  of  hyperadrenocorticism 
(Cushing’s  syndrome)  may  accompany  hy- 
peraldosteronism. 

NOTE:  List  of  references  will  not  be  published 

here  but  will  be  available  with  reprints. 


“With  a diminishing  number  of  the  best  qualified  students  em- 
barking upon  medical  careers,  it  is  imperative  that  immediate  meas- 
ures be  taken  to  minimize  the  years  of  financial  sacrifice  following 
graduation.”  (From  an  editorial  in  the  April  New  Physician). 
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ORGANIZATION  SECTION  ^ 


Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 
September  9,  McCook,  St.  Catherine’s  Hos- 
pital 

September  23,  Scottsbluff,  St.  Mary’s 
Hospital 

October  7,  Ogallala,  Elks  Club 
October  21,  Kearney,  Good  Samaritan 
Hospital 

TWELFTH  ANNUAL  SCIENTIFIC  AND 
BUSINESS  MEETING  of  the  Nebraska 
Academy  of  General  Practice — Blackstone 
Hotel,  Omaha;  September  13  and  14,  1961. 

COLORADO  STATE  MEDICAL  SOCIETY, 
Annual  Session  — October  1-4,  1961 ; 
Brown  Palace  and  Shirley  Savoy  Hotels, 
Denver;  combined  with  Congress  on  Oc- 
cupational Health.  Colorado  State  Medi- 
cal Society,  835  Republic  Building,  Den- 
ver 2. 

A.M.A.’s  21st  NATIONAL  CONGRESS  on 
Occupational  Health  — Denver,  Colorado, 
Brown  Palace  Hotel;  in  cooperation  with 
Colorado  State  Medical  Society. 

AMERICAN  MEDICAL  ASSOCIATION 
CONGRESS  on  Medical  Quackery — Sher- 
aton-Park  Hotel,  Washington,  D.C.,  Octo- 
ber 6-7,  1961. 

AMERICAN  RHINOLOGIC  SOCIETY, 
Seventh  Annual  Meeting — Chicago,  Ble- 
mont  Hotel;  October  7,  1961.  Dr.  Robert 
M.  Hansen,  Secretary,  2210  Lloyd  Center, 
Portland  12,  Oregon. 

WESTERN  INSTITUTE  ON  EPILEPSY, 
13th  Annual  Conference  — October  11 
through  14th,  1961;  Granada  Hotel  and 
Inn,  San  Antonio,  Texas.  Lewis  M.  Hei- 
fer, M.D.,  Chairman,  Program  Com.,  208 
Medical  Professional  Building,  101  North 
McCullough,  San  Antonio  12,  Texas. 

1961  SCIENTIFIC  SESSION,  American 
Cancer  Society  — Biltmore  Hotel,  New 
York  City,  October  23,  1961. 

A STUDY  CONFERENCE  on  “The  Role  of 
Biomedical  Engineering  in  Universities 
and  Hospitals;’’  sponsored  by  University 
of  Nebraska  College  of  Medicine,  Ameri- 
can Institute  of  Electrical  Engineers,  and 
Institute  of  Radio  Engineers ; Omaha, 
Sheraton  Fontanelle  Hotel;  October  26- 
27,  1961. 


OMAHA  MID-WEST  CLINICAL  SOCI- 
ETY, 29th  Annual  Assembly  — Civic  Au- 
ditorium, Omaha,  Nebraska;  October  30 
through  November  2 ; category  I A.A.G.P. 
credit. 

ANNUAL  CLINICAL  SESSION,  Nebraska 
Chapter,  American  College  of  Surgeons — 
Stephenson  Hotel,  Falls  City,  November 
19,  1961. 

FIRST  INTER  - AMERICAN  CONFER- 
ENCE ON  CONGENITAL  DEFECTS  — 
Sponsored  jointly  by  The  National  Foun- 
dation and  the  University  of  Southern 
California;  Statler  Hotel,  Los  Angeles; 
January  22-24,  1962. 

DELEGATES’  REPORT 
American  Medical  Association, 

June  25  to  30,  1961 

The  House  of  Delegates  of  the  American 
Medical  Association  held  its  110th  annual 
meeting  at  The  Sheraton  Hilton  Hotel,  in 
New  York  City,  from  June  25th  to  the  30th, 
1961. 

The  House  of  Delegates  was  called  to  or- 
der by  Norman  A.  Welch,  M.D.,  Speaker  of 
the  House.  The  invocation  was  given  by 
The  Rev.  Father  Timothy  V.  A.  Kennedy, 

M.D. 

The  reports  of  the  reference  Committees 
on  Credentials  and  Rules  and  Order  of  Busi- 
ness were  accepted. 

Julian  P.  Price,  M.D.,  Chairman  of  the 
Board  of  Trustees,  presented  three  names 
for  consideration  for  The  Distinguished 
Service  Award.  Walter  H.  Judd,  M.D., 
Washington,  D.C.,  Eugene  Pendergrass, 
M.D.,  Philadelphia,  and  Shields  Warren, 
M.D.,  Boston. 

It  was  my  pleasure  to  help  elect  Walter 
H.  Judd,  M.D.,  an  Alumnus  of  Nebraska 
University  College  of  Medicine  and  a for- 
mer classmate,  to  this  distinguished  honor. 

The  total  registration  for  this  annual  ses- 
sion reached  56,325  including  22,681  physi- 
cians. 

Osteopathy , Medical  Discipline,  Communi- 
cations, Surgical  Assistants,  Drug  Legisla- 
tion, General  Practice  Residencies,  Rela- 
tions with  Allied  Health  Professions  and 
Services,  and  Poliomyelitis  Vaccine  were 
among  the  major  subjects  covered  by  115 
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resolutions  and  28  reports  acted  upon  by 
the  House  during  this  meeting. 

Osteopathy 

In  considering  a report  of  the  Judicial 
Council  and  three  resolutions  on  the  subject 
of  osteopathy,  the  House  of  Delegates  agreed 
with  the  intent  of  the  report  and  resolutions, 
but  instead  adopted  the  following  statement 
of  A.M.A.  policy; 

1.  There  can  never  be  an  ethical  relation- 
ship between  a doctor  of  medicine  and  a 
cultist,  that  is,  one  who  does  not  practice  a 
system  of  healing  founded  on  scientific 
basis. 

2.  There  can  never  be  a majority  party 
and  a minority  party  in  any  science.  There 
cannot  be  two  different,  yet  equally  valid 
systems  of  medical  practice. 

3.  Recognition  should  be  given  to  the 
transition  presently  occurring  in  osteopathy, 
which  is  evidence  of  an  attempt  by  a signifi- 
cant number  of  those  practicing  osteopathic 
medicine  to  give  their  patients  scientific 
medical  care.  This  transition  should  be  en- 
couraged so  that  the  evolutionary  process 
can  be  expedited. 

4.  It  is  appropriate  for  the  American 
Medical  Association  to  reappraise  its  appli- 
cation of  policy  regarding  relationships  with 
doctors  of  osteopathy,  in  view  of  the  transi- 
tion of  osteopathy  into  osteopathic  medi- 
cine, in  view  of  the  fact  that  the  Colleges  of 
Osteopathy  have  modeled  the  curricula  after 
medical  schools,  in  view  of  the  almost  com- 
plete lack  of  osteopathic  literature,  and  in 
view  of  the  fact  that  many  doctors  of  osteo- 
pathy are  no  longer  practicing  osteopathy. 

5.  Policy  should  now  be  applied  individu- 
ally at  state  level  according  to  the  facts  as 
they  exist;  heretofore,  this  policy  has  been 
applied  collectively  at  National  level. 

The  test  should  be:  Does  the  individual 
doctor  of  osteopathy  practice  osteopathy,  or 
does  he  in  fact  practice  a method  of  healing 
founded  on  a scientific  basis?  If  he  prac- 
tices osteopathy,  he  practices  a cult-system 
of  healing  and  all  voluntary  professional  as- 
sociations with  him  are  unethical.  If  he 
bases  his  practice  on  the  same  scientific 
principles  as  those  adhered  to  by  members 
of  the  American  Medical  Association,  volun- 
tary professional  relationships  with  him 
should  not  be  deemed  unethical. 


Medical  Discipline 

In  a major  move  designed  to  strengthen 
the  professions  disciplinary  mechanisms,  the 
House  approved  the  conclusions  and  recom- 
mendation of  the  Medical  Disciplinary  Com- 
mittee, with  only  three  word  changes.  The 
House  discharged  the  committee  with  thanks 
and  commendation  and  directed  that  its 
functions  be  assumed  as  a continuing  ac- 
tivity of  the  Judicial  Council. 

One  recommendation  suggests  that;  The 
by-laws  of  the  American  Medical  Associa- 
tion be  changed  to  confer  original  jurisdic- 
tion on  the  Association  to  suspend  or  revoke 
the  A.M.A.  membership  of  a physician  guilty 
of  a violation  of  the  Principles  of  Medical 
Ethics  or  the  ethical  policy  of  the  American 
Medical  Association  regardless  of  whether 
action  has  been  taken  against  him  at  local 
level. 

Another  encourages  and  urges  that  each 
state  association  report  annually  to  the 
American  Medical  Association  all  major  dis- 
ciplinary actions  taken  within  its  jurisdic- 
ton  during  the  proceeding  calendar  year. 

The  report  urges  state  and  county  Medi- 
cal Societies  to  utilize  grievance  committees 
as  “gi-and  juries”  to  initiate  action  against 
an  offender  so  as  to  obviate  the  necessity 
of  making  an  individual  member  of  a medi- 
cal society  complain  against  a fellow  mem- 
ber. 

The  House  suggested  that  each  Medical 
school  develop  and  present  a required  course 
in  ethics  and  socio-economic  principles,  and 
that  each  State  Board  of  Medical  Examin- 
ers include  questions  on  ethics  and  proper 
socio-economic  practices  in  all  examinations 
for  license. 

The  report  concluded  with  a recommenda- 
tion that  “American  Medicine  at  the  Na- 
tional, State,  and  Local  level  maintain  an 
active,  aggressive  and  continuing  interest  in 
Medical  Disciplinary  matters  so  that,  by  a 
demonstration  of  good  faith,  medicine  will 
be  permitted  to  continue  to  discipline  its 
own  members  when  necessary.” 

Communications 

Acting  upon  four  resolutions  related  to 
the  Associations  Public  Relations  Program, 
the  House  adopted  a substitute  resolution 
directing  the  Speaker  of  the  House  of  Dele- 
gates to  name  seven  members  elected  of  the 
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House  as  a special  committee,  “to  study  and 
continually  advise  the  Board  of  Trustees  on 
the  broad  planning  and  coordination  of  all 
phases  of  communications  of  the  American 
Medical  Association,  so  that  the  public  and 
the  medical  professions  are  properly  and 
adequately  advised  of  the  policies  and  con- 
cern of  the  medical  profession  with  respects 
to  all  phases  and  aspects  of  medical  care  for 
all  people.” 

The  House  agreed  with  a reference  com- 
mittee opinion  that:  “We  have  a very  ade- 
quate division  within  the  American  Medical 
Association  capable  of  implementing  any 
program  of  Communications.”  The  ap- 
proved committee  report  also  said  that,  “the 
Communications  Division  of  the  American 
Medical  Association  needs  active  support  and 
cooperation  of  the  House  and  of  all  members 
of  the  Association.” 

Surgical  Assistants 

In  considering  a Board  report  and  two 
resolutions  on  the  subject  of  surgical  as- 
sistants’ fees,  the  House  approved  the  fol- 
lowing five  basic  principles  developed  by 
the  Judicial  Council  and  the  Council  on 
Medical  Service: 

1.  “Each  member  of  the  A.M.A.  is  ex- 
pected to  obseiwe  the  Principles  of  Medical 
Ethics  in  every  aspect  of  his  professional 
practice.” 

2.  “Each  doctor  engaged  in  the  care  of 
the  patient  is  entitled  to  compensation  com- 
mensurate with  the  value  of  the  services  he 
has  personally  rendered.” 

3.  “No  doctor  should  bill  or  be  paid  for 
services  which  he  does  not  perform;  mere 
referral  does  not  constitute  a professional 
seiwice  for  which  a professional  charge 
should  be  made  or  for  which  a fee  may  be 
ethically  paid  or  received.” 

4.  “It  is  ethically  permissable  for  a sur- 
geon to  employ  other  physicians  to  assist 
him  in  performance  of  a surgical  procedure 
and  to  pay  a reasonable  amount  for  such  as- 
sistance. This  principle  applies  whether  or 
not  an  assisting  physician  is  the  referring 
doctor  and  whether  he  is  on  a per-case  or 
full  time  pasis.  The  controlling  factor  is 
the  status  of  the  assisting  physician.  If  the 
practice  is  a subterfuge  to  split  fees  or  di- 
vide an  insux’ance  benefit,  or  if  the  physi- 
cian is  not  actually  employed  and  used  as 


a bona  fide  assistant,  then  the  practice  is 
contraiy  to  ethical  principles.” 

5.  “Under  all  other  circumstances  where 
services  are  rendered  by  more  than  one 
physician,  each  physician  should  submit  his 
own  bill  to  the  patient  and  be  compensated  ; 
separately.” 


Eight  resolutions  were  introduced  on  the 
subject  of  creating  new  two-year  residency- 
training programs  in  general  practice. 

The  House  agreed  that  there  appears  to  i 
be  a need  for  such  programs  for  those  in- 
dividuals who  desire  more  experience  in  ob- 
stetrics and  surgery  than  may  be  available 
in  the  currently  existing  Family  Practice  i 
Program.  It  approved  a substitute  resolu- 
tion directing  the  Council  on  Medical  Educa-  | • 
tions  and  Hospitals  to  consider  for  approval  ! 
other  Jwo-year  programs  in  general  practice, 
which  incorporate  experience  in  obstetrics 
and  surgery.  The  Council  will  review  these 
programs  on  the  basis  of  their  individual 
merits  and  conduct  a long-range  evaluation 
of  the  new  programs  as  well  as  the  previ- 
ously established  Family  Practice  Programs. 

Efficacy  of  Drugs 

The  House  strongly  endorsed  a Board  re-  | 
port  which  pointed  out  the  problem  that  i 
would  result  from  amending  the  Food,  Drug,  ; 
and  Cosmetic  Act  to  authorize  the  Food  and  ; 
Drug  Administration  to  determine  the  ef- 
ficacy, as  well  as  the  safety,  of  a prescrip- 
tion drug  prior  to  the  approval  of  a new 
drug  application.  The  A.M.A.  will  oppose 
such  legislation  before  the  Kefauver  Com- 
mittee, the  report  pointed  out,  on  the  basis 
that,  “a  decision  with  respect  to  the  effec- 
tiveness of  drugs  is  dependent  upon  extend- 
ed research,  experimentation,  and  usage.” 

The  House  agreed  that  vesting  such  author- 
ity in  the  Food  and  Drug  Administration  • 
would  operate  to  limit  research,  the  market- 
ing of  drugs,  and  the  exercise  of  discretion 
by  the  medical  profession.  “The  marketing 
of  a relatively  useless  drug  is  infinitely  less 
serious  than  would  be  the  arbitrary  exclu- 
sion from  the  market  of  a drug  that  might 
have  been  saving  the  lives  of  many  pei*- 
sons,”  the  House  declared. 

Relations  With  Other  Health 
Professions  and  Services 

The  House  considered  a Board  report  and 
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twelve  resolutions  dealing  with  various  as- 
pects of  medicine’s  relationships  with  al- 
lied health  pi*ofessions  and  services,  includ- 
ing Optometry.  The  board  report  recom- 
mended the  creation  of  a new  A.M.A.  Coun- 
cil to  handle  all  the  problems  involved.  The 
House,  however,  accepted  a reference  com- 
mittee suggestion  for  establishment  of  a 
New  Commission  to  Co-ordinate  the  Rela- 
tionships of  Medicine  with  Allied  Health 
Professions  and  Services.  The  Commission 
will  be  composed  of  seven  members  appoint- 
ed by  the  Speaker  of  the  House.  Subcom- 
mitees,  composed  of  from  three  to  five  mem- 
bers selected  by  the  Commission  from  lists 
of  names  submitted  by  the  scientific  sec- 
tions, will  consider  problems  in  specific 
areas.  The  Commission  will  correlate  and 
catalogue  the  reports  of  subcommittees  and 
will  act  as  liaison  agent  between  the  sub- 
committees and  those  A.M.A.  Councils  where 
there  may  be  overlapping  interests. 

Polio  Vaccine 

The  House  approved  a report  by  the 
Council  on  Drugs  on  the  present  status  of 
poliomyelitis  vaccination  in  the  United 
States,  and  urged  that  it  be  made  available 
to  all  physicians  through  the  most  effective 
communications  media.  The  report  clearly 
outlines  procedures  recommended  for  im- 
plementation of  mass  vaccination  with  the 
new  Oral  vaccine  when  it  becomes  available. 
The  House  complimented  the  council  on  its, 
“clear  and  succinct  statement  on  the  initia- 
tion of  the  new  campaign  which  will  be 
needed  to  promote  the  new  vaccine.”  The 
House  agreed  that  the  report  provides  the 
practicing  physicians  with  a reliable  series 
of  answers  to  the  many  questions  which 
will  arise  during  the  change-over  from  Salk 
vaccine  to  Oral  vaccine.  The  report  empha- 
sizes, however,  that,  “physicians  should  en- 
courage, support,  and  extend  the  use  of  Salk 
vaccine  on  the  widest  possible  scale  at  least 
until  the  Oral  vaccines,  currently  under  de- 
velopment and  clinical  trial  become  avail- 
able.” 

Miscellaneous  Actions 

In  dealing  with  the  resolutions  and  reports 
on  a wide  variety  of  other  subjects  the 
House  also  — Approved  the  “Guide  to  Physi- 
cians’ relationships  with  Medical  Care  Plan,” 
submitted  by  the  Council  on  Medical  Service, 
with  these  two  changes:  deletion  of  item  5 
under  “Responsibilties  of  the  Medical  So- 


ciety,” which  said,  “To  recognize  that  prop- 
erly qualified  physicians  employed  by,  or 
othei-wise  serving,  medical  care  plans  should 
not  be  denied  professional  rights  and  priv- 
ileges because  of  their  service  to  such  plans,” 
and  addition  of  a new  item  under,  “Respon- 
sibilties of  the  Medical  Care  Plan,”  which 
reads : “To  provide  the  beneficiary  of  the 
plan  with  free  choice  of  qualified  physi- 
cians.” 

— Reaffirmed  its  support  of  the  Kerr-Mills 
program  for  the  needy  and  near-needy  aged, 
and  its  opposition  to  any  legislation  of  the 
King-Anderson  type,  declaring  that  the  med- 
ical profession  “will  not  be  a willing  party 
to  implementing  any  system  which  we  be- 
lieve to  be  detrimental  to  the  public  wel- 
fare.” 

— Approved  a markedly  expanded  drug  in- 
fonnation  program  submitted  by  the  Board 
of  Trustees  and  the  Council  on  Drugs. 

— Adopted  the  final  report  of  the  Special 
Study  Committee  of  the  Council  on  Medical 
Education  and  Hospitals  and  recommended 
that  copies  be  sent  to  all  medical  school 
Deans  in  the  United  States. 

— Decided  to  hold  the  1963  Clinical  Meet- 
ing in  Portland,  Oregon,  instead  of  Las 
Vegas,  Nevada,  as  recommended  by  the 
Board. 

— Approved  a plan  by  the  new  A.M.A.  De- 
partment of  International  Health  to  cooper- 
ate in  the  recruitment  of  volunteer  physi- 
cians for  emergency  medical  service  in  for- 
eign mission  fields. 

— Agreed  to  an  increase  of  $20.00  in  the 
annual  A.M.A.  membership  dues  to  be  im- 
plemented over  a period  of  Wo  years ; $10.00 
on  January  1,  1962,  and  $10.00  additional 
on  January  1,  1963. 

— Discontinued  the  Association’s  General 
Practitioner  of  the  year  award. 

— Opposed  legislative  and  administrative 
mandates  which  would  compel  physicians  to 
prescribe  drugs,  or  require  phaiTnaceuticals 
to  be  sold,  by  generic  names  only. 

— Reaffirmed  the  Association’s  opposition 
to  compulsory  inclusion  of  physicians  under 
Social  Security  system. 

— Urged  immediate  legislation  that  will 
provide  strong  economic  motivation  for  the 
construction  and  maintenance  of  fall-out 
shelters. 
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— Disapproved  two  resolutions  which 
would  have  discontinued  the  scientific  ac- 
tivities at  the  Clinical  Meetings. 

— Urged  immunization  campaigns  against 
both  tetanus  and  influenza,  and  asked  state 
and  county  Medical  Societies  to  give  full 
support  to  the  First  National  Congress  on 
medical  quackery  to  be  jointly  sponsored 
next  October  6th,  7th  in  Washington,  D.C., 
by  the  A.M.A.,  and  the  Food  and  Drug  Ad- 
ministration. 

Resolution  No.  1,  entitled  Public  Informa- 
tion Campaign,  and  introduced  by  your  dele- 
gates was  not  adopted  and  the  following 
comment  was  made.  “Resolution  No.  1 rec- 
ommends that  the  increase  in  dues  not  be 
approved  unless  a public  information  cam- 
paign is  initiated  and  carried  out  immediate- 
ly and  that  the  dues  increase  shall  be  re- 
viewed in  three  years  and  cancelled  if  un- 
necessary. Many  delegations  appeared  be- 
fore the  reference  committee  hearings  ex- 
pressing opposition  to  this  resolution.  Your 
reference  committee  disapproves  of  ear- 
marking any  portion  of  the  increase  in  dues 
for  any  specific  purpose.  Therefore,  your 
reference  committee  recommends  that  this 
resolution  be  disapproved.” 

Inaugural  Ceremony 

Dr.  Larson,  said,  in  his  inaugural  address 
Tuesday  night,  that  the  really  good  doctor, 
guided  by  professional  spirit,  will  always  re- 
member that  medicine  exists  for  just  one 
purpose  — to  serve  humanity.  When  the 
essence  of  that  spirit  is  diluted  or  destroyed, 
either  in  an  individual  physician  or  in  a Na- 
tion, he  added,  medicine  ceases  to  be  a pro- 
fession in  the  highest  sense  of  the  word.  Dr. 
Larson  also  presented  the  Distinguished 
Service  Award  Medal  to  Representative  Wal- 
ter H.  Judd.  The  entertainment  highlight 
of  the  inaugural  program  was  a concert  by 
the  Montegomery  County  Medical  Society 
Glee  Club  of  Dayton,  Ohio. 

Election  of  Officers 

In  addition  to  Dr.  Fister,  the  new  Presi- 
dent-elect, the  following  officers  were  named 
at  the  Thursday  session:  Dr.  Eustace  A. 
Allen,  of  Atlanta,  Georgia,  Vice  President; 
Dr.  Norman  A.  Welch  of  Boston,  re-elected 
Speaker  of  the  House;  and  Dr.  Milford  0. 
Rouse  of  Dallas,  Texas,  re-elected  Vice 
Speaker. 


Elected  to  the  Board  of  Trustees  were. 
Dr.  Wesley  W.  Hall  of  Reno,  Nev.,  to  suc- 
ceed Dr.  Fister;  Dr.  Homer  L.  Pearson,  Jr., 
of  Miami,  Fla.,  to  replace  Dr.  Julian  P. 
Price  of  Florence,  S.C. ; and  Dr.  Charles  L. 
Hudson  of  Cleveland,  Ohio,  to  fill  out  the 
term  of  the  late  Dr.  Cleon  A.  Nafe,  Indian- 
apolis. The  Board  named  the  following  of- 
ficers : Chairman,  Dr.  Hugh  Hussey  of 

Washington,  D.C.;  Vice  Chairman,  Dr. 
Percy  Hopkins  of  Chicago;  and  Secretary, 
Dr.  James  Z.  Appel  of  Lancaster,  Pa. 

Named  to  the  Judicial  Council  were.  Dr. 
Robertson  Ward,  of  San  Francisco,  to  suc- 
ceed himself,  and  Dr.  Elmer  G.  Shelly  of 
North  East,  Pa.,  to  replace  Dr.  Pearson. 

Re-elected  to  the  Council  on  Constitution 
and  By-Laws,  was  Dr.  Walter  E.  Vest  of 
Huntington,  West  Va. 

New  members  of  the  Council  on  Medical 
Services  are.  Dr.  Charles  Ashworth  of  Provi- 
dence, R.I.,  succeeding  Dr.  Carlton  Wertz  of 
Buffalo,  N.Y.,  and  Dr.  Burtis  E.  Monte- 
gomery of  Harrisburg,  III,  to  succeed  Dr. 
Charles  Hudson  of  Cleveland. 

For  the  Council  on  Medical  Education  and 
Hospitals,  Dr.  Dwight  L.  Wilbur  of  San 
Francisco,  was  elected  to  succeed  Dr.  John 
W.  Cline  of  the  same  city,  and  Dr.  Kenneth 
C.  Sawyer  of  Denver,  Colo.,  was  named  to 
succeed  Dr.  Guy  A.  Caldwell  of  New  Or- 
leans. 

This  report  would  not  be  complete  if  I 
failed  to  mention  an  incident  which  hap- 
pened in  the  business  meeting  of  the  Section 
on  Surgery. 

There  is  an  organization  in  this  country 
which  is  known  as.  The  Society  of  Abdom- 
inal Surgeons.  This  group  was  organized 
by  Dr.  Blaise  Alfano  of  Boston,  Mass.,  and 
they  have  been  trying  to  gain  recognition  so 
as  to  become  knowoi  as  the  Board  of  Abdom- 
inal Surgeons.  To  date  board  certification 
has  been  denied,  because  of  certain  organ- 
ization irregularities. 

At  this  meeting  of  the  Section  on  Surgery, 
members  of  the  Society  of  Abdominal  Sur- 
geons had  been  alerted  by  letters  to  be  pres- 
ent, and  they  filled  the  room  so  that  there 
was  no  standing  room.  When  the  nomina- 
tions for  officers  for  the  coming  years  were 
announced  by  the  nominating  committee  and 
nominations  from  the  floor  were  called  for. 
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they  nominated  their  own  slate  and  elected 
them. 

They  then  passed  two  resolutions,  one 
which  was  entitled  “Proposal  for  a Board  of 
Abdominal  Surgery,”  and  a second  entitled, 
“Increased  Membership  for  Executive  Com- 
mittee of  Section  on  General  Surgery.” 
These  two  resolutions  were  referred  to  the 
reference  committee  on  Section  and  Section 
Work  and  were  not  adopted  as  many  doctors 
appeared  opposing  their  adoption  and  no 
one  appeared  supporting  them. 

I mention  this  incident  to  bring  to  your 
attention  the  action  of  a well  organized  min- 
ority and  to  alert  you  as  to  the  danger  of 
pressure  groups  creeping  into  organized 
medicine. 

At  this  very  moment  when  organized 
medicine  is  fighting  for  its  very  existence 
we  cannot  afford  disunity  in  our  ranks.  Let 
us  all  remember  that  we  all  were  granted 
medical  degrees  to  render  medical  service 
to  humanity,  that  the  practice  of  medicine 
is  a privilege  which  is  granted  to  those  who 
qualify  under  our  existing  State  laws,  that 
the  specialty  Boards  were  created  to  improve 
the  medical  seiwice  in  their  respective  fields, 
and  that  such  action  by  pressure  groups  is 
not  only  dangerous  to  organized  medicine 
but  eventually  disastrous  to  organized  medi- 
cine which  is  protecting  the  interests  of 
every  physician  in  this  country. 

I am  certain  that  the  American  Medical 
Association  is  not  perfect,  but  I am  sure 
that  it  is  doing  everything  possible  to  pro- 
tect the  interest  of  the  public  through  or- 
ganized medicine.  I cannot  help  but  wonder 
what  the  practice  of  medicine  would  be  today 
if  it  were  not  for  the  efforts  of  the  American 
Medical  Association. 

When  we  quibble  about  the  increase  in 
dues,  let  us  stop  to  think  what  the  average 
laboring  man  who  belongs  to  a Union  pays 
each  year.  I know  of  no  organization  where 
you  get  as  much  for  your  money  as  you  do 
in  the  American  Medical  Association. 

May  I plead  with  you  to  give  the  greatest 
profession  on  earth,  of  which  you  are  a mem- 
ber, the  support  in  every  respect  it  so 
rightfully  deserves. 

I consider  it  a privilege  to  serve  you  in 
the  House  of  Delegates  of  the  A.M.A.,  and 
welcome  your  comments  and  criticisms. 

— E.  F.  Leininger,M.D., 
Delegate. 


MEDICAL  ASPECTS  OF  SPORTS 

The  Third  National  Conference  on  the 
Medical  Aspects  of  Sports  sponsored  by  the 
American  Medical  Association,  under  the 
auspices  of  the  A.M.A.  Committee  on  the 
Medical  Aspects  of  Sports,  will  be  held  in 
Denver,  Colorado,  at  the  Cosmopolitan  Ho- 
tel on  November  26,  1961.  The  Conference 
will  be  held  in  conjunction  with  the  annual 
Clinical  Meeting  of  the  American  Medical 
Association,  November  26-30,  1961. 

As  was  true  of  the  previous  Conferences 
on  this  subject  held  in  Dallas,  Texas,  and 
Washington,  D.C.,  the  Third  Conference  will 
cover  a wide  range  of  subjects.  Included 
will  be  papers,  panels,  and  discussions  re- 
lating to  training  and  conditioning,  preven- 
tion of  injuries,  recognition  referral  and 
treatment  of  injuries,  the  physiology  of 
sports  participation  and  other  subjects. 

Those  interested  in  receiving  announce- 
ments concerning  the  Conference  should  ad- 
dress the  Secretary,  Committee  on  the  Medi- 
cal Aspects  of  Sports,  American  Medical 
Association,  535  North  Dearborn  Street, 
Chicago  10,  Illinois. 

The  subject,  “Medical  Aspects  of  Sports,” 
is  being  recognized,  somewhat  tardily,  as  one 
of  major  importance.  The  above  announce- 
ment by  the  A.M.A.  emphasizes  the  need  for 
study  of  this  subject  and  for  dissemination 
of  information  to  all  who  may  be  directly 
concerned  with  prevention  and  treatment  of 
injuries  and  other  conditions  of  importance 
in  athletics. 

Appropriate  to  a discussion  of  this  subject, 
comes  an  account  of  the  highlights  of  a con- 
vention of  athletic  trainers  held  June  10-13, 
1961.  This  account  follows: 

Convention  Highlights,  National  Athletic 
Trainers  Association : 

George  F.  Sullivan,  R.P.T.,  Chief  Physi- 
cal Therapist,  University  Health 
Service  University  of  Nebraska,  Lin- 
coln, Assistant  Athletic  Trainer,  Uni- 
versity of  Nebraska  Athletic  Depart- 
ment 

The  N.A.T.A’s  annual  convention  was  held 
this  year  at  Madison,  Wisconsin.  An  out- 
standing program  was  presented,  and  papers 
given  included  the  following: 

1.  Panel  Discussion  on  Unusual  Injuries 

2.  Injuries  of  the  Lateral  Ligaments  of 
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the  Knee,  including  Damage  to  the 
Peroneal  Nerve 

3.  Recognition  and  Referral  of  Athletic 
Injuries 

4.  Emergency  Care  of  Internal  Injuries 

5.  Management  of  Knee  Injuries 

6.  Practical  Care  of  the  Feet 

7.  Movie  (in  color)  — The  Knee;  In- 
juries, Diagnosis,  Surgery,  Rehabili- 
tation, and  Taping 

8.  Modern  Dance  Techniques  — Warm- 
up Exercises  and  Specific  Muscle 
Stretching 

9.  Serious  and  Fatal  Football  Injuries 
Involving  the  Head  and  Spinal  Cord 

All  of  the  above  papers  were  given  or 
moderated  by  the  doctors  listed  below,  each 
of  whom  is  directly  responsible  for  all  or 
part  of  the  athletic  program  of  a major  uni- 
versity : 

1.  Jack  C.  Hughston,  M.D.,  Orthopedic 
Surgeon,  Auburn  University 

2.  Owen  B.  IMurphy,  M.D.,  Orthopedic 
Surgeon,  University  of  Kentucky 

3.  James  S.  Feurig,  M.D.,  Team  Physi- 
cian, University  of  Michigan 

4.  Richard  C.  Schneider,  M.D.,  Neuro- 
surgeon, University  of  Michigan 

5.  Alfred  H.  Griess,  M.D.,  Team  Physi- 
cian, Pennsylvania  State  University 

6.  William  K.  Smith,  M.D.,  Orthopedic 
Surgeon,  University  of  Pittsburg 

7.  L.  W.  Combs,  M.D.,  Team  Physician, 
Purdue  University 

Especially  impressive  was  the  colored 
movie  prepared  by  Dr.  Smith  which  showed 
the  knee  joint  (dissected  within  five  to  ten 
hours  after  death),  the  excursions  of  the 
medial  and  lateral  menisci,  movements  of 
the  patella,  rotation  of  the  tibia  and  fibula, 
and  the  stability  of  the  medial  and  lateral 
collateral  ligaments.  The  mechanism  of  the 
“locked  knee”  was  demonstrated,  as  pro- 
duced by  torn  menisci.  The  movie  was  nar- 
rated by  Dr.  Griess.  A sound  track  is  to 
be  added,  and  when  this  is  accomplished  the 
film  will  be  a very  valuable  training  aid  for 
all  physicians  and  trainers. 

One  of  the  modern  instructors  at  the  Uni- 


versity of  Wisconsin,  along  with  one  of  her 
stu dents,  presented  an  excellent  demonstra- 
tion of  muscle  stretching.  She  emphasized 
that  by  the  use  of  a “rhythm  system”  more 
satisfactory  stretching  can  be  accomplished, 
resulting  in  a much  larger  range  of  motion. 

The  paper  leaving  the  biggest  impression 
of  all  was  the  one  given  by  Richard  C. 
Schneider,  M.D.,  who  demonstrated  with 
films  and  slides  the  dangers  of  the  modern 
“protective”  equipment,  especially  the  foot- 
ball helmets  and  attached  face  guards  now 
used  almost  universally.  He  showed  how 
the  face  guards  have  been  used  as  levers  to 
forcibly  displace  the  normal  relationship  of 
the  head  and  cervical  vertebrae.  He  pointed 
out  specifically  how  the  death  of  a member 
of  the  New  York  Titans  professional  foot- 
ball team  was  directly  related  to  the  use  of 
the  face  mask.  This  player’s  head  had  been 
severely  hyperextended  twice  in  a game  with 
Dallas,  and  then  again  the  following  week 
in  a game  with  Houston.  The  player  had 
no  pain  or  tenderness,  but  he  complained  of 
feeling  weak  and  dizzy.  He  was  removed 
from  the  playing  field  during  the  game  with 
Houston  and  was  sent  to  the  dressing  room 
where  he  was  treated  for  what  was  thought 
to  be  heat  prostration.  He  felt  better  mo- 
mentarily, then  felt  faint,  fell  to  the  floor 
and  had  a convulsive  seizure  resembling  the 
grand  mal  seizure  of  the  epileptic.  An  am- 
bulance was  called.  The  player  died  on  the 
way  to  the  hospital.  Autopsy  showed  a 
transection  of  the  cervical  cord  at  the  level 
of  the  1st  and  2nd  cervical  vertebrae.  It  was 
Doctor  Schneider’s  conclusion  that  the  play- 
er had  sustained  a fracture  of  the  cervical 
vertebrae  in  the  Dallas  game  and  that  every 
time  his  neck  was  hyperextended  the  verte- 
bral artery  was  compressed  thereby  causing 
weakness  and  dizziness.  Then  in  the  dress- 
ing room  when  the  player  fell  to  the  floor 
the  fractured  vertebrae  were  further  dis- 
placed and  transected  the  spinal  cord. 

EDITOR’S  NOTE:  The  modern  athletic 

trainer  as  represented  by  the  members  of  the 
N.A.T.A.  has  been  recog'nized  by  the  American 
College  Health  Association  as  a member  of 
the  para-medical  groups.  Members  of  the 
N.A.T.A.  must  have  a Bachelor  of  Science  de- 
gree and  must  be  trained  in  the  administration 
of  first-aid.  It  is  recommended  by  the  N.A.T.A. 
that  all  trainers  be  Registered  Physical  Thera- 
pists. To  become  an  R.P.T.  one  must  usually 
take  a year’s  course  of  study  in  a recognized 
school  (which  schools  are  associated  with  ma- 
jor hospitals  and  medical  schools)  and  then 
follow  this  course  of  study  with  a year’s  in- 
ternship. 
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A MOMENT  IN  THE  HISTORY  OF  ORGANIZED  MEDICINE  — New  York  — Parke,  Davis 
& Company  has  presented  the  American  Medical  Association  with  an  oil  painting  which  depicts 
the  founding  of  the  medical  group  in  1847.  The  presentation  was  made  by  Harry  J.  I^oynd 
(right),  Parke-Davis  president,  at  a luncheon  following  ceremonies  opening  the  110th  annual 
meeting  of  the  A.M.A.  Dr.  E.  Vincent  Askey  (left),  A.M.A.  president,  accepted  the  painting 
which  shows  the  organization  meeting  of  250  delegates  on  May  7,  1847,  at  a hall  in  The  Academy 
of  Natural  Sciences,  Philadelphia. 


A GRIEVOUS  LOSS:  JOE  BURGER 

Blue  Cross-Blue  Shield  of  Nebraska,  the 
medical  profession,  and  the  people  suffered 
a grievous  loss  in  the  death  of  Mr.  Joseph  0. 
Burger,  last  July  10.  In  the  minds  of  those 
who  worked  closely  with  “Joe,”  he  personi- 
fied Blue  Cross-Blue  Shield.  Of  the  many 
good  things  that  could  be  said  about  Joe 
Burger,  Doctor  Schenken  has  preempted  and 
epitomized  the  cream  in  a letter  to  Mrs. 
Burger.  We  take  the  liberty  of  printing 
this  letter,  at  this  time,  as  a memorial  to  a 
quiet,  lovable,  unassuming,  friendly,  and  ef- 
ficient man  — Joseph  0.  Burger. 

July  11,  1961 

Dear  Mrs.  Burger: 

As  I grow  older  I glance  back  more  and  more 


frequently  and  say  to  myself,  “Have  I,  in  the  eyes 
of  God,  justified  His  granting  me  the  privilege  of 
a life  on  this  earth?” 

I am  not  sure  what  the  answer  is  for  me  but 
I do  know  that  it  is  for  Joe  Burger.  Joe  gave  gen- 
erously of  his  time  and  talent  in  the  truest  Chris- 
tian spirit  of  man’s  love  for  man.  He  asked  for 
nothing  in  return  for  his  many  efforts. 

We  in  the  medical  profession  and  in  the  hos- 
pital family  can  only  say  that  there  won’t  be  an- 
other Joe  Burger. 

He  was  quietly  devoted  to  the  cause  of  the  health 
professions  in  a way  which  very  few  people  appre- 
ciated because  he  shunned  public  acclaim.  He  si- 
lently received  his  reward  deep  in  his  heart  from 
countless  patients  who  will  never  know  to  whom 
they  should  be  grateful  for  the  many  contributions 
to  their  health  and  happiness  which  Joe  has  made. 

I know  that  July  10,  1961  is  a sad  day  in  the 
life  of  your  family.  But  his  loss  is  a monument  of 
inspiration  to  all  of  us.  God  give  us  all  the  cour- 
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age,  strength,  vision,  patience,  and  understanding  to 
carry  on  where  he  left  off. 

We  will  tiy  in  our  small  way  to  share  your  grief. 

Sincerely  yours, 

J.  R.  Schenken,  M.D. 

GENE  HUSE 

The  year  that  Gene  Huse  became  manager 
of  The  Norfolk  Daily  News,  he  contracted 
with  the  Nebraska  State  Medical  Association 
to  print  the  Nebraska  State  Medical  Journal. 
This  was  46  volumes  ago  — in  1916.  He  re- 
mained the  godfather  of  the  Journal,  so  to 
speak,  even  after  he  became  inactive  at  the 
printing  plant  (1956).  He  retained  his  in- 
tense pride  and  interest  in  the  Jouiinal  and 
insisted  that  a copy  of  each  issue  be  placed 
before  him  so  that  he  could  see  “if  it  was 
being  printed  correctly.”  Gene  Huse  died 
July  7,  1961,  his  death  being  the  first  inter- 
ruption between  the  printer  and  our  journal. 

Gene  Huse  had  many  interests  beyond  the 
production  of  a newspaper.  It  has  been 
said  that  he  was  a mechanic  at  heart.  He 
went  in  for  building  things  such  as  radio 
transmitters  and  receivers,  the  engraving  de- 
partment of  his  newspaper,  and  other  things. 
He  had  the  second  licensed  radio  broadcast- 
ing station  in  Nebraska,  and  was  on  the  air, 
experimentally  in  1921.  For  this  station, 
WJAG,  he  built  the  first  transmitter,  acted 
as  engineer  during  the  noon  news  broad- 
casts, while  the  late  Karl  Stefan  did  the  an- 
nouncing. He  spent  his  evenings  building 
receiving  sets  which  he  gave  away  to  shut- 
ins  so  they  could  listen  to  the  broadcasts. 

Mr.  Huse  travelled  widely  and  was  active 
in  the  area  of  human  relations  in  various 
parts  of  the  world.  One  of  these,  Belgian 
relief  in  the  wake  of  WWI  earned  him  a 
medal  from  King  Albert  of  Belgium. 

The  interruption  of  the  long  association 
between  Gene  Huse  and  the  Nebraska  M.  J. 
leaves  us  with  a deep  sense  of  loss  and  of 
sympathy  for  those  close  to  him,  but  it  leaves 
no  hiatus  so  far  as  the  making  of  our  Journal 
is  concerned.  The  next  generation  of  the 
Huse  family  has  it  in  hand.  Mr.  Jerry  Huse, 
the  son,  has  been  in  charge  of  The  Norfolk 
Daily  News  since  1956,  and  Mr.  Dave 
Powell,  a son-in-law,  continues  to  manage 
the  subsidiaiy  News  Printing  Service,  the 
department  in  which  the  Journal  is  actually 
printed. 


DUES  INCREASE 

The  A.M.A.  asks  that  our  membership  be 
informed  of  the  increase  in  dues,  according 
to  the  action  of  the  House  of  Delegates,  tak- 
en at  the  recent  Annual  Meeting  in  New 
York  City.  The  total  amount  of  increase 
will  be  $20,  spread  over  two  years;  $10  ef- 
fective January  1,  1962  (total  $35  for  1962) 
and  the  second  $10,  January  1,  1963  (total 
$45  for  1963). 

In  considering  this  increase  the  House 
took  into  consideration  that  dues  have  been 
static  since  1950;  that  cuiTent  programs  of 
the  A.M.A.  demand  more  money  than  its 
present  income ; that  new  and  extended  pro- 
gi’ams  are  needed  to  carry  out  the  avowed 
purposes  of  meeting  the  health  needs  of  the 
keeping  physician  members  abreast  of  the 
latest  developments  in  medicine. 

The  House  declined  to  earmark  any  part 
of  the  dues  for  any  specific  purpose,  but 
outlined  a group  of  projects  of  immediate 
impoidance  that  are  a “must”  and  that  re- 
quire greater  financial  support  than  is  pos- 
sible with  our  present  dues  of  $25  per  year. 
For  a somewhat  more  complete  discussion  of 
future  projects,  see  A.M.A.  News  for  July 
10,  1961,  p.  13. 

Human  Interest  Tales 

Dr.  Roy  S.  Cram,  Burwell,  has  recently 
received  his  private  license  as  a pilot. 

Dr.  M.  L.  Owen,  Sargeant,  has  resumed 
his  practice  on  a limited  scale  following  an 
illness. 

Dr.  S.  A.  Serbousek,  Alliance,  recently 
moved  to  Bassett  where  he  has  established 
his  office. 

Dr.  Robert  F.  Moore,  Lincoln,  is  the  new 
chief  of  surgery  at  the  Lincoln  Veterans 
Hospital. 

Drs.  A.  L.  Smith,  Sr.,  and  Jr.,  have  moved 
into  their  new  offices  in  the  Anderson  Build- 
ing, Lincoln. 

Dr.  Joseph  H.  Gardner,  Omaha,  has  moved 
to  Alliance  where  he  is  associated  with  Dr. 
T.  D.  Fitzgerald. 

Dr.  Ronald  Waggener,  Omaha,  was  a 
guest  speaker  at  a regular  meeting  of  the 
Omaha  Optimist  Club  in  July. 

Dr.  Clayton  Andrews,  Lincoln,  was  con- 
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fined  to  a Lincoln  hospital  in  July  but  has 
since  returned  to  his  home. 

Dr.  Lawrence  J.  Kelly  and  family  have 
moved  to  Lexington  where  Dr.  Kelly  is  asso- 
ciated with  Dr.  P.  Bryant  Olsson. 

Dr.  M.  M.  Mnsselman,  Omaha,  presented 
a paper  at  the  Coller-Penberthy  Medical 
Conference  in  Traverse  City  in  July. 

Dr.  Harlan  Jorgensen,  Falls  City,  has 
moved  to  Joliet,  Illinois,  where  he  will  take 
a two-year  residency  in  anesthesiology. 

Dr.  S.  R.  Rathbun,  who  formerly  practiced 
in  Crawford,  has  moved  to  Sidney  where  he 
is  associated  with  Dr.  C.  J.  Cornelius,  Jr. 

Dr.  John  R.  Schenken,  Omaha,  spoke  at  a 
luncheon  meeting  of  the  Norfolk  Chamber 
of  Commerce  legislative  committee  in  July. 

Dr.  John  M.  McKain,  Omaha,  was  one  of 
the  guest  speakers  at  the  Wyoming  State 
Medical  Society  meeting  in  Cheyenne  in  July. 

Dr.  Leo  Weiler,  Omaha,  has  moved  to 
Lawrence  where  he  has  opened  his  office  in 
a new  clinic  building  built  by  that  commun- 
ity. 

Drs.  Vernon  W.  Myers  and  William  F. 
Giles,  fonnerly  with  the  Mayo  Foundation, 
have  moved  to  Omaha  to  establish  their  prac- 
tice. 

Dr.  Keith  Sehnert,  York,  has  become  asso- 
ciated with  the  Dorsey  Laboratories  of  Lin- 
coln as  assistant  medical  director  for  the 
firm. 

Dr.  Cecil  Wittson,  Omaha,  was  a guest 
speaker  at  the  July  meeting  of  the  Northeast 
Nebraska  Welfare  association  held  in  West 
Point. 

Dr.  Richard  D.  Gentry,  who  recently  com- 
pleted his  army  service,  has  moved  to  Falls 
City  where  he  is  associated  with  Dr.  William 
V.  Glenn. 

Dr.  T.  L.  Perrin,  New  York  City,  has  been 
named  chairman  of  the  Department  of  Path- 
ology at  the  Creighton  University  School 
of  Medicine. 

Dr.  Robert  L.  Burghart,  Omaha,  has 
joined  Dr.  L.  V.  Brennen  of  Falls  City.  Dr. 
Burghart  recently  completed  his  internship 
at  an  Omaha  hospital. 

Dr.  Albert  Mueller,  Iowa  City,  Iowa,  has 
recently  moved  to  Kearney  and  has  estab- 


lished his  office  at  the  Good  Samaritan  Hos- 
pital. Dr.  Mueller  is  a radiologist. 

Dr.  and  Mrs.  James  Carlson,  Verdigre, 
held  open  house  at  the  new  medical  building 
which  was  recently  completed.  Dr.  Carlson 
began  his  practice  in  Verdigre  in  July. 

Dr.  Harry  Russell  has  joined  the  Drs.  Bell 
& Bell  Clinic  in  York.  Dr.  Russell  has  been 
engaged  in  postgraduate  study  at  the  Uni- 
versity of  Colorado  Medical  Center  for  the 
past  two  years. 

Col.  C.  T.  Fenton,  formerly  of  Lincoln, 
has  been  awarded  a second  oak  leaf  cluster 
to  the  Army  commendation  medal  at  Fort 
Benning  for  meritorious  service  as  com- 
mander of  Martin  Army  Hospital  and  post 
surgeon  since  September  1959. 

Dr.  Kenneth  C.  Hauptman,  has  been 
named  director  of  clinical  pathological  serv- 
ices at  Immanuel  hospital  in  Omaha.  He 
will  also  serve  as  associate  pathologist.  Dr. 
Hauptman  formerly  practiced  in  Kenesaw 
and  recently  completed  his  training  in  South 
Bend,  Indiana. 

Announcements 

PRELIMINARY  PROGRAM  ANNOUNCEMENTS 
on  the 

TWENTY-NINTH  ANNUAL  POSTGRADUATE 
ASSEMBLY 
of 

OMAHA  MID-WEST  CLINICAL  SOCIETY 
MEETING  DATES;  Oct.  30  thm  Nov.  2,  1961 
MEETING  HEADQUARTERS:  Civic  Auditorium, 

Omaha 

1961’s  Scientific  Assembly  is  presented  under 
the  joint  sponsorship  of  Creighton  University 
School  of  Medicine,  University  of  Nebraska  College 
of  Medicine,  and  Nebraska  Chapter  of  American 
Academy  of  General  Practice  . . . authorized  as 
acceptable  for  Category  I Credits. 

FEATURING  ...  11  DISTINGUISHED 
GUEST  SPEAKERS 

INVITED  GUESTS’  LECTURE  SCHEDULES 

‘“CLINICAL  PATHOLOGY  AND 
BASIC  SCIENCE” 

—John  W.  Rebuck,  M.D.,  Ph.D.,  Detroit,  Michigan; 

Chief,  Division  of  Laboratory  Hematology,  The 

Hem-y  Ford  Hospital 

Oct.  31,  Dinner  (VR) — “Human  Skin  Window  in 
Disease” 

Oct.  31,  8:45  p.m.  (CPC) — Guest  Speakers  to  Par- 
ticipate with  Clinical  Pathological  Conference 
Nov.  1,  4:15  p.m. — “Ultrastructural  Platelet  Dis- 
ease as  a Common  Cause  of  Abnormal  Bleed- 
ing” 
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“GYNECOLOGY  AND  OBSTETRICS” 

— J.  Robert  Willson,  M.D.,  Philadelphia,  Pennsyl- 
vania; Professor  and  Head  of  Department  of  Ob- 
steti-ics  and  Gynecolog-y,  Temple  University  School 
of  Medicine  and  Hospital,  Philadelphia 
Oct.  30,  9:00  a.m. — “Prediabetes  in  Pi'egnancy” 

Oct.  30,  Luncheon  (VR) — “Emotional  Problems  in 
Obstetrics  and  Gynecology” 

Oct.  30,  7 :45  p.m. — “Hypertensive  Cardiovascular 
Disease  Complicating  Pregnancy” 

Oct.  31,  2:45  p.m. — “Diagnosis  of  Tubal  Pregnancy” 

“MEDICINE” 

— Gordon  McHardy,  M.D.,  New  Orleans,  Louisiana; 
Clinical  Professor  of  Medicine,  Louisiana  State 
University  School  of  Medicine 
Nov.  1,  9:30  a.m. — “Medical  Management  of  Com- 
plications of  Duodenal  Ulcer” 

Nov.  1,  Luncheon  (AH) — “Hj'percholesteremia  — A 
Gastrointestinal  Problem” 

Nov.  2,  9:00  a.m. — “Functional  Gastrointestinal  Dis- 
turbances” 

Nov.  2,  2:15  p.m. — “Newer  Therapy  for  Intestinal 
Parasitic  Infestations” 

“MEDICINE” 

— John  H.  Moyer,  M.D.,  Philadelphia,  Pennsylvania; 
Professor  of  Medicine  and  Chainnan  of  Depart- 
ment of  Internal  Medicine,  Hahnemann  Medical 
College  and  Hospital,  Philadelphia 
Oct.  30,  Luncheon  (AH) — “Hypertensive  Emer- 
gencies” 

Oct.  30,  4:15  p.m. — “Treatment  of  the  Ambulatory’ 
Patient  With  Hypertension” 

Oct.  30,  8:15  p.m. — “Prognosis  As  Altered  by  Anti- 
hj'pertensive  Therapy” 

Oct.  31,  9:00  a.m — “Diuretics:  Phai’macodjmamics 
and  Clinical  Use  in  Treatment  of  Syndromes 
Associated  With  Salt  and  Water  Retention” 

“NEUROPSYCHIATRY” 

— A.  E.  Bennett,  M.D.,  Berkeley,  Califomia;  Asso- 
ciate Professor  of  Psychiatiy,  University  of  Cali- 
fornia and  Chief  of  Psychiatry,  Hemck  Memorial 
Hospital,  Bei'keley 

Nov.  1,  4:15  p.m. — “The  Management  of  Chronic 
Alcoholism  and  Importance  of  Early  Recogni- 
tion of  Brain  Damage” 

Nov.  2,  Luncheon  (VR) — “The  Physicians’  Respon- 
sibility in  Recognition  and  Treatment  of  the 
Suicidal  Patient” 

Nov.  2,  2:45  p.m. — “Psychiatric  Aspects  of  Psycho- 
motor Epilepsy” 

“ORTHOPEDIC  SURGERY” 

— Fred  C.  Reynolds,  M.D  , St.  Louis,  Missouri;  Pro- 
fessor of  Orthopedic  Surgeiy,  Washington  Uni- 
versity School  of  Medicine,  St.  Louis 
Oct.  30,  9:30  a.m. — “The  Painful  Hip” 

Oct.  30,  4:45  p.m. — “Soft  Tissue  Injuries  to  the 
Knee” 

Oct.  31,  Luncheon  (VR)  — Orthopedic  Fracture 
Clinic.  Dr.  Reynolds  suggests  that  visiting 
physicians  bring  X rays  on  problem  cases. 

“OTOLARYNGOLOGY” 

— Howard  P.  House,  M.D.,  Los  Angeles,  California; 


Clinical  Professor  of  Otolaryngology,  Univer- 
sity of  Southern  Califomia  School  of  Medicine 
and  Director  of  the  Los  Angeles  Foundation  of 
Otology 

Oct.  31,  4:45  p.m. — “Infections  of  the  External  and 
Middle  Ear” 

Oct.  31,  8:15  p.m. — “Vertigo  and  Ear  Noises” 

Nov.  1,  Luncheon  (VR) — . . . “Speak  Up,  Doctor!” 

“PEDIATRICS” 

— Alexander  J.  Schaffer,  M.D.,  Baltimore,  Mary- 
land; Associate  Professor  of  Pediatrics,  The  Johns 
Hopkins  Medical  School  and  Pediatrician  to  the 
Johns  Hopkins  Hospital,  Chief  of  Pediatrics  to 
the  Hospital  for  Women  of  Mai’yland  and  Attend- 
ing Pediatrician  to  the  Sinai  Hospital  of  Balti- 
more 

Nov.  1,  3:45  p.m. — “Surgical  Causes  of  Dyspnea  of 
of  the  Newborn” 

Nov.  2,  9:30  a.m. — -“Medical  Causes  of  Dyspnea  of 
the  Newborn” 

Nov.  2,  3:15  p.m. — “Diseases  Transmitted  Trans- 
placentally  to  Fetus  and  Newboni” 

“SURGERY” 

— John  W.  Kirklin,  M.D.,  Rochester,  Minnesota; 
Surgeon  to  Mayo  Clinic,  Rochester,  Professor  of 
Surgeiy  Mayo  Foundation  Graduate  School,  Uni- 
versity of  Minnesota,  Rochester 
Nov.  1,  9:00  a.m. — “Open  Intracardiac  Operation 
for  Acquired  Vah-ular  Heart  Disease” 

Nov.  1,  2:45  p.m. — “Open  Intracardiac  Operation 
in  Infants” 

Nov.  2,  Luncheon  (AH) — “Abdominal  Aortic  Aneu- 
I’j’sm” 

“SURGERY” 

— Kenneth  W.  Wan-en,  M.D.,  Boston,  Massachusetts; 
Surgeon,  Lahey  Clinic;  Surgeon,  New  England 
Baptist  and  New  England  Deaconess  Hospitals 
Oct.  30,  2:45  p.m. — “Surgical  Considerations  in  the 
Management  of  Common  and  Uncommon  Le- 
sions of  the  Biliai’y  Tract” 

Oct.  30,  8:45  p.m. — “The  Management  of  Inflamma- 
toi-j’  Diseases  of  the  Large  and  Small  Intestine” 
Oct.  31,  Luncheon  (AH) — “The  Surgical  Treatment 
of  Gastric  Ulcer” 

Oct.  31,  4:15  p.m. — “Cun’ent  Concepts  in  Surgery  of 
the  Pancreas” 

“UROLOGY” 

— Hari-j-  M.  Spence,  M.D.,  Dallas,  Texas;  Clinical 
Professor  of  Urology,  University  of  Texas,  South- 
western Medical  School,  Dallas;  Urologist,  The 
Dallas  Medical  and  Surgical  Clinic;  Chaii-man,  Di- 
sion  of  Urology,  Parkland  Memorial  Hospital 
Oct.  30,  3:45  p.m. — “Pediatric  Urology” 

Oct.  30,  Dinner  (VR) — “The  Differential  Diagnosis 
and  Management  of  Scrotal  Masses” 

Oct.  31,  9:30  a.m. — “Urinary  Tract  Infections — 
1961” 

Oct.  31,  7:45  p.m. — “The  Kidney  Stone  Problem: 
Yesterday  — Today  — Tomon-ow” 

All  meals  seived  at  Meeting  Headquarters  in 
Omaha’s  Civic  Auditorium,  by  the  Sheraton-Fon- 
tenelle  Hotel  Food  Catering  Ser\’ice.  Legend  for 
meal  service — AH,  Assembly  Hall;  VR,  Velvet  Room. 
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SCIENTIFIC  EXHIBITS 

The  Scientific  Exhibits  Committee  anticipates 
placement  of  many  outstanding  displays.  These  ex- 
hibits will  be  located  immediately  adjacent  off  “The 
Doctors’  Lounge.”  Exhibits  may  be  viewed  at  any 
time  during  the  day,  exhibitors  will  be  in  attendance 
for  discussion  of  displays  and  answer  questions — 
Monday,  Tuesday  and  Thursday,  10:30  a.m.  to  12:15 
p.m. 

Scientific  Exhibit  Award  Ceremony  will  be  con- 
ducted in  this  exhiting  area  on  Wednesday  morning, 
10:05  a.m. 

Registrants  are  invited  to  attend  this  ceremony. 
Exhibits  will  be  judged  by  a committee  composed 
of  Distinguished  Guest  Speakers. 

PREMIER  AWARDS— 

Excellence  of  Presentation 
Individual  Investigation 

MERIT  AWARDS— 

Excellence  of  Presentation 
Individual  Investigation 

HONORABLE  MENTION  AWARDS— 

Excellence  of  Presentation 
Individual  Investigation 

William  J.  Reedy,  M.D., 
Director  of  Clinics. 

32  INDIVIDUAL  LECTURES  — PRESENTED 
BY  MEMBERS  OF  OMAHA  MID-WEST 
CLINICAL  SOCIETY 

DAILY  MEMBER  PANEL  DISCUSSIONS 
Monday,  Oct.  30^ — “The  Management  of  Diabetic 
Complications” 

Tuesday,  Oct.  31 — “The  Role  of  Small  and  Large 
Communities  in  Civil  Defense  and  Disaster” 
Wednesday,  Nov.  1 — Dermatology  Seminar  . . . 
Problems  in  Skin  Diseases;  an  open  question 
and  answer  period  with  physician  registrants 
Thursday,  Nov.  2 — This  Is  What’s  New!  . . . Sym- 
posium 

CLINICAL  PATHOLOGICAL  CONFERENCE 

Tuesday  Evening,  Oct.  31 — “Diabetes  and  Hypei-pro- 
teinuria”  (Guest  speakers  to  participate) 

ORTHOPEDIC  FRACTURE  CLINIC 
(With  Guest  Speaker) 

Tuesday  Luncheon,  Oct.  31 — Fred  C.  Reynolds,  M D., 
St.  Louis,  Missouri 

(Dr.  Reynolds  would  like  for  attending  physi- 
cians to  bring  in  X-ray  films  on  problem  frac- 
ture cases  for  review  and  discussion). 

80  TECHNICAL  EXHIBITS  — BOOTHS  OPEN 
AT  8:00  A.M.  DURING  MEETING  DATES 

FEDERAL  CIVIL  DEFENSE  EMERGENCY 
HOSPITAL  UNIT  — FOR  PHYSICIANS’ 
INSPECTION  (to  be  staffed  by 
District  No.  2 Nurses  Association) 

Address  program  inquiries  to:  William  J.  Reedy, 

M.D.,  Director  of  Clinics,  Omaha  Mid-West  Clinical 
Society,  1613  Medical  Arts  Building,  Omaha  2,  Ne- 
braska. 


Nebraska’s  GP’s  to  IMeet — 

Nebraska’s  General  Practitioners  will 
meet  September  13th  and  14th  at  the  Black- 
stone  Hotel  in  Omaha  for  the  twelfth  annual 
Scientific  and  Business  meeting  of  the  Ne- 
braska Academy  of  General  Practice. 

In  addition  to  seven  physicians  from  the 
Omaha  area,  the  meeting  will  be  addressed 
by  six  physicians  of  national  reputation. 
They  are  Dr.  Nicholas  W.  Fugo,  West  Vir- 
ginia Medical  Center;  Dr.  H.  E.  Carnes,  Edi- 
tor of  “Therapeutic  Notes’’  of  Parke,  Davis 
and  Co.;  Dr.  Don  W.  Chapman,  Baylor  Uni- 
versity College  of  Medicine;  Dr.  Alex  J. 
Steigman,  University  of  Louisville  School  of 
Medicine;  Dr.  Oswald  V.  Clark,  Traverse 
City,  Michigan;  and  Dr.  Robert  E.  L.  Berry 
of  the  University  of  Michigan  Medical  Cen- 
ter. 

Mr.  E.  J.  Eaulkner,  President  of  the 
Woodmen  Accident  Co.  of  Lincoln,  Nebras- 
ka, will  address  the  banquet  given  for  the 
physicians  and  their  wives  Wednesday  eve- 
ning, September  13,  1961. 

Mr.  Faulkner  is  a vigorous  advocate  of 
voluntary  health  insurance  as  the  answer  to 
today’s  health  problems  of  care  for  the  aged 
and  the  increasing  costs  of  medical  care. 
Nebraska’s  general  practitioners  are  ex- 
tremely concerned  with  maintaining  the 
present  high  standards  of  medical  care  with- 
out further  increase  in  costs. 

The  women’s  auxiliary,  with  Mrs.  Richard 
Pirrotte  of  Omaha  as  chairwoman,  will  have 
a luncheon  Wednesday  noon  followed  by  a 
tour  of  the  Joslyn  Memorial  Museum. 

Medical  Continuation  Courses  To  Be  Presented 
At  the  Center  for  Continuation  Study,  University 
Of  Minnesota,  Minneapolis,  Minnesota — 

September  18-21,  1961 — Pediatrics  for  Pedi- 
atricians 

October  2-4,  1961 — Obstetrics  for  Specialists 

October  19-21,  1961 — -Dermatology  for  Spe- 
cialists 

November  6-10,  1961 — Radiology  for  Radi- 
ologists (Urologic  Radiology) 

November  15-17,  1961  — Ophthalmology 

(Refraction)  for  General  Physicians 

November  16-18,  1961  — Orthopedics  for 
Orthopedic  Surgeons  and  General  Physi- 
cians (Hand  Surgery) 
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January  2-6,  1962  — Intermediate  Electro- 
cardiography for  General  Physicians  and 
Specialists 

January  25-27,  1962  — Otolaryngology  for 
Specialists 

February  12-14,  1962  — Pediatric  Neurology 

S.A.S.  Offers  Details  of  Medical  Courses — 

Scandinavian  Airlines  System  is  making 
available  a comprehensive  calendar  of  over- 
seas medical  congresses  and  allied  events 
during  the  period  October  1961  - December 
1962.  The  calendar  lists  all  known  medical 
events  in  areas  served  by  the  airline. 

A brochure  outlining  the  program  offered 
by  the  American  Medical  Society  of  Vienna 
also  may  be  obtained  from  S.A.S.  The  so- 
ciety holds  practical  courses  in  dermatology, 
syphilolog>’,  internal  medicine,  neurology 
and  psychiatry.  Also,  obstetrics,  gjmecol- 
ogy,  ophthalmologj^  orthopedic  and  trau- 
matic surgery,  otorhino-laryngologj',  path- 
ology,  pediatrics,  radiology'  and  surgery. 

Details  can  be  obtained  from  S.A.S.  offices 
or  by  writing  to  A.  John  Harrison,  secre- 
tary, Medical  Travel  Section,  Scandinavian 
Airlines  System,  138-02  Queens  Blvd.,  Ja- 
maica 35,  N.Y. 

Nation’s  Oldest  Essay  Contest — 

The  Trustees  of  America’s  oldest  medical 
essay  contest,  the  Caleb  Fiske  Prize  of  the 
Rhode  Island  Medical  Society,  announce  two 
subjects  for  this  year’s  dissertation,  open  to 
any  doctor  of  medicine  in  the  nation,  for 
which  a cash  prize  of  $500  will  be  awarded. 
The  subjects  chosen  are:  “Recent  Advances 
in  the  Treatment  of  Malignant  Disease,’’  and 
“Current  Status  of  Cardiac  Surgery.’’  An 
essay  on  either  subject  must  be  typewritten, 
double  spaced,  and  should  not  exceed  ten 
thousand  words.  Essays  must  be  submitted 
by  December  11th  to  the  Secretary,  Fiske 
Fund,  Rhode  Island  Medical  Society,  106 
Francis  Street,  Providence  3,  Rhode  Island. 

Young  Investigator’s  Award — 

The  American  College  of  Cardiology  of- 
fers a “Young  Investigator’s  Award”  for 
1962.  This  award  is  represented  by  a silver 
medal  and  $1000;  also,  for  one  honorable 
mention,  $250,  and  eight  additional  awards 
of  $100  each. 

Any  physician  in  residency  or  fellowship 


status  or  within  three  years  following  his 
residence  or  fellowship,  may  make  a formal 
presentation,  10  minutes  in  length,  describ- 
ing original  investigation  in  which  the  con- 
testant did  either  the  work  or  was  a signifi- 
cant member  of  investigating  team. 

An  original  manuscript  and  letter  indicat- 
ing intention  to  enter  the  competition  must 
be  in  the  hands  of  the  Executive  Director  by 
January  1,  1962.  An  accompanying  letter 
from  the  chief  of  service  or  laboratory  indi- 
cating his  willingness  to  have  the  material 
presented,  must  also  accompany  the  manu- 
script. 

Competition  is  to  be  in  Denver,  Colorado, 
during  the  11th  Annual  Meeting  of  the 
American  College  of  Cardiology,  May  29  to 
June  2,  1962. 

Address  queries  and  manuscript  to;  Ex- 
ecutive Director,  American  College  of  Car- 
diology, Empire  State  Building,  350  Fifth 
Avenue,  New  York  1,  New  York. 

A Vaccine  for  Prevention  of  Viral  Hepatitis — 

On  July  26,  it  was  reported  that  a team 
of  research  workers  had  succeeded  in  de- 
veloping a vaccine  to  prevent  viral  hepatitis 
and  the  Illinois  State  Medical  Society  pre- 
sented a special  conunendation  to  the  team. 
The  recipients  are ; Dr.  Joseph  D.  Boggs, 
associate  professor  of  pathology.  Northwest- 
ern University  Medical  School  and  patholo- 
gist at  the  Children’s  Memorial  Hospital, 
Chicago;  Dr.  I.  William  McLean,  Jr.,  as- 
sistant director  of  microbiological  research, 
Parke,  Davis  & Company,  Detroit;  and  Wil- 
ton A.  Rightsel,  Ph.D.,  senior  research  sci- 
entist for  Parke-Davis. 

Meeting  and  Election,  Nebraska 
Association  of  Pathologists — 

The  annual  meeting  of  the  Nebraska  As- 
sociation of  Pathologists  was  held  on  May 
3,  1961.  At  the  meeting  the  new  officers 
were  elected  and  committees  set  up  for  1961- 
1962.  The  following  are  the  officers: 
President,  H.  L.  Papenfuss,  M.D.,  Lincoln; 
President-elect,  Earl  Greene,  M.D.;  Secre- 
tary-Treasurer, D.  M.  Fitch,  M.D.,  Omaha; 
Councilor  A.S.C.P.,  J.  X.  Tamisiea,  M.D., 
Omaha;  Alternate,  Milton  Simons,  M.D., 
Omaha;  Assemblyman  C.A.P.,  F.  H.  Tanner, 
M.D.,  Lincoln;  Alternate,  H.  L.  Papenfuss, 
M.D.,  Lincoln. 
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Little  Drops  of  Water  and  Little  Grains  of  Sand — 

Francis  P.  Matthews,  Jr.  (1),  president  of 
the  Children’s  Therapy  Center,  reaches  for 
a bag  of  coins  taken  from  the  fountain  at 
Ross’  Steak  House  (Ross  Lorello,  r).  The 
contribution  to  the  Children’s  Therapy  Cen- 
ter, made  by  customers  over  the  past  several 
months,  weighed  in  at  85  pounds. 

The  Children’s  Therapy  Center  (Omaha) 
provides  diagnostic  and  treatment  facilities 
for  handicapped  children,  and  the  services 
are  available  to  children  throughout  the  en- 
tire midwest  regardless  of  race,  religion  or 
the  ability  to  pay.  The  Therapy  Center,  lo- 
cated at  44th  and  Dewey,  is  part  of  the 
Children’s  Medical  Center. 

News  and  Views 

Record  of  Expansion  of  Blue  Shield — 

The  Medical  Profession  in  1960  received 
more  than  $731,000,000  from  the  74  nation- 
wide Blue  Shield  Plans  for  care  rendered 
members. 

The  $731,131,187  paid  to  physicians  rep- 
resents an  all-time  high  for  a one-year  pe- 
riod, and  also  represents  nearly  90  per  cent 
of  the  total  1960  income  of  these  Plans.  At 
the  same  time.  Blue  Shield  Plans  devoted 
less  than  10  per  cent  of  their  total  1960  in- 
come to  administrative  expenses. 

Blue  Shield  payments  to  the  medical  pro- 
fession have  increased  from  nearly  $116,- 


000,000  in  1950  to  the  1960  figure  of  $731,- 
131,187. 

The  impressive  increase  in  payments  to 
the  medical  profession  over  the  years  on  be- 
half of  Blue  Shield  members  clearly  reflects 
the  ability  of  the  doctor-sponsored  Blue 
Shield  Plan  to  develop  realistic  and  flex- 
ible programs  in  order  to  keep  pace  with 
the  tremendous  advances  in  our  medical  care 
system.  At  the  same  time,  the  fact  that 
Plans  have  annually  expended  a lesser  per- 
centage of  their  income  dollar  to  administra- 
tive expenses  in  the  face  of  increasing  costs 
is  a clear  indication  that  Blue  Shield  is  com- 
pletely devoted  to  providing  the  maximum  in 
health  care  coverage  at  the  lowest  possible 
cost  to  the  subscriber. 

Prescribing  Generic  Drugs — 

The  Pennsylvania  State  Board  of  Phar- 
macy has  announced  a new  procedure  for 
generic  drug  prescribing  in  Pennsylvania 
hospitals.  The  plan,  described  in  the  Penn- 
sylvania Medical  Jomvfml,  is  said  to  have 
been  designed  to  benefit  hospital  patients. 
It  is  hoped  that  this  procedure  will  reduce 
the  cost  of  drugs  to  hospital  patients  allow- 
ing the  hospital  to  purchase  larger  quan- 
tities of  fewer  brands  of  drugs. 

The  new  regulations  of  the  Pennsylvania 
State  Board  of  Pharmacy  permit  hospital 
Pharmacists  to  dispense  a make  of  drug 
other  than  that  prescribed  if  the  drug  dis- 
pensed is  “generically  or  chemically  equiva- 
lent.” Also  necessary  for  such  substitution 
is  the  approval  of  the  attending  physician. 

The  Board  of  Pharmacy  has  attached  con- 
ditions to  the  use  of  this  procedure  by  hos- 
pitals. The  conditions  prescribed  are  de- 
signed to  prevent  the  introduction  of  inferior 
drugs  or  drugs  that  will  not  have  the  effect 
desired  by  the  prescribing  physicians. 

The  physicians  consent  to  such  a proce- 
dure may  not  be  used  as  an  across  the  board 
authorization.  The  standards  for  determin- 
ing that  any  one  brand  of  drug  is  generic- 
ally  or  chemically  equivalent  to  another  may 
not  vary  from  hospital  to  hospital  but  must 
follow  the  standards  prescribed  in  certain 
pharmaceutical  publications  such  as  the 
United  States  Pharmacopeia.  The  hospital 
pharmacist  must  also  provide  an  actual  iden- 
tification of  the  manufacturer  of  the  genetic 
or  chemical  equivalent  either  on  the  drug 
label  or  prescription. 

The  approval  by  the  physician  of  the  sub- 
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stitution  of  a generically  similar  drug  may 
be  indicated  by  an  imprinted  instruction  on 
each  prescription  blank.  The  physician 
wishing  to  have  a prescription  filled  with 
a particular  trademark,  make,  or  brand  of 
the  product  prescribed  may  so  instruct  the 
pharmacist  by  circling  the  product’  pre- 
scribed, in  which  event  the  pharmacist  must 
fill  the  prescription  with  the  specified 
brand. 


Deaths 

LEWELLEN  — Chester  Elmer  Lewellen, 
M.D.,  Exeter.  Dr.  Chester  E.  Lewellen,  re- 
tired physician  and  surgeon,  died  June  18, 
1961  at  the  age  of  73  years.  Born  April  13, 
1888  at  Garland,  Nebraska,  he  gi-aduated 
from  Loyola  University  in  Chicago,  Illinois, 
with  the  degree  Doctor  of  Medicine,  in  1912. 
He  moved  his  practice  to  Exeter  in  1930 
where  he  continued  until  his  retirement. 

MULLIKIN  — D.  B.  Mullikin,  M.D.,  Ann 
Arbor,  Michigan.  Dr.  D.  B.  Mullikin,  79, 
died  July  22,  1961  at  Ann  Arbor,  Michigan. 
Dr.  Mullikin  had  been  in  poor  health  for  the 
past  few  years.  Born  in  1882,  he  graduated 
from  the  University  of  Nebraska  College  of 
Medicine  in  1908.  He  practiced  in  the  Ches- 
ter, Nebraska,  area  for  more  than  50  years. 

HARMS  — Charles  W.  Harms,  M.D., 
Great  Falls,  Montana.  Dr.  Charles  W. 
Hanns,  71,  died  in  Great  Falls,  Montana. 
Born  in  1889  in  Kansas  City,  Kansas,  Dr. 
Harms  lived  most  of  his  life  in  Nebraska. 
A graduate  of  the  University  of  Nebraska, 
he  received  his  M.D.  from  the  University 
of  Nebraska  College  of  Medicine  in  1914. 
For  many  years  he  was  associated  with  the 
Student  Health  Department,  University  of 
Nebraska.  In  1956  he  moved  to  Great  Falls 
where  he  had  accepted  a position  with  the 
County  Health  Department. 

DICKINSON  — Louis  E.  Dickinson,  M.D., 
Ravenna.  Dr.  Louis  E.  Dickinson,  83,  long- 
time physician  and  surgeon,  died  July  10, 
1961  at  a Grand  Island,  Nebraska  hospital. 
Born  at  St.  James  in  1878,  he  graduated 
with  the  degree  Doctor  of  Medicine  from  the 
Sioux  City  College  of  Medicine,  in  1904.  Dr. 
Dickinson  started  his  practice  in  Rockville 
in  1904  before  starting  in  Ravenna.  He  re- 
tired from  active  practice  in  1960  after 
56  years  as  a Nebraska  doctor. 


The  Woman's  Auxiliary 

Report  on  the 

Thirty-Eighth  Annual  Convention 
of  the  Woman’s  Auxiliary  to  the 
American  Medical  Association 
June  26  to  28,  1961 

Members  of  the  Woman’s  Auxiliary  of  the 
State  of  New  York  were  most  cordial  and 
helpful  in  making  our  visit  to  New  York  and 
the  annual  convention  a memorable  one. 

The  meetings  were  held  on  the  mezzanine 
of  the  Roosevelt  Hotel.  I believe  all  states 
were  represented  except  Alaska  and  Wyo- 
ming. One  thousand  one  hundred  and  thirty 
seven  members  registered  out  of  a total 
members  of  80,673  and  1,227  auxiliaries. 

Mrs.  Harlan  English,  the  National  Presi- 
dent, gave  as  our  national  theme  for  1961- 
1962:  “Speak  your  belief  in  deeds.”  She 
suggested  in  her  inaugural  address  that  we 
have  a program  at  each  meeting  either  con- 
cerning a project,  legislative  action,  or  plans 
that  will  inspire  action. 

To  carry  out  our  belief  in  deeds  will  re- 
quire careful  planning  of  existing  needs. 
Mrs.  English  and  the  national  chaiiTnan  of 
program,  Mrs.  Robert  E.  Dunlevy,  prepared 
“Packaged  Programs”  for  each  national 
project.  These  can  be  obtained  from  our 
State  Program  Chairman,  Mrs.  Bruce  F. 
Claussen,  North  Platte. 

Folders  representing  programs  for  1961- 
1962  were  distributed.  Each  project  is  in 
the  form  of  a wheel  with  the  spokes  as  the 
tools  outlining:  purpose,  aids,  activities,  re- 
sources, and  goals.  The  cover  of  the  folder 
represents  the  National  Auxiliaiy  as  the 
hub  of  the  wheel  and  each  spoke  a national 
project  circled  by  the  inner  rim  representing 
Membership,  Communications,  and  Program. 
The  outei'  rim  of  the  wheel  on  which  the 
organization  will  move  forward  repre- 
sents: Right  Purpose  — Full  Knowledge 

— Thoughtful  Planning  — Honest  Effort  — 
Progress. 

Mrs.  English  stressed  the  need  of  honest 
effort,  enthusiasm  and  charm  (the  strength 
of  a woman)  in  communications,  careful 
planning  and  devotion  to  our  community 
needs.  She  emphasized  that  representative 
government  is  a sacrifice  — and  to  make 
it.  Also,  serve  well  your  medical  pi'ofes- 
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sion,  carrying  out  that  portion  of  the  pro- 
grams approved  by  your  medical  advisor. 

Mi*s.  William  Mackersie,  immediate  past 
president,  pointed  out  the  flaws  in  the 
tapestry  the  Woman’s  Auxiliary  has  been 
weaving  since  1922.  They  are  in  the  Mem- 
bership and  Bulletin  circulation  threads 
which  we  must  concentrate  on  improving. 
Her  report  pointed  out  that  legislation  was 
the  outstanding  activity  this  past  year. 

The  following  National  officers,  besides 
Mrs.  English,  were  elected: 

President-elect:  Mrs.  William  F.  Thuss  of 
Birmingham,  Alabama.  Mrs.  Thuss  has 
been  an  officer  on  the  National  Board  for 
several  years  and  served  as  president  of  both 
her  county  and  state  auxiliaries. 

First  Vice  President:  Mrs.  Paul  E.  Rach- 
enbach,  Paterson,  N.J. 

Regional  Vice  Presidents: 

1.  Eastern:  Mrs.  Harry  F.  Pohlman, 

New  York 

2.  North  Central : Mrs.  C.  Rodney 

Stoltz,  South  Dakota 

3.  Southern : Mrs.  W.  W.  Hubbard,  Ten- 
nessee 

4.  Western  : Mrs.  Stanley  R.  Truman, 

California 

Treasurer:  Mrs.  C.  R.  Pearson,  Wiscon- 
sin. 

Constitutional  Secretary:  Mrs.  W.  H. 

Evans,  Ohio. 

New  Directors  for  two  years : 

Mrs.  Leo  Smith,  Georgia 
Mrs.  Asher  Yoguda,  New  Jersey 
Mrs.  Hiram  Cockran,  Arizona 

A tea  honoring  Mrs.  Mackersie  and  Mrs. 
English  was  held  at  the  United  Nations  fol- 
lowing conducted  tours  of  the  building. 

Dr.  E.  Vincent  Askey,  retiring  President 
of  the  A.M.A.,  was  the  speaker  at  the  an- 
nual luncheon  honoring  the  Past  Presidents 
of  the  Woman’s  Auxiliary.  He  urged  aux- 
iliary members  to  help  medicine  attract 
qualified  students  to  study  medicine.  He 
commended  the  Auxiliary  for  their  efforts 
in  raising  funds  for  A.M.E.F. 

At  this  time,  Mrs.  Mackersie  presented 
the  Woman’s  Auxiliary’s  contribution  of 
$195,264  to  Dr.  Geo.  F.  Lull,  outgoing  Presi- 
dent of  A.M.E.F.  This  is  the  largest  amount 
ever  given. 


The  Ethel  Gastineau  Trophy  for  the  state 
raising  the  largest  sum  for  A.M.E.F.  went 
again  to  Tennessee.  They  doubled  their  con- 
tribution to  $24,000.  Ohio  was  next,  fol- 
lowed by  Texas,  California,  Indiana  and 
New  York.  Prizes  were  given  to  those 
states  raising  the  most  per  capita.  They 
were:  1.  Nevada,  2.  Tennessee,  3.  Alaska, 
4.  New  Hampshire,  and  5.  Alabama.  County 
achievement  awards  based  on  membership 
went  to  1.  New  Hampshire,  2.  Ohio  (3  coun- 
ties), 3.  Indiana,  4.  Calif oimia.  Five  mem- 
bers in  Nevada  raised  an  average  of  61.60 
per  member. 

Other  convention  speakers  were:  Mr. 
Thomas  A.  Hendricks,  Assistant  to  the  Ex- 
ecutive Vice  President  of  A.M.A.,  who  spoke 
on  “How  Do  You  Project?’’  Mrs.  James 
Berryman,  Director  of  Volunteers  of  the 
American  Red  Cross  spoke  on  how  our  ac- 
tions reflect  our  organization. 

Mrs.  Louise  Bushnell,  Program  Director 
of  the  Woman’s  Organization  of  the  Na- 
tional Association  of  Manufacturers,  spoke 
on  “How  to  Counter  Centralism  in  Govern- 
ment.” 

A program  “Speaking  Up  for  Medicine” 
was  presented  by  the  A.M.A.  Communica- 
tions Divisions  Director  of  the  Radio  and 
TV  Department. 

Dr.  Geo.  E.  Gardner,  Professor  of  Psy- 
chiatry, Harvard  Medical  School,  and  Mem- 
ber of  A.M.A.  Council  on  Mental  Health, 
spoke  on  the  “Problems  of  the  Adolescent” 
and  the  series  of  tasks  to  be  accomplished, 
with  each  stage  making  the  solutions  for 
the  next. 

Reports  were  given  by  each  Chairman  of 
the  National  projects.  They  stressed  com- 
munity needs,  resources,  self-help,  and  co- 
operation with  other  groups. 

State  reports  were  made  by  those  having 
a representative.  One  state  reported  a loss 
in  membership  which  they  believed  due  to 
the  lack  of  cooperation  with  the  doctors. 

Two  resolutions  were  voted  down.  One 
presented  by  the  Texas  Auxiliary  moved 
that  state  presidents  be  on  the  national 
board.  The  other  moved  that  the  subscrip- 
tion to  the  Bulletin  be  included  in  the  na- 
tional dues. 

It  was  very  helpful  to  have  Mrs.  A.  J. 
Offennan  and  Mrs.  E.  E.  Koebbe  as  dele- 
gates. It  is  important  to  be  as  well  repre- 
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sented  as  possible.  We  were  especially 
pleased  that  Mrs.  F.  P.  Stone,  New  Presi- 
dent of  Lancaster  County  also  attended  most 
of  the  meetings. 

It  was  a privilege  to  represent  Nebraska 
and  I wish  to  thank  all  members  for  helping 
to  make  this  possible. 

Respectfully  submitted, 

(Mrs.  W.  W.)  Jean  Waddell, 
Immediate  Past  President, 
Woman’s  Auxiliaiy  to  the 
Nebr.  State  Medical  Assn. 


Know  Your 
Blue  Shield  Plan 


Blue  Shield  Has  To  Be  Sold!!! — 

No  matter  how  good  the  product,  it  has 
to  be  sold.  Selling  is  a constant  effort,  by 
everyone,  all  the  time.  The  best  job  of  sell- 
ing is  done  by  satisfied  users,  and  enthused 
purveyors  of  the  product  or  service. 

“Know  Your  Product”  Is  An  Old  Sales  Adage 

Informed  customers  are  satisfied  custo- 
mers. The  best  merchandise  or  service  is 
only  best  by  comparison.  A good  salesman 
will  admit  honest  inadequacies,  but  will 
never  downgrade  his  product  or  service, 
anyplace,  anytime. 

American  Medicine  has  a big  selling  job 
to  do  if  it  wants  to  stave  off  socialized  medi- 
cine. Blue  Shield  is  its  selling  agency,  but 
the  services  sold  are  medical.  The  purvey- 
ors of  those  services  are  physicians. 

If  individual  physicians  are  convinced  that 
socialized  medicine  is  detrimental  to  good 
medical  practice,  then  they  will  have  to  sell 
the  American  public  on  a better  alternative, 
their  own  Blue  Shield  Plan. 

Blue  Shield  representatives  cannot  do  an 
effective  job  of  selling  if  the  doctors  they 
work  for  are  lukewarm  or  lackadaisical  in 
their  attitude  toward  Blue  Shield.  Positive 
thinking  and  action  bring  positive  results. 

Nebraska  Doctors  of  Medicine  have  re- 
sponded enthusiastically  in  their  support  of 
Nebraska  Blue  Shield  — but  it  behooves  all 
of  us  to  have  a working  knowledge  of  the 
intricacies  of  Blue  Shield,  and  its  coverage 
— what  it  does  and  does  not  do,  what  it  can 
and  cannot  do,  and  why. 

Another  caution  is  that  a careless  remark 


made  at  an  inopportune  time  in  the  wrong 
place,  can  be  deadly  to  the  public’s  opinion 
of  Blue  Shield  as  well  as  to  the  medical  pro- 
fession. 

We  can  and  will  get  this  selling  job  done 
if  we,  all  of  us,  remember  that  “selling  is  a 
constant  effort  by  everyone  — all  the  time.” 

TUBERCULOSIS  ABSTRACTS 
CONTROLLED  TRIAL  OF  BCG  VACCINATION 
IN  A SCHOOL  POPULATION 
A study  in  the  school  systems  of  Muscogee 
County,  Georgia,  shows  that  BCG  vaccination 
does  not  appear  useful  in  the  United  States. 
The  risk  of  developing  tuberculosis  was  high 
for  reactors  to  five  Tuberculin  Units  of  BCG, 
but  very  low  for  nonreactors. 

Although  some  aspects  of  the  role  of  BCG  vac- 
cination in  tuberculosis  control  programs  have  been 
clarified  by  controlled  field  trials,  divergent  con- 
clusions have  been  reached  regarding  its  usefulness. 
This  is  well  illustrated  by  tv'o  of  the  most  recently 
reported  trials,  one  involving  a quarter  of  a mil- 
lion participants  in  Puerto  Rico  and  the  southeast- 
ern United  States,  and  the  other  56,700  subjects  in 
Great  Britain.  Both  reports  agreed  that  the  risk 
of  developing  tuberculosis  was  considerable  among 
reactors  to  a low  dose  of  tuberculin.  But  for  the 
nonreactors,  the  British  found  a high  risk  of  de- 
veloping disease  and  substantial  protection  from 
vaccination,  while  the  American  trials  led  to  the 
opposite  conclusions,  namely,  that  the  risk  for 
Uonreactors  was  low  and  that  the  benefits  conferred 
by  vaccination  were  too  slight  to  counterbalance  its 
disadvantages. 

The  validity  of  the  view  that  BCG  vaccination 
should  not  be  used  in  populations  with  low  infec- 
tion risks  is  supported  by  the  results  of  a controlled 
trial  of  BCG  vaccination  among  the  school  popula- 
tion of  Muskogee  County,  Ga.,  begun  in  April,  1947. 
Observations  during  the  ensuing  12  years  show  that 
the  infection  rate  in  the  community  has  been  low 
and  diminishing,  that  reactors  to  a low  dose  of  tu- 
berculin ran  the  greatest  risk  of  developing  tuber- 
culous disease,  (and  that  BCG  vaccination  had  no 
demonstrable  effect  on  the  tuberculosis  problem. 

All  participants  were  tested  with  five  Tuberculin 
Units  of  PPD  (5  T.U.)  and  the  nonreactors  were 
tested  with  100  T.U.  Reactors  are  defined  as  per- 
sons with  5 millimeters  or  more  of  induration  to 
the  specified  dose  of  PPD. 

STUDY  POPULATION 

The  study  population  consisted  of  11,262  chil- 
dren with  an  average  age  of  11  years.  Of  the 
total,  1,492,  or  13  per  cent,  reacted  to  5 T.U.  and 
another  3,768  (one  third  of  the  study  population) 
were  classified  as  reactors  to  100  T.U.  When  cer- 
tain “irregulars”  were  eliminated,  there  were  4,839 
nonreactors  to  both  doses  who  were  divided  into 
two  roughly  equal  groups,  one  to  be  vaccinated  and 
the  other  to  seiwe  as  unvaccinated  controls.  The 
vaccine,  supplied  by  Dr.  S.  R.  Rosenthal  of  the  Re- 
search Foundation,  Chicago,  was  administered  by 
multiple  tangential  acupuncture  on  the  third  or 
fourth  day  after  preparation. 

Six  months  later,  70  per  cent  of  the  vaccinated 
students  were  retested  with  5 T.U.  and  100  T.U. 
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of  PPD.  Ninety-three  per  cent  were  reactors  to 
one  of  the  doses.  Nonreactors  to  the  higher  dose 
were  revaccinated. 

In  the  12-year  period  from  April  1,  1947  through 
March  31,  1959,  35  cases  of  definite  tuberculosis 
were  discovered  among  the  total  study  population, 
an  average  annual  rate  of  26  per  100,000.  The  rate 
for  5 T.U.  reactors  was  tremendously  higher  than 
for  nonreactors,  134  for  reactors  and  only  9 for 
nonreactors.  No  significant  differences  were  noted 
among  nonreactors  to  5 T.U.  according  to  their 
sensitivity  to  100  T.U.  The  rates  among  controls 
and  vaccinees  were  the  lowest  observed  and  were 
essentially  the  same.  Although  too  few  cases  were 
observed  among  controls  and  vaccinees  to  attempt 
any  assessment  of  the  efficacy  of  vaccination 
among  nonreactors,  it  is  obvious  that  vaccination 
was  not  completely  effective. 

REACTORS  TO  FIVE  T.U.  AT  RISK 

The  findings  of  this  study  support  the  conclu- 
sions of  subsequent  controlled  trials  of  BCG  vac- 
cination in  Puerto  Rico,  Georgia,  and  Alabama. 
The  most  striking  finding  of  these  trials,  and  of 
the  present  trial  as  well,  was  that  persons  who 
were  reactors  to  5 T.U.  of  PPD  had  the  greatest 
risk  of  developing  tuberculosis.  A corollary  to 
this  finding  is  that  nonreactors  to  5 T.U.  had 
such  a low  risk  of  developing  tuberculosis  that 
there  is  serious  question  about  the  need  for  vac- 
cination of  nonreactors  in  this  countiy.  So  low  is 
this  risk  in  the  present  study  that  only  11  cases 
of  tuberculosis  were  found  among  nearly  10,000 
nonreactors  during  a period  of  12  years. 

The  conditions  of  the  present  trial  are  closer 
to  the  BCG  trial  conducted  by  the  British  Medical 
Research  Council  than  any  controlled  trials  previ- 
ously reported. 

Among  reactors  to  the  5 T.U.  dose  in  Muscogee 
County,  16  new  cases  are  known  to  have  developed 
in  the  first  eight  years,  where  12  would  have  been 
expected  at  the  British  incidence  rate.  This  is  close 
agreement,  and  suggests  that  the  I’isk  for  British 


and  Muscogee  low-dose  reactors  is  generally  sim- 
ilar. 

On  the  other  hand,  where  2 cases  had  been  ob- 
seived  in  the  first  eight  years  among  unvaccinated 
controls,  34  would  have  been  expected  had  the  Bri- 
ish  rates  applied.  This  is  a striking  difference. 

Comparison  of  the  results  of  these  two  trials 
suggests  that  the  risk  of  infection  must  have 
been  many  times  higher  in  Great  Britain  than  in 
the  United  States.  This  has  a direct  bearing  on 
the  need  for  vaccination  in  the  two  areas,  since  it 
seems  obvious  that  the  need  for  vaccination  varies 
directly  with  the  likelihood  of  becoming  infected. 

TUBERCULIN  TESTING  PROGRAMS 

One  finding  strongly  suggests  that  the  currently 
popular  tuberculin  testing  programs  among  school 
populations  must  be  carefully  done  to  define  as 
sharply  as  possibly  the  small  group  at  greatest 
risk,  namely  those  with  10  mm.  or  more  of  indura- 
tion to  5 T.U.  It  appears  that  this  small  group 
should  not  only  be  X-rayed  promptly  but  also 
should  be  kept  under  suiveillance  with  annual 
chest  X rays  for  at  least  five  years. 

In  areas  where  the  infection  rate  is  low,  it 
seems  that  repeated  tuberculin  testing  of  entire 
school  populations  on  an  annual  basis  may  well  be 
inefficient.  In  such  areas,  it  would  be  more  rea- 
sonable to  test  the  school  population  on  entrance 
to  school  and  again  during  adolescence. 

It  is  now  recognized  that  tuberuclosis  among 
the  currently  uninfected  population  in  the  United 
States  is  not  of  critical  importance,  but  rather 
that  the  already  infected  population  is  the  im- 
portant seedbed  of  future  disease.  It  is  thus  es- 
sential to  discover  some  effective  means  of  pre- 
venting the  development  of  disease  among  appar- 
ently healthy  reactors,  thereby  sterilizing  the  pres- 
ent seedbed  of  disease  before  another  crop  of  tu- 
berculosis cases  can  be  genninated. 

— George  W.  Comstock.  M.D.,  and  Lawrence  W.  Shaw.  Pub- 
lic Health  Reports.  July,  1960. 


ORGANIZATIONS,  NATIONAL 


American  Academy  of  General  Practice 
Mr.  Mac  F.  Cahal 
Volker  at  Brookside 
Kansas  City  12,  Missouri 
American  Academy  of  Pediatrics 
E.  H.  Christopherson,  Secy. 

1801  Hinman  Ave. 

Evanston,  Illinois 

American  College  of  Obstetricians  & Gynecologists 
Mr.  D.  F.  Richardson,  Secy. 

79  West  Monroe 
Chicago  3,  Illinois 
American  College  of  Physicians 
Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Secy. 
4200  Pine  St. 

Philadelphia  4,  Pennsylvania 
American  College  of  Radiology 
Mr.  W.  C.  Stronach 
20  North  Wacker  Drive 
Chicago  6,  Illinois 
American  College  of  Surgeons 
Michael  L.  Mason,  Secy. 

40  East  Erie  Street 
Chicago  11,  Illinois 
American  Diabetes  Association 
E.  Paul  Sheridan,  Secy. 

1 East  45th  Street 
New  York  17,  New  York 


American  Heart  Association 
Mr.  Rome  A.  Betts,  Secy. 

44  East  23rd  Street 
New  York  10,  New  York 
American  Hospital  Association 
Edwin  L.  Crosby,  M.D.,  Director 
840  Lake  Shore  Drive 
Chicago  11,  Illinois 
American  Society  of  Anesthesiology 
J.  E.  Remlinger,  Secy. 

802  Ashland  Ave. 

Wilmette,  Illinois 

American  Society  of  Internal  Medicine 
Mr.  R.  L.  Richards,  Secy. 

350  Post  Street 

San  Francisco,  California 

The  American  Society  of  Clinical  Pathologists 
Mr.  Claude  E.  Wells,  Executive  Secy. 

445  North  Lake  Shore  Drive 
Chicago  11,  Illinois 

American  Medical  Association 

F.  J.  L.  Blasingame,  Executive  Vice  Pres. 
535  North  Dearborn  Street 
Chicago  10,  Illinois 

Arthritis  and  Rheumatism  Foundation 
Floyd  B.  Odium,  Chairman 
10  Columbus  Circle,  New  York  19,  N.Y. 
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Alcoholics  Anonymous 
1345  N Street,  Lincoln 
American  Red  Cross 

W.  J.  Frenzel,  State  Representative 
2631  Garfield,  Lincoln 
Cerebral  Palsy  Association  of  Nebraska 
Mrs.  Ben  H.  Cosdery 
201  South  Elmwood  Road,  Omaha 
Creighton  University  School  of  Medicine 
Richard  Egan,  Dean 
302  North  14th 
Omaha,  Nebraska 
Multiple  Sclerosis  Society 
207  Midway  Building 
Lincoln,  Nebraska 
Muscular  Dystrophy  Society 
Mrs.  Marvin  Traeger,  President 
Fairbury,  Nebraska 

National  Foundation,  Inc. 

Clinton  Belknap 
924  Anderson  Building 
Lincoln,  Nebraska 

Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 
Lloyd  E.  Skinner,  President 
Box  2,  Elmwood  Station,  Omaha  6,  Nebraska 

Nebraska  Association  of  Pathologists 
Donald  Max  Fitch,  Secy.-Treas. 

University  of  Nebraska  Hospital 
Omaha,  Nebraska 

Nebraska  Blue  Cross- Blue  Shield 
Wm.  H.  Heavey,  Executive  Director 
518  Kilpatrick  Building 
Omaha,  Nebraska 

Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

402  Lincoln  Liberty  Life  Building 
Lincoln,  Nebraska 

Nebraska  Chapter 

American  College  of  Physicians 

E.  M.  Walsh,  M.D.,  Governor  of  Nebr.  Chap. 
5002  Dodge 
Omaha,  Nebraska 

Nebraska  Chapter 
American  College  of  Surgeons 
Dwight  Cherry,  M.D.,  Secy. 

921  Stuart  Building 
Lincoln,  Nebraska 

Nebraska  Chapters 
National  Cystic  Fibrosis  Foundation 
Douglas,  County  Chapter 
Miss  Marlene  Lorch,  Secretary 
University  of  Nebraska  Hospital 
Omaha,  Nebraska 
Lancaster  County  Chapter 
Mrs.  Alvin  Morris,  Secretary 
3400  North  69th  Street,  Lincoln 

Nebraska  Division 
American  Cancer  Society 
Braxton  Tewart,  Executive  Director 
4201  Dodge 
Omaha,  Nebraska 

Nebraska  Eye,  Ear,  Nose  & Throat  Society 
G.  T.  Alliband,  M.D.,  Secy. 

1020  Medical  Arts  Building 
Omaha,  Nebraska 


Nebraska  Heart  Association 
Carl  Maraer,  Executive  Director 
4202  Harney 
Omaha,  Nebraska 
Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
512  South  13th  Street 
Lincoln,  Nebraska 

Nebraska  Pharmaceutical  Association 
Miss  Cora  Mae  Briggs,  Executive  Secy. 

414  Federal  Seccrities  Building 
Lincoln,  Nebraska 
Nebraska  Psychiatric  Institute 
602  South  44th  Avenue,  Omaha 
Nebraska  Public  Health  Association 

E.  A.  Rogers,  M.D.,  M.P.H.,  President 
State  Capitol  Building 

Lincoln  9,  Nebraska 
Nebraska  Radiological  Society 
Ronald  E.  Waggener,  M.D.,  Secy.-Treas. 
University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 
Nebraska  Rheumatism  Association 
Robert  S.  Long,  President 
8721  Shamrock  Road,  Countryside  Village 
Omaha,  Nebraska 

Nebraska  Society  for  Crippled  Children 
S.  Orson  Perkins,  Director 
402  South  17th 
Omaha,  Nebraska 

Nebraska  Society  of  Internal  Medicine 
Robert  S.  Long,  M.D.,  President 
324  City  National  Bank  Building 
Omaha,  Nebraska 

Nebraska  State  Dental  Association 

F.  A.  Piexson,  D.D.S.,  Secy. 

1112  Federal  Securities  Building 
Lincoln,  Nebraska 

Nebraska  State  Department  of  Health 
E.  A.  Rogers,  M.D.,  Director 
State  Capitol  Building 
Lincoln,  Nebraska 

Nebraska  State  Medical  Association 
M.  C.  Smith,  Executive  Secy. 

1315  Sharp  Building 
Lincoln  8,  Nebraska 
Nebraska  State  Nurses  Association 
Mrs.  Zelda  Nelson,  Executive  Director 
510  Securities  Building 
Omaha,  Nebraska 

Nebraska  State  Obstetrics  & Gynecology  Society 
Maurice  E.  Grier,  M.D.,  Secy. 

828  Medical  Arts  Building 
Omaha,  Nebraska 
Nebraska  Tuberculosis  Association 
Delmer  Serafy,  Eexecutive  Secy. 

406  W.O.W.  Building,  Omaha,  Nebraska 
Omaha,  Nebraska 
Omaha  Mid-West  Clinical  Society 
1613  Medical  Arts  Building 
Rita  M.  Crowell,  Executive  Secretary 
POISON  CONTROL  CENTER 
Childrens  Memorial  Hospital 
502  South  44th  Street,  Omaha 
University  of  Nebraska  College  of  Medicine 
J.  P.  Tollman.  M.D.,  Dean 
42nd  and  Dewey 
Omaha,  Nebraska 


468 


Nebraska  S.  M.  J. 


EDITORIALS 


The  Nebraska  State 


Medical  Journal  ™ 

FEDERAL  FUNDS  FOR  MEDICAL 
EDUCATION 

“Federal  Funds  as  sources  of  expenditure 
for  U.S.  medical  schools  have  now  achieved 
the  place  of  first  importance  in  their  over- 
all financing.  For  the  academic  year  1958- 
59,  the  total  expenditure  from  Federal  funds 
amounted  to  35%  of  the  total  expenditure 
from  all  funds.”  (“Datagrams,”  Association 
of  American  Medical  Colleges,  May,  1961). 

The  Federal  Government  gets  into  this 
picture  by  way  of  “sponsored  research.” 
The  ratio  of  Federal  participation  in  the 
cost  of  sponsored  research  has  reached  65 
per  cent  for  all  four-year  medical  schools 
(both  public  and  private). 

Each  grant  carries  a stipulation  allowing 
a certain  percentage  of  the  money  to  be 
spent  for  ‘basic  operations.”  The  expendi- 
ture of  Federal  funds  for  basic  operations 
averages  17  per  cent  with  considerable  vari- 
ation from  school  to  school. 

Federal  funds  available  for  basic  opera- 
tions come  largely  from  three  sources:  1. 

overhead  from  grants  for  sponsored  re- 
search; 2.  categorical  teaching  grants;  and 
3.  grants  for  research  training.  Funds  from 
the  first  category  vary  in  proportion  to  the 
grants  received  by  the  given  school.  Grants 
for  categorical  teaching  (oncology,  cardio- 
vascular diseases,  and  psychiatry)  have  lev- 
eled off  at  between  6V2  7 million  dollars 

per  year.  Grants  for  research  training  had 
reached  almost  13  million  dollars  (up  from 
1/2  million  in  1949)  in  1958,  and  over  30 
million  dollars  in  1960. 

The  Datagram  contains  the  following 
statement ; 

“Since  the  overhead  allowance  (8%)  for 
research  training  grants  fall  short  of  meet- 
ing the  full  cost,  the  time  may  be  at  hand 
when  the  impact  of  such  grants  . . . may  be 
calling  for  expenditure  of  general  funds  dis- 
proportionate to  the  needs  for  meeting  other 
responsibilities.” 

There  is,  then,  a line  beyond  which  re- 
search in  medical  schools  will  begin  to  usurp 
the  institution;  or  beyond  which  the  teach- 
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ing  of  medical  students  will  become  a secon- 
dary matter,  and  the  school  become  a re- 
search institution  rather  than  a medical 
school.  To  avoid  such  an  end,  more  money, 
more  manpower,  more  plant  space,  et  cetera 
must  be  provided  to  offset  the  invasion  of 
research  and  continue  to  teach  medical  stu- 
dents. Where  will  this  additional  money 
come  from?  If  both  public  and  private  med- 
ical schools  are  presently  unable  to  obtain 
sufficient  non-Federal  funds  to  properly  sup- 
port their  teaching  programs,  then  Federal 
funds  will  be  the  only  source  available. 

While  the  doctors  earnestly  discuss  and 
argue  whether  we  shall  accept  grants  from 
the  Federal  Government  to  support  our  med- 
ical schools  and  whether  it  would  be  safe 
and  proper  to  accept  a “one  time”  brick  and 
mortar”  grant,  the  Government  has  opened 
the  route  by  which,  under  the  beneficent 
guise  of  increasing  its  support  for  research, 
it  is  forcing  the  issue.  This  appears  to  be 
another  area  in  which  men  devoted  to  an 
evil  project  have  power,  prestige,  and  tax- 
payers’ money  on  their  side. 

While  we  fiddle,  Rome  burns. 


DESIGN 

Doctor  Linwood  F.  Tice,  dean  of  the 
School  of  Pharmacy,  Philadelphia  School  of 
Pharmacy,  questioned,  in  an  editorial  pub- 
lished in  May,  1961,  in  the  Journal  of  Phar- 
macy, whether  the  constant  massive  move- 
ment of  the  Government  to  discredit  and 
harass  the  health  professions  and  services 
was  “Conincidence  or  by  Design.” 

Methinks  the  doctor  knew  the  answer  be- 
fore he  put  the  question  on  paper.  Anyone 
who  has  followed  the  trail  of  the  socializers 
by  way  of  the  Public  Health  Service,  The 
Department  of  Health,  Education  and  Wel- 
fare, and  Social  Security,  from  about  1939 
to  1961,  must  recognize  a “design;”  a de- 
sign to  mold  public  opinion.  Consistent  at- 
tempts to  discredit  the  medical  and  allied 
professions  and  services  — hospitals,  phar- 
maceutical companies,  health  insurance  com- 
panies, and  all  connected  with  the  health 
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team  (excepting  the  nursing  profession 
which  has  succumbed  to  Wilbur  Cohen’s  line 
and  supported  attempts  to  socialize  medi- 
cine) have  been  used  in  order  to  leave  a 
doubt  in  the  minds  of  the  people  as  to  the 
honesty,  integrity,  and  sincerity  of  the  pur- 
veyors of  health  services.  On  the  other 
hand  the  design  calls  for  a sale  to  the  pub- 
lic of  the  idea  that  if  the  Government  took 
over  the  whole  job  of  providing  medical 
care,  — pricing  drugs,  furnishing  hospital- 
ization and  nursing  home  service,  paying 
physicians,  dentists,  nurses,  druggists,  any- 
thing and  evei*ything  connected  with  health 
care,  everything  in  the  health  field  would  be 
cheaper,  better,  and  more  readily  and  abund- 
antly available,  and  of  greatly  superior  qual- 
ity. They  have  consistently  tried  to  create 
a doctor-image  that  is  all  bad,  a government- 
medicine  image  that  is  superbly  good,  and 
to  sell  these  two  images  to  the  public. 

Let  us  review,  howbeit  briefly  and  incom- 
pletely, the  era  1939  to  1961.  This  review 
begins  with  the  first  “Wagner”  bill,  the  fore- 
runner of  the  Wagner-Murray-Dingall  bills, 
masterminded  by  Isadore  Falk,  Social  Secur- 
ity Director  of  Research  and  Statistics. 

In  the  1940‘s  the  Government,  using  Fed- 
eral money  not  appropriated  for  this  pur- 
pose, set  up  Group  Health  Associates,  Inc. 
This  association  in  Washington,  D.C.,  had, 
for  a time,  as  its  president,  Wilbur  J.  Cohen, 
Falk’s  worthy  successor  as  a mastermind 
for  socialization  of  medicine.  The  Group 
Health  Associates  hired  their  doctors, 
among  whom  were  included  refugees.  The 
whole  business  was  opposed  by  the  Medical 
Society  of  the  District  of  Columbia,  and  by 
the  American  Medical  Association.  Both 
these  bodies  of  organized  medicine  found 
themselves,  as  a result  of  their  opposition, 
involved  in  an  antimonopoly  suit  brought  by 
the  Government.  The  outcome  of  this  nui- 
sance-suit made  little  difference,  because  the 
fact  of  the  suit  seiwed  the  purpose  of  the 
instigators  — to  stigmatize  organized  medi- 
cine. 

The  Wagner-Murray-Dingall  bills  came 
next,  in  the  midforties.  The  press  played 
up  statements  by  such  prosocialists  as  Thur- 
man Arnold  and  Doctor  Channing  Frothing- 
ham  of  the  Committee  for  the  Nation’s 
Health,  Inc.,  charging  the  A.M.A.  with 
monopolistic  practices,  boycotts,  blacklists, 
suspensions,  expulsions  and  other  misde- 
meanors. Always  it  was  the  “big  lie”  that 


couldn’t  be  proved  — in  fact,  the  charges  'I 
did  the  damage  without  an  effort  to  prove  I 
them.  The  public  always  tends  to  remember  I 
the  charges  made  and  to  forget  that  the  t 
charges  were  never  proven. 

More  recently,  the  teammates  of  the  physi- 
cian, the  pharmaceutical  companies  and  the  i 
druggists  have  received  the  “treatment.”  ' 
The  “investigations”  carried  on  by  the  Ke- 
Fauver  Committee  and  now  followed  by 
suits  against  three  of  our  large  pharma-  ' 
ceutical  houses  are  part  of  the  “design”  to 
downgrade  private  medicine  and  industry. 
Kefauver’s  Committee  didn’t  accomplish  any- 
thing beyond  smearing  the  industry,  and  the 
suits  will,  in  all  probability,  come  to  naught 
excepting  the  evil  psychologic  effect  on  the 
public  mind. 

It  can  scarsely  be  gainsaid  that  the  ac- 
tions we  have  mentioned,  as  well  as  others 
we  have  omitted,  all  point  to  a “design”  of 
attack.  It  resembles  the  Communist’s  line 
of  attack  — a big  lie  repeated  over  and  over 
creates  an  image  of  great  heartlessness  and 
disregard  for  the  sick.  The  physician  is  pic- 
tured as  interested  only  in  the  dollar;  the 
druggist,  as  charging  needlessly  high  prices; 
the  insurance  company,  as  profit-greedy; 
and  so  on  and  on. 

When  men  in  high  government  positions 
use  their  prestige  and  the  taxpayers’  money 
to  promote  evil  designs  against  persons, 
groups,  professions,  or  services,  they  have 
two  strikes  against  the  ordinary  citizen  who 
dares  to  oppose  the  “design.”  But,  many  a 
ball  game  has  been  won  in  the  “bottom  of 
the  ninth”  with  two  down  and  two  strikes 
on  the  batter.  The  implications  of  the  loss 
of  this  game  are  so  terrifying  that  we  can 
not  afford  to  relent  for  a moment. 


Announcements 

Medical  Continuation  Courses  To  Be  Presented 
At  the  Center  for  Continuation  Study,  University 
Of  Minnesota,  Minneapolis,  Minnesota — 

January  2-6,  1962 — Intermediate  Electro- 
cardiography for  General  Physicians 
and  Specialists 

January  25-27,  1962 — To  be  announced. 

February  12-14,  1962 — Pediatric  Neurol- 
ogy 
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March  5-7,  1962 — Anesthesia  for  Special- 
ists 

March  16-17,  1962 — Treatment  of  Trau- 
matic Injuries 


Course  in  Laryngology  and  Bronchoesophagology — 

The  Department  of  Otolaryngology,  Uni- 
versity of  Illinois  College  of  Medicine,  will 
conduct  a postgraduate  course  in  Laryn- 
gology and  Bronchoesophagology  from  April 
2 through  14,  1962,  under  the  direction  of 
Paul  H.  Holinger,  M.D. 

Registration  will  be  limited  to  fifteen 
physicians  who  will  receive  instruction  by 
means  of  animal  demonstrations  and  prac- 
tice in  bronchoscopy  and  esophagoscopy,  di- 
agnostic and  surgical  clinics,  as  well  as  di- 
dactic lectures. 

Interested  registrants  will  please  write 
directly  to  the  Department  of  Otolaryngol- 
ogy, University  of  Illinois  College  of  Medi- 
cine, 1853  West  Polk  Street,  Chicago  12, 
Illinois. 


A.M.A.  to  Sponsor  Conference  on  Cosmetics — 

A Symposium  on  Cosmetic  Problems  in 
General  Practice  will  be  held  in  conjunction 
with  the  annual  meeting  of  the  Southern 
Medical  Association,  at  Dallas,  Texas,  No- 
vember 8,  1961. 

The  increased  use  of  cosmetics  by  Ameri- 
can women  is  leading  to  more  and  more 
problems  related  to  this  use  of  cosmetics. 
Stephen  Rothman,  M.D.,  professor  emeritus 
of  dermatology  at  the  Argonne  Cancer  Re- 
search Hospital,  A.E.C.,  chairman  of  the 
Committee  on  Cosmetics,  A.M.A.,  will  act 
as  chairman  at  the  Dallas  meeting.  The 
following  subjects  will  be  considered:  Cu- 
taneous Cleansing  in  Health  and  Disease; 
Skin  Protection  in  the  Household  and  on  the 
Job;  Care  of  the  Hair  and  Nails;  and  Der- 
matitis Due  to  Cosmetics. 


Mississippi  Valley  Conference  on  Tuberculosis — 

The  program  of  the  Mississippi  Valley 
Conference  on  Tuberculosis  in  Chicago,  Illi- 
nois, Hotel  Sherman,  October  12-14,  in- 
cludes a full  day  of  medical  sessions  held  by 
the  Mississippi  Valley  Trudeau  Society. 

The  M.V.T.S.  program  includes  seven 


medical  papers  and  two  panels.  “The  Use 
of  Steroids  in  the  Treatment  of  Tubercu- 
losis” is  the  title  of  a paper  to  be  presented 
by  Dr.  Robert  H.  Ebert,  A.T.S.  president 
and  John  H.  Hord,  Professor  of  Medicine  at 
Western  Reserve  University,  Cleveland, 
Ohio. 

The  advantages  of  taking  motion  pictures 
of  the  fluorographic  screen  will  be  described 
by  Dr.  Joseph  Jorgens,  chief  of  the  V.A. 
radiology  seiwice,  Minneapolis,  Minnesota. 
This  process,  according  to  Dr.  Jorgens,  ap- 
pears to  be  the  best  method  of  detecting  and 
recording  abnormalities  in  or  near  the  larynx 
during  swallowing.  Film  sequences  taken 
from  over  1,000  such  cine-fluorographic  ex- 
aminations will  illustrate  Dr.  Jorgens’  paper. 

The  results  of  a study  of  a new  anti-tuber- 
culosis drug  (A-250)  will  be  described  by  Dr. 
Arvine  G.  Popplewell,  superintendent  of 
Marion  County  General  Hospital,  Indian- 
apolis, Indiana. 

Drug  evaders,  the  headache  of  everv  doc- 
tor, are  in  for  a surprise.  Drs.  John  E.  Ka- 
sik  and  Alfred  Heller  of  the  University  of 
Chicago  School  of  Medicine,  are  experiment- 
ing with  a urine  spot  test  designed  to  show 
whether  the  patient  has  taken  his  isoniazid. 

Staphylococcal  pneumonia  will  be  the  sub- 
ject of  two  papers  by  Drs.  Francis  B.  Landis 
and  Ian  Maclean  Smith.  Dr.  Landis,  chief 
of  the  Pulmonary  Disease  Section  of  the  VA 
Center,  Wood,  Wisconsin,  will  report  on 
cases  found  at  the  center.  Dr.  Smith,  asso- 
ciate professor  of  medicine  at  the  State  Uni- 
versity of  Iowa,  will  discuss  a review  of 
cases  encountered  at  the  University  Hos- 
pitals, Iowa  City,  Iowa,  between  1952  and 
1956. 

The  analysis  of  respiratory  gases  through 
gas  chromatography  will  be  described  by 
Drs.  Lyle  H.  Hamilton,  Ross  C.  Kory  and  Jo- 
seph R.  Smith.  Current  experiments  con- 
ducted by  them  are  directed  toward  measur- 
ing pulmonary  capillary  blood  flow. 

The  two  panels  will  be  concerned  with 
“Childhood  TB”  and  “Chemotherapy  of  Car- 
cinoma of  the  Lung.” 

“The  Increasing  Problem  of  Drug  Resist- 
ance” will  be  explored  by  Dr.  James  W.  Ra- 
leigh, medical  director  of  the  National  Tu- 
berculosis Association,  at  a joint  session 
wth  the  M.V.C. 

(More  Announcements  on  page  512) 
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Comments  From 
Your  President 


I deem  it  a great  honor  to  be  President  of 
Nebraska  State  Medical  Association  whose 
purpose  is,  to  advance  science  and  art  of 
medicine,  to  elevate  the  standards  of  medical 
education  and  practice,  and  thereby  improve 
the  public  health.  I think  it  is  a great  priv- 
ilege to  seiwe  in  this  important  office  and 
with  privilege  goes  responsibility;  I have 
pledged  my  best  efforts  to  carry  out  the 
purposes  of  the  Nebraska  State  Medical  As- 
sociation. 

Creeping  socialism  has  developed  into  gal- 
loping socialism  and  tremendously  active 
and  powerful  political  forces  are  at  work  to 
saddle  the  principle  of  compulsory  health  in- 
surance upon  the  people  and  the  medical  pro- 
fession of  this  country.  Freedom  is  not  free, 
and  we  must  continue  to  make  sacrifices  of 
our  own  time,  energ>",  and  convenience,  if 
we  are  to  preserve  our  freedom  as  we  know 
it. 


The  future  of  health  care,  as  we  know  it 
today,  will  depend  to  a large  measure  on 
the  degree  to  which  the  medical  profession 
and  the  hospital  profession  are  capable  of 
exercising  statesmanship,  and  promoting 
active  leadership  to  provide  constructive  and 
practical  answers  to  the  changing  social- 
economic  problems  of  our  times.  The  future 
of  health  care  depends  on  the  firm  and  fixed 
resolve  by  doctors  and  hospitals  to  solve 


their  own  problems,  keeping  in  mind  that 
the  public  interest  comes  first.  This  is  a 
great  crusade  in  which  we  are  engaged.  A 
crusade  for  freedom,  and  you  are  the  first 
line  of  fighters  in  this  great  crusade.  You 
are  fighting  to  preserve  our  great  heritage 
of  freedom  in  the  field  of  health  care.  You 
are  fighting  to  preseiwe  the  gi’eat  dignity 
of  the  individual  man,  by  your  actions  you 
are  making  it  possible  for  the  individual 
man  to  accept  personal  responsibility  for  his 
welfare  in  the  field  of  health  care.  Every 
step  that  the  individual  makes  in  the  direc- 
tion of  caring  for  himself  is  a step  away 
from  State  Socialism. 

Compulsory  sickness  insurance  is  social- 
ization of  medicine,  despite  the  disclaimer  of 
some  of  our  political  friends.  Thus  the 
maintenance  of  the  freedom  and  quality  of 
medical  care  is  the  first  line  of  defense  of 
our  American  Way  of  Life.  Much  as  we  as 
physicians  would  prefer  to  go  our  profes- 
sional way  and  allow  others  to  deal  with 
political  questions,  health  care  of  today  is 
intricately  associated  with  economics.  If 
we  are  to  be  true  to  medicine  we  cannot  al- 
low our  professional  liberty  to  be  destroyed, 
along  with  the  quality  of  medical  care  and, 
more  important  still,  our  democracy  and  our 
national  libei'ty. 

Arthur  J.  Offennan,  M.D. 
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CURRENT  TRENDS  in  fhe 

Management  of 
Hearing  Impairment* 


TMPAIRMENT  of  hearing  is 
one  of  the  most  profound  sen- 
sory insults  one  is  compelled  to 
endure.  It  is  a serious  barrier  to  communi- 
cation which  is  the  basis  of  our  humanity, 
emotionally,  socially,  educationally  and  voca- 
tionally. Fortunately  many  of  us  pass 
through  life  without  any  appreciable  hear- 
ing deficit  and  few  of  us  realize  until  we 
have  lost  it,  that  hearing  is  one  of  our  most 
precious  perceptive  gifts.  The  mental  an- 
guish incurred  by  the  separation  of  the  per- 
sonality from  the  world  of  sound  about  us 
is  almost  beyond  the  comprehension  of 
those  who  are  fortunate  enough  to  escape 
the  isolation  of  auditory  failure. 

Objective  appreciation  of  hearing  loss 
with  its  many  associated  symptoms  is  dif- 
ficult because  it  doesn’t  show.  It  can’t  be 
seen.  It  isn’t  a tearful  challenge  to  sym- 
pathy and  understanding  as  are  so  many  of 
the  more  obvious  handicaps.  It  isn’t  an  ex- 
hibition of  incapacity  which  pleads  for  help, 
but  it  is  terribly  personal. 

Some  defects  of  the  ear  produce  mechan- 
ical types  of  hearing  impairment.  Others 
result  in  a devitalization  of  the  nerve  ele- 
ments of  the  auditory  system.  Such  devital- 
ization constitutes  a sensory-neural  deficit.^ 

Mechanical  types  of  hearing  loss  are 
caused  by  occlusion  of  the  auditory  canal, 
such  as  in  the  case  of  congenital  atresia, 
traumatic  atresia,  foreign  bodies,  and  im- 
pacted cerumen.  Mechanical  types  of  hear- 
ing loss  also  are  caused  by  agenesis  of  the 
middle  ear  structures,  serous  and  purulent 
otitis  media,  perforations  of  the  tympanic 
membrane,  tympanosclerosis  and  otosclero- 
sis.2 

“Speak  up ! Come  closer ! If  you  will  talk 
a little  louder  I can  hear  you,”  complains 
the  victim  of  a mechanical  deficit  in  hear- 
ing. “It  seems  that  I hear  better  in  noisy 
surroundings.  I hear  satisfactorily  over 
the  telephone  and  fairly  well  when  the  radio 


C.  M.  KOS.  M.D. 

From  the  Iowa  Clinic  of  Otology  and  Mercy  Hospital; 
Sponsored  by  the  Iowa  Foundation  of  Otology 
Iowa  City,  Iowa 


or  television  is  turned  high  enough,  but  I 
don’t  hear  so  well  in  quiet  places.” 

Proper  amplification  is  necessary  for  the 
mechanically  impaired  ear  to  hear.  This 
may  be  accomplished  in  some  cases  with  a 
hearing  aid  and  in  others  by  surgical  cor- 
rection of  the  mechanical  defect. 

Sensory-neural  hearing  impairments  re- 
sult from  a long  list  of  causes  ranging  from 
agenesis  of  the  end  organ  to  acquired  diseas- 
es and  injuries  of  the  sensoiy-neural  audi- 
tory system. 

“Don’t  shout!  I hear  you  but  I don’t 
understand  you.  Speak  slowly  and  distinct- 
ly; then  I think  I may  know  what  you  are 
saying,”  declares  the  person  who  has  a sen- 
sory-neural hearing  impaiiTnent.  “I  hear 
better  when  there  is  no  distracting  noise.  I 
don’t  understand  what  I hear  in  noisy 
places,  but  I can  follow  conversation  with 
one  or  two  people  in  quiet  places,  especially 
if  they  speak  clearly.”  Since  this  type  of 
hearing  impairment  is  due  to  degeneration 
of  the  sensoiy-neural  elements,  it  rarely 
if  ever  responds  favorably  to  medical  or 
surgical  treatment.  These  people  often  re- 
quire reeducation  in  order  to  hear  with  am- 
plification. Auditory  and  speech  training 
under  the  supervision  of  a qualified  audi- 
ologist is  usually  the  patient’s  only  recourse 
to  better  hearing  communication.  Discrim- 
ination or  the  ability  to  distinguish  between 
like-sounding  words  is  frequently  lacking  in 
the  neurally  impaired  ear. 

But  the  diagnosis  of  hearing  impainnent 
is  not  so  simple  or  clear  cut.  Frequently 
hearing  loss  is  a mixture  or  combination  of 

•Read  before  Annual  Convention  Nebraska  State  Medical 
Association,  May,  1961. 
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the  two  main  types  and  the  symptoms  are 
blended  to  confuse  the  issue  unless  a com- 
plete physical  and  audiological  suiwey  is 
made.  This  should  include  pure  tone  air  and 
bone  conduction  audiometry,  speech  recep- 
tion threshold  tests  and  discrimination 
scores. 

Among  children  the  most  common  hearing 
impairment  is  one  of  a mechanical  defect 
which  is  usually  reversible.  Recurrent  se- 
rous or  purulent  otitis  media  should  direct 
medical  and  surgical  attention  to  the  ade- 
noids and  sinuses  and  to  the  possible  exist- 
ence of  allergJ^  Otitis  media  which  occurs 
during  the  first  year  of  life,  and  particular- 
ly during  the  first  six  months,  is  more  likely 
to  resist  all  forms  of  treatment  because  of 
developmental  restrictions  in  the  eustachian 
tube-middle  ear  complex.  When  thorough 
removal  of  the  adenoids  even  at  six  months 
of  age  fails  to  prevent  recurrent  middle  ear 
infections,  an  allergy  survey  may  reveal  the 
underlying  soft  tissue  deficiencies,  and  a 
study  of  the  child’s  immunity  - producing 
properties  may  be  helpful.  Too  often  these 
procedures  are  delayed  until  irreparable 
damage  has  been  done.  Then  corrective 
measures  are  less  likely  to  be  effective. 

IMyringotomy  is  an  essential  procedure  in 
the  management  of  otitis  media  and  it  fre- 
quently prevents  permanent  impainnent  of 
hearing.  It  prevents  extensive  necrosis  by 
relieving  pressure  and  permitting  the  restor- 
ation of  circulation.  It  reduces  pain  almost 
immediately  and  promotes  rapid  recovery 
of  hearing.  The  entire  group  of  antibac- 
terial drugs  has  not  replaced  this  valuable 
fundamental  surgical  procedure.® 

Many  childhood  infections  may  leave 
residual  defects  of  the  tympanic  membrane 
and  middle  ear  structures.  The  results  of 
necrosis  may  not  only  impair  hearing  but 
provide  invasion  pathways  to  the  middle  ear 
and  mastoid  for  the  squamous  epithelium  of 
the  auditory  canal.  This  invasion  ( cholesteo- 
tosis)  creates  an  unnatural  condition  of  des- 
quamation within  a cavity  (cholesteotoma) 
which  often  requires  surgical  exterioration 
to  prevent  further  destruction.  The  anti- 
bacterial drugs  have  not  exhibited  any  evi- 
dence of  preventing  this  type  of  progressive 
erosion  and  the  true  nature  of  the  condition 
may  not  be  recognized  until  serious  compli- 
cations become  eminent.  However,  the 
drugs  do  permit  certain  surgical  procedures 
to  be  used  which  are  designed  to  rescue  or 


preserve  hearing  function  as  well  as  erradi- 
cate  infection.  These  procedures  have  be- 
come known  as  tympanoplasties,  types  1 to 
5,  depending  on  the  extent  of  the  excision 
and  reconstruction  required  to  eliminate  the 
disease  and  restore  function.® 

The  most  common  cause  of  mechanical  or 
tympanic  hearing  impairment  in  adults  is 
otosclerosis.  It  is  a peculiar  osteochondro- 
dystrophy which  has  a predilection  for  the 
circumference  of  the  oval  window  and  foot- 
plate of  the  stapes.  It  may  also  invade  other 
areas  of  the  otic  capsule  and  the  internal  au- 
ditory meatus.  If  involvement  is  limited  to 
the  stapes,  it  produces  a mechanical  type  of 
hearing  impairment  which  is  recognized  as 
such  by  examination  and  audiometric  tests. 
This  type  of  hearing  impairment  usually  be- 
comes manifest  during  the  late  teens  and 
early  twenties.^  Note  that  this  is  the  prime 
childbearing  span  of  life,  and  it  is  prob- 
ably for  this  reason  that  pregnancy  was  be- 
lieved to  share  some  responsibility  for  its 
occurrence.  There  is  no  reliable  evidence 
to  support  such  a view.  Otosclerosis  oc- 
curs only  slightly  less  frequently  among 
men  and  often  becomes  evident  before  preg- 
nancy, among  women.  It  is  believed  to  be 
influenced  by  the  hormonal  activities  of  pu- 
berty, but  the  etiology’  remains  unknown. 

Hearing  impairment  which  becomes  evi- 
dent without  associated  disease  during  the 
second  decade  of  life  and  progresses  slowly 
for  a number  of  years  to  eventually  require 
amplification  is  suggestive  of  clinical  otos- 
clerosis. There  is  no  effective  medical  treat- 
ment for  this  condition,  but  during  the 
past  five  years  an  amazing  evolution  of 
surgical  procedures  has  taken  place.  Amaz- 
ing, not  because  they  are  new,  but  because 
they  were  abandoned  long  ago  for  various 
reasons  and  have  been  revived  to  produce 
successful  results.  Some  of  the  procedures 
which  have  been  revived  have  been  modified, 
employed  and  abandoned  again  in  the  quest 
for  more  perfect  results.® 

One  procedure  which  has  emerged  with 
unprecedented  success  consists  of  stapedec- 
tomy and  replacement  with  a flexible  mem- 
brane. Such  a procedure  is  The  Vein  Plug 
Stapedioplasty,  of  which  more  than  500  have 
been  done  during  the  past  two  years.®  Vein 
Plug  Stapedioplasty  utilizes  a small  section 
of  vein  taken  from  the  dorsum  of  the  hand 
connected  to  4.5  mm.  of  6-0  stainless  steel 
wire  to  fashion  a substitute  stapes,  the 
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natural  one  having  been  removed  to  break 
the  otosclerotic  fixation  which  causes  the 
hearing  deficit. 

The  patient  is  hospitalized  for  three  days. 
The  operation  is  done  under  local  anes- 
thesia, through  a peritympanic  incision 
which  exposes  the  incudo-stapedial  area 
(fig.  1).  The  stapes  tendon  is  severed  and 


the  incudo-stapedial  joint  is  separated  (fig. 
2).  After  removing  the  head  and  crura  of 
the  stapes,  the  mucoperiosteum  is  reflected 
on  all  sides  to  reveal  the  footplate  and  the 
otosclerotic  extensions  (fig.  3).  Usually 
the  otosclerotic  footplate  may  be  removed 
with  microhooks  and  excavators  (fig.  4). 
Occasionally  a microdrill  is  used  to  clear  the 
oval  window  of  otosclerotic  obstructions. 


Figure  1.  Anatomical  view  of  procedure  for  Vein  Plug  Stapedioplasty  oriented  to  posi- 
tion shown  by  insert  upper  left.  Insert  upper  right  shows  surgeon’s  view  for  making  incision 
in  the  ear  canal. 
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When  the  oval  window  is  adequately  ex- 
posed, the  vein  plug  prosthesis  is  inserted 
with  the  wire  looped  over  the  incus  snugly 
to  replace  the  natural  stapes  and  to  re- 
establish the  continuity  of  the  ossicular 
chain,  which  is  essential  to  the  function  of 


the  mechanical  system  (fig.  5).  Variations 
of  this  prosthesis  may  be  used  to  replace  de- 
velopmental defects  in  this  system.  More 
recently  this  procedure  has  been  used  suc- 
cessfully to  salvage  hearing  in  previously 
unsuccessful  fenestration  operations. 
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Results 

A recent  survey  of  results  reveals  that  of 
410  Vein  Plug  Stapedioplasties  accomplished 
from  6 months  to  2 years  ago,  370,  or  90 


per  cent,  achieved  maximum  hearing  im- 
provement as  predicted  by  the  preoperative 
audiogram  (fig.  6). 

Altogether  388,  or  95  per  cent,  of  the  410 
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operations  produced  a hearing  improvement 
of  15  db  or  more.  On  the  disappointing 
side  of  the  ledger,  14  showed  no  improve- 
ment and  8 lost  what  hearing  was  present 
before  surgeiy.  This  is  a hearing  depres- 
sion rate  of  2 per  cent  as  compared  to  an 
enhancement  rate  of  95  per  cent.  An  analy- 
sis of  these  failures  indicates  that  most  of 
them  may  be  avoided  by  exercising  care  in 
selection,  exceptionally  tight  controls  over 
the  teamwork  that  is  necessary  to  accom- 
plish this  tj'pe  of  surgery,  and  persistent 
diligence  to  acquire  and  maintain  perfection 
in  technique. 

Conclusions 

The  problems  of  hearing  impairment  are 
of  such  magnitude  as  to  warrant  immediate 
medical  attention  when  there  is  evidence  of 
communication  difficulty,  no  matter  how  in- 
significant it  may  seem  at  the  time.  Vic- 
tims don’t  “grow  out’’  of  it,  they  actually 
“grow  into’’  it. 

Mechanical  types  of  hearing  impairment 
are  more  likely  to  respond  to  medical  or 


surgical  treatment,  or  both,  if  detected 
early. 

Sensoiy  - neural  hearing  impairment  is 
usually  due  to  degenerative  processes  which, 
if  recognized  promptly,  may  respond  to  pro- 
phylactic measures  and  an  educational  pro- 
gram of  auditory  training  and  amplification. 

Otosclerosis  is  a rather  common  cause 
of  mechanical  hearing  impairment  which 
may  be  reduced  or  corrected  by  Vein  Plug 
Stapedioplasty. 
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Urticaria— 

CURRENT  CONCEPTS* 

This  author  discusses  the  subject  of  urticaria 
from  the  points  of  view  of  classification,  etiologic 
agents,  mechanism  of  action  of  various  causes, 
and  of  treatment.  A practical  suggestion  is  to 
relieve,  first  of  all,  the  patient's  distressing  symp- 
toms, then  to  initiate  the  search  for  the  cause. 
Because  the  acute  form  of  the  disease  recovers 
so  rapidly,  extended  etiologic  research  applies 
more  appropriately  to  the  chronic  form.  As  the 
author  states,  etiologic  diagnosis  is  established 
in  only  about  one-half  of  the  cases,  at  best. 

—EDITOR 

Among  the  lesions  that  com- 
prise the  subiect  of  dermatol- 
ogy, the  urticarias  are  prob- 
ably the  most  intriguing.  There  are  rea- 
sons for  this,  perhaps  because  the  lesions 
are  not  restricted  to  one  age  group  or  to 
one  area  of  the  body,  perhaps  because  10  to 
25  per  cent  of  the  general  population  is  at 
one  time  or  another  involved,  but  most 
likely  because  the  eyes  are  fascinated  by 
the  variable  sizes  and  shapes  of  the  evanes- 
cent lesions  as  they  come  and  go.  Often  the 
first  reaction  of  an  observer  to  a case  of 
urticaria  is  a subdued  smile,  no  better  rea- 
son than  to  see  a swollen,  itching  patient 
who  will  most  likely  lose  his  distress  in  a 
limited  number  of  days.  The  patient’s  ap- 
prehension and  the  physician’s  concern  in- 
crease rapidly  when  the  condition  which  has 
started  out  as  a simple  urticaria  continues 
into  a chronic  state. 

Urticarias  are  always  a challenge  to  the 
ingenuity  of  the  physician.  Their  etiological 
factors  are  for  the  most  part  obscure.  Our 
diagnostic  methods  are  of  meager  value. 
Skin  testing  is  of  little  or  no  aid.  It  is  no 
wonder  that  many  therapeutic  agents  have 
been  used  in  the  past,  from  home  remedies 
to  both  simple  and  complex  prescriptions. 
Many  of  these  functioned  adequately,  in  as- 
sociation with  a normal  “burning  out”  pro- 
cess which  is  characteristic  of  the  urticarias. 
Even  today  with  our  improved  knowledge, 
there  is  no  unanimity  of  opinion  as  to  how 
the  diagnosis  and  treatment  of  a new  case  of 
urticaria  should  be  approached.  Procedures 
vaiy  widely  from  the  physician  who  sends 
his  case  initially  to  a dentist  for  a full 
mouth  X ray,  to  the  clinician  who  is  adam- 
ant in  favor  of  an  initial  rigid  dietary  re- 
strictive program,  to  the  diagnostician  who 
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believes  that  fully  90  per  cent  of  patients 
with  chronic  urticaria  need  psychothera- 
peutic aid. 

The  Role  of  Histamine  in  the  Urticarias 

The  release  of  histamine  or  a histamine- 
like substance  in  the  skin  continues  to  re- 
main the  most  likely  chemical  explanation 
for  the  whealing  response.  A true  allergic 
response  in  the  form  of  a demonstrable  anti- 
gen-antibody mechanism  accounts  for  only 
a small  portion  of  the  urticarias.  There  sel- 
dom is  proof  that  a reagin,  the  passive  trans- 
fer antibody,  is  present;  blocking  anti- 
bodies are  likewise  not  easily  demonstrated ; 
precipitins  can  be  shown  to  exist  only  on 
occasion,  as  in  the  urticaria  of  serum  sick- 
ness. If  the  urticarias  are  still  considered  to 
be  an  allergic  response  in  the  absence  of 
demonstrable  antibodies,  then  the  conception 
of  Dr.  Arthur  F.  Coca^  has  a solid  founda- 
tion, when  he  writes  on  the  subject  of  non- 
reaginic  familial  allergy.  It  can  be  said 
that  most  urticarias  are  nonreaginic  forms 
of  allergy,  where  antibodies  are  not  applic- 
able to  the  problem  and  skin  testing  is  usual- 
ly without  reaction. 

In  an  attempt  at  a classification,  prob- 
ably two  basic  processes  are  involved  with 
histamine  release  in  the  urticarias.  One  is 
the  primary  release  of  histamine  into  the 
skin  by  specific  histamine-releasing  agents. 
These  will  be  reviewed  later  using  the  clas- 
sification of  Dr.  W.  D.  M.  Paton.  The  other 
is  a neurogenic  process,  a cholinergic  action, 
resulting  from  parasympathetic  stimulation 
and  the  release  of  acetycholine,  with  secon- 
dary release  of  histamine.  It  is  said  that 
psychogenic  urticaria  falls  into  this  categoiy. 
Dr.  Max  Samter,  in  explaining  aspirin  sen- 
sitivity, suggests  that  allergy  itself  to  acetyl- 
salicylic  acid  does  not  exist,  but  that  the 
acetylcholine  formation  accounts  for  the 
urticarial  response.  He  further  explains 
that  sodium  salicylate  does  not  form  acetyl- 
choline, and  that  is  why  most  people  sensi- 

*Read  before  Omaha  Mid-West  Clinical  Society,  November 
1.  1960. 
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tive  to  aspirin  can  ingest  sodium  salicylate 
without  allergic  distress.  It  is  interesting  to 
note  that  in  a given  case  of  urticaria,  no  new 
whealing  response  will  top  an  old  area  for 
at  least  24  hours. 

The  Acute  Urticarias 

Urticarias  are  acute  and  chronic.  All  ur- 
ticarias are  acute  in  the  beginning.  Most 
urticarias  remain  acute,  resolving  in  a week 
or  less.  When  urticaria  persists  for  several 
weeks  or  longer,  it  is  called  chronic  urti- 
caria, there  being  no  specific  figure  delineat- 
ing the  onset  of  the  chronic  pattern.  The 
etiological  consideration  and  the  manage- 
ment of  acute  and  chronic  urticarias  vaiy 
greatly. 

Acute  urticarias  are  most  often  due  to 
foods.  Almost  any  food  can  be  involved,  al- 
though high  in  the  list  are  such  items  as 
fresh  berries,  spices,  chocolate,  fish,  and  nuts. 
Highly  significant  causes  for  acute  urticaria 
but  less  common  than  foods  are  bacterial 
toxins,  as  demonstrated  by  the  ingestion  of 
tainted  foods;  chemical  exposures,  as  illus- 
trated by  urticaria  from  DDT  exposure,  or 
by  the  inhalation  of  mercury  dust  when  used 
as  a preservative  in  hybrid  corn ; injection 
materials,  as  penicillin  or  horse  serum;  and 
inhalant  factors  such  as  perfumes  and  dan- 
ders. The  urticarias  may  be  either  of  the 
dwarf  or  giant  type.  The  angioneurotic 
edemas  have  the  same  causes  as  the  small 
hives.  When  there  is  cutaneous  involvement 
alone  in  the  presence  of  small  hives,  pruritus 
is  the  most  common  complaint;  when  there 
is  subcutaneous  involvement  alone  there  is 
no  itching.  The  urticarias  maj^  have  their 
origin  or  entire  course  in  body  organs  other 
than  the  skin.  I have  seen  urinaiy  bladder 
obstruction  caused  by  angioneurotic  edema  of 
the  vesical  neck  due  to  the  ingestion  of  choco- 
late; massive  edema  of  the  uvula  caused  by 
fish;  and  severe  pressing  chest  pains  resem- 
bling acute  coronary  occlusion  caused  by  un- 
known allergic  factors  which  could  not  be 
diagnosed  until  skin  manifestations  ap- 
peared. Often,  the  cause  of  acute  urticaria 
is  never  found,  even  after  careful  consider- 
ation of  all  pre-existing  possibilities. 

The  treatment  of  acute  urticaria  is  by 
the  removal  of  its  causes  if  possible,  and  by 
drug  therapy  directed  towards  symptomatic 
relief  and  towards  histamine  neutralization. 
Rapid  purging,  if  the  entrance  of  the  aller- 
gen is  bj^  way  of  the  intestinal  tract,  is  still 
a procedure  of  choice.  Colloidal  baths,  anti- 


pruritic lotions,  and  wet  dressings  promote 
vasoconstriction  and  cooling  of  the  body 
surface.  Tranquilization  and  sedation  are 
necessaiy  under  circumstances  of  stress  or 
apprehension,  to  alleviate  skin  discomfort. 
The  oral  use  of  the  antihistaminic  drugs,  the 
oral  use  of  vasoconstrictors  of  the  ephedrine 
t>q)e,  the  hypodeiTnic  use  of  epinephrine  in 
some  instances,  and,  if  necessary,  the  judi- 
cious use  of  the  corticosteroids  in  adequate 
doses,  are  the  chief  procedures  in  abating 
episodes  of  acute  hives.  The  intravenous  use 
of  the  antihistamines  is  not  necessary  in  the 
average  case  of  acute  urticaria  because  oral 
absorption  is  rapid.  There  are  instances 
when  intravenous  benadryl,  phenergan  or 
other  antihistamines  is  necessary.  In  ana- 
phylactic reactions  manifested  by  acute  se- 
vere generalized  allergic  swelling,  or  in 
acute  urticarial  edema  of  the  throat,  rapid 
action  of  the  drug  is  necessary  and  the  in- 
travenous or  intramuscular  routes  are  the 
desired  therapeutic  approaches.  In  these 
instances,  the  corticosteroids  are  rapidly  in- 
troduced into  the  body  in  conjunction  with 
the  antihistamines. 

The  Chronic  Urticarias 
Chronic  urticarias  occur  more  frequently 
in  adults.  Their  duration  varies  from 
months  to  years,  several  cases  in  my  experi- 
ence having  been  present  for  15  years  and 
longer.  They  are  less  often  due  to  foods 
than  are  the  acute  urticarias,  some  statis- 
tics indicating  a food  etiology  of  10  per 
cent  or  less.  Their  mechanism  is  usually 
not  dependent  on  an  antigen-antibody  re- 
action. Their  causes  primarily  come  from 
within  the  body,  endogenous  as  opposed  to 
an  exogenous  source.  After  chronic  urti- 
caria has  persisted  for  a period  of  time,  the 
eruptions  are  often  characterized  by  their 
cyclic  nature,  flares  of  urticaria  occuring 
at  the  same  hour  once  or  twice  each  day. 
Because  of  this  daily  pattern  it  is  difficult 
to  institute  cause-and-effect  reasoning  in  de- 
termining a cause  for  the  eruptions.  The 
usual  inquiiy,  “What  did  you  do  or  eat,  or 
what  drugs  did  you  take  before  today’s  out- 
break of  hives,”  gives  little  diagnostic  infor- 
mation, as  the  effects  of  a single  exposure 
to  a specific  allergen  may  last  for  a month 
or  longer.  This  has  been  shown  in  the 
case  of  a dentist  who  was  well  acquainted 
with  his  urticarial  reaction  to  aspirin.  He 
deliberately  ingested  one  grain  of  aspirin 
and  found  that  his  urticarial  response  lasted 
one  month.  With  the  limited  knowledge 
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gained  from  skin  testing,  and  the  limited 
conclusions  to  be  drawn  from  analysis,  a 
case  of  chronic  urticaria  becomes  a diag- 
nostic challenge. 

Predisposing  Causes  for  the  Urticarias 

How  is  the  etiological  analysis  of  a case 
of  urticaria  to  be  approached  when  it  pre- 
sents itself  to  a physician  for  the  first 
time?  It  is  not  sufficient  to  prescribe  pal- 
liative therapy  alone.  An  attempt  at  in- 
vestigation of  its  causes  by  some  system, 
even  if  unsuccessful,  is  desirable  if  a perma- 
nent cure  is  to  be  obtained. 

In  the  initial  evaluation  of  a new  patient 
it  is  to  be  remembered  that  our  present  con- 
ception of  chronic  urticaria  is  that  its  chem- 
ical cause  is  the  release  of  histamine  by  va- 
rious types  of  stimuli.  Whether  the  urti- 
caria is  allergic  or  nonallergic,  the  release 
of  histamine,  no  matter  by  what  mechanism, 
appears  to  produce  the  whealing  response. 
There  are  many  histamine  releasing  agents 
that  may  be  acting  by  themselves  or,  if 
they  are  not  by  themselves  productive  of  the 
urticaria,  can  keep  it  alive  in  the  presence 
of  a major  cause.  It  is  important  to  appre- 
ciate the  existence  of  these  predisposing  fac- 
tors, although  it  is  not  known,  in  most  in- 
stances, their  exact  cellular  role  in  the  for- 
mation of  the  urticarial  wheal.  For  ex- 
ample, morphine,  which  is  a histamine  re- 
leaser, should  be  interdicted  in  the  urti- 
carial patient.  Other  drugs  which  release 
histamine  and  should  possibly  be  avoided 
when  urticaria  is  treated,  are  codeine,  atro- 
pine, quinine,  thiamine,  pilocarpine,  cu- 
rare, stilbamidine,  apresoline  and  priscoline. 
Types  of  histamine  releasing  agents,  classi- 
fied by  Dr.  W.  D.  M.  Paton^  according  to 
their  chemical  reactions,  are  listed  in  table 
1. 

Histamine  fonnation  by  sensitizing  com- 
pounds is  common,  but  it  is  rare  that  an  ac- 
tual antigen-antibody  phenomenon  can  be 
demonstrated.  Both  bee  venom  and  snake 
venom  can  produce  histamine  per  se  without 
the  presence  of  antibodies.  The  histamine 
release  by  bile  salts  can  account  for  urti- 
carial tendencies  in  some  jaundiced  patients. 
Egg  albumin  has  been  shown  to  need  no  anti- 
bodies to  release  skin  histamine.  Many  sub- 
stances originating  in  or  out  of  the  body  can 
be  reduced  to  simple  compounds  which  will 
release  histamine  from  the  skin. 

All  of  these  substances,  then,  can  produce 


TABLE  1 

TYPES  OF  HISTAMINE-RELEASING 
AGENTS* 

1.  Sensitizing  compounds  — Antigens,  re- 
agents with  proteins  forming  antigens 

2.  Compounds  damaging  tissues  — Venoms, 
toxins,  traumatic  agents 

3.  Proteolytic  enzymes  — Tiypsin 

4.  Surface-active  agents  — Tween  20,  bile 
salts 

5.  Large  molecules  — Egg  white,  dexti-an, 
horse  seram 

6.  Histamine  liberators  — Dibasic  and  poly- 
basic  compounds,  compound  48/80 

7.  Monobasic  compounds  — Alkylamines 

*Classification  by  W.  D.  M.  Paton,  M.D. 

histamine  and  in  doing  so  may  or  may  not 
produce  an  urticarial  response.  All  are  to 
be  considered  as  predisposing  factors  in 
chronic  urticaria. 

Classification  of  Chronic  Urticaria 

When  one  scans  through  the  various  text- 
books of  allergy,  long  and  varied  lists  of 
causes  are  usually  found.  From  a practical 
approach  at  the  present  time,  classifying 
histamine-releasing  agents  as  predisposing 
causes,  it  is  well  to  divide  chronic  urticarias 
primarily  into  those  having  allergic  and 
those  having  nonallergic  etiologies.  Urti- 
carias are  called  allergic  when  a known  cause 
is  demonstrated,  even  though  antigen-anti- 
body  relationship  is  rarely  found.  Urticarias 
are  called  nonallergic  when  they  are  due  to 
associated  constitutional  diseases,  to  physi- 
cal factors,  or  to  psychosomatic  problems. 
A classification  made  on  the  production  of 
an  effect  based  on  allergy  is  a desirable  one. 
No  classification  can  be  all  inclusive.  A 
working  classification  appears  in  table  2.^ 

In  a brief  analysis  of  the  factors  listed, 
bacterial  infection  ranks  high,  accounting 
for  30  per  cent  of  chronic  urticarias  in  a 
series  of  170  cases  reviewed  by  Dr.  L.  N. 
Gay.  In  the  main,  the  infections  were  focal, 
— in  teeth,  tonsils,  or  sinuses.  The  focal 
field  is  not  limited  to  bacteria,  but  includes 
mite  infestation  which  can  produce  vicious 
prolonged  urticaria;  fungal  focal  infection 
of  the  feet  which  likewise  produces  chronic 
urticaria;  cercarial  urticaria  prior  to  the 
formation  of  the  larval  schistosome ; and 
urticaria  due  to  the  presence  of  worms  in  the 
body.  Foods  are  relatively  low  in  the  list 
of  factors  productive  of  the  chronic  urti- 
carial state,  and  it  is  best  not  to  consider 
them  initially  unless  there  is  specific  reason 
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TABLE  2 

CLASSIFICATION  OF  CHRONIC  URTICARIA 
1.  Based  on  Allergy. 


Infection:- 

-Bacterial:. 

- Virus.  The  focus  of  infection. 

Protozoan: 

Plasmodia. 

Metazoan : 

-Cestode  — hvdatid  cvst. 

Nematode  — ascaris. 

Arthropod  — scabies;  pediculosis. 

insect  bites;  mosquito; 
spider;  tick;  bee;  bedbug. 

Ingestion: 

Foods. 

Drugs. 

Inhalation: 

PoUen. 

Dust.  Odors. 

Injection: 

External  contactants. 

. -Dnigs. 

Biologicals.  Serums.  Vitamins,  Liver.  Insulin. 

Physical  agents: 

Light. 

Cold.  Heat.  Trauma  (dennographism). 

2.  Non-Allergic  causes. 

Dyspepsia.  Constipation. 

Pregnancy. 

Endocrine  dyscrasia. 

Psychogenic  factors. 

Associated  ^rith  systemic  disease:  Mastocytosis  (urticaria  pigmentosa). 
Carcinoma.  Lymphoma.  Liver  disease.  Rheumatoid  states. 
Obsti-uctive  jaundice. 


to  do  SO.  Drugs  and  chemicals  have  always 
placed  high  as  causes  for  chronic  urticaria, 
and  with  the  advent  of  penicillin,  the  mycins, 
and  others  of  the  multiplicity  of  new  drugs 
which  have  come  onto  the  market  with  their 
chief  side  effects  usually  involving  the  skin, 
drugs  and  chemicals  are  to  be  considered 
promptly  as  the  most  likely  causes  for  chron- 
ic hives.  It  has  been  interesting  to  note 
that  cases  of  urticaria  due  to  aniline  dyes 
pennitted  by  the  Food  and  Drug  Admini- 
stration have  been  presented  in  1960,  pri- 
marily involving  the  yellow  and  blue-gi*een 
dyes,  the  latter  present  in  Pyribenzamine 
and  in  Decadron  tablets.  Among  the  non- 
allergic  causes,  may  it  never  be  forgotten 
that  malignant  states  can  be  associated  with 
chronic  hives.  In  consideration  of  the  place 
of  emotional  distress  as  a cause  for  chronic 
hives,  opinions  vary  materially.  In  a recent 
series  of  187  patients,  Drs.  J.  H.  MitchelP 
and  his  co-workers  concluded  that  60  per 
cent  of  their  chronic  urtica,rias  were  func- 
tional in  origin  and  that  chronic  urticaria 
in  general  is  a psychophysiologic  disorder. 

Such  a classification,  as  detailed  as  it  is, 
probably  omits  much,  in  view  of  the  fact 
that  many  cases  of  chronic  urticaria  remain 
undiagnosed.  In  a difficult  case  of  chronic 
urticaria  a careful  application  of  the  entire 
classification  is  probably  mandatoiw.  How- 
ever, from  a more  practical  standpoint,  and 
more  easily  remembered  for  immediate 


analysis,  the  various  etiologies  for  chronic 
urticaria  can  be  rapidly  considered  by  a less 
inclusive  but  adequate  breakdown  for 
prompt  office  use.  Such  a classification  ap- 
pears in  table  3. 


TABLE  3 

CLASSIFICATION  OF  CHRONIC 
URTICARIA 


Estimates 

1.  Dnags  and  chemicals 20% 

2.  Foci  15% 

3.  Foods  10% 

4.  Endocrine;  small  miscel- 
laneous causes  5% 

5.  Psychosomatic  and  unknown 50% 


The  classification  that  drugs  and  chem- 
icals account  for  20  per  cent  of  chronic  urti- 
carias, that  foci  of  infection  account  for  15 
per  cent,  that  foods  drop  to  10  per  cent, 
that  miscellaneous  causes  such  as  weather 
alterations,  thermal  factors,  constipation, 
and  endocrine  alterations  account  for  5 per 
cent,  and  that  approximately  half  of  the 
cases  have  functional  or  unknown  etiologies, 
is  a working  classification  which  attempts 
to  cover  a field  in  which  there  is  no  solid 
agi’eement.  It  recognizes  that  much  is  not 
yet  susceptible  to  analysis;  it  recognizes 
that  incidence  of  psychosomatic  factors  in 
chronic  urticaria  is  high;  and  it  suggests 
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that,  in  a peristent  case,  it  is  well  to  review 
the  chemical  causes  of  urtcaria. 

The  Treatment  of  Chronic  Urticaria 

The  first  principle  in  the  therapy  of  a 
private  patient  is  the  alleviation  of  distress- 
ing symptoms  as  rapidly  as  possible.  The 
prolonged  investigation  should  be  set  aside 
temporarily  until  this  clinical  relief  is 
achieved.  The  relief  of  symptoms  by  drug 
therapy  may  mask  the  etiology  of  the  urti- 
caria and  make  its  diagnosis  more  difficult, 
but  it  is  usually  possible  to  maintain  a pa- 
tient on  a holding  dose  of  a palliative  drug 
through  which  active  urticaria  can  appear 
when  an  exposure  to  the  incriminated  aller- 
gen is  made. 

Symptomatic  relief  in  chronic  urticaria  is 
accomplished  by  the  use  of  four  main  groups 
of  drugs,  used  singly  or  in  combination.  The 
first  is  the  antihistamine  group.  The  ac- 
tion of  an  antihistamine  is  the  prevention  of 
cellular  histamine  release  rather  than  the 
prevention  of  the  formation  of  histamine. 
The  choices  among  the  antihistamines  are 
many,  and  when  one  fails  to  prevent  new 
outbreaks  of  urticaria,  another  may  function 
well.  It  is  wise  to  know  several  antihista- 
minic  drugs  which  have  dermatologic  value, 
as  the  antihistamines  which  act  favorably 
on  the  nasal  lining  do  not  necessarily  do 
the  same  on  the  skin.  Most  antihistaminic 
drugs  can  be  given  for  prolonged  and  indef- 
inite periods  without  deleterious  bodily  re- 
actions. It  is  always  hoped  that  their  use 
will  be  of  short  duration.  However,  their 
continued  use  after  urticaria  has  abated  is 
urged.  A sound  principle  must  be  kept  in 
mind,  namely,  after  clinical  urticaria  has 
gone  away,  it  is  well  to  continue  to  suppress 
histamine  release  in  the  skin  for  at  least 
several  weeks  by  the  continued  use  of  the 
antihistamines  to  be  sure  that  the  urticaria 
is  controlled.  Although  time  itself  dimin- 
ishes chronic  urticaria,  suppression  of  the 
lesions  by  the  antihistamines  during  and 
after  the  disease  is  a therapeutic  procedure 
of  proven  value. 

The  second  group  of  agents  useful  in  the 
chronic  urticarias  is  the  ephedrine  and  ephe- 
drine-like  drugs.  Their  purpose  is  vasocon- 
striction. Frequently,  when  an  antihista- 
mine by  itself  fails  to  give  complete  suppres- 
sion, the  combination  of  these  vasoconstric- 
tors with  antihistamines  is  promptly  effec- 
tive. 


The  third  group  of  agents  is  the  corti- 
costeroids. Very  frequently,  in  conjunction 
with  antihistaminic  therapy,  they  are  the 
only  drugs  which  cause  cessation  of  the 
wheal  formation.  If  they  are  used  to  abate 
urticaria,  the  lowest  possible  dose  should  be 
given  for  periods  as  short  as  possible.  Their 
prolonged  use  in  urticarias  of  functional  or 
unknown  origins  is  not  desirable  because  of 
their  adverse  metabolic  and  systemic  ef- 
fects. The  corticosteroids  are  not  contra- 
indicated in  chronic  urticaria  when  their  ef- 
fects are  watched  and  evaluated  closely. 

Into  the  fourth  category  of  chemicals  for 
the  medicinal  control  of  the  urticarias  fall 
the  many  and  varied  drugs  which  have 
shown  merit  at  some  time  or  other  in  con- 
trolling hives.  Sedatives  and  tranquilizers 
are  in  this  group.  The  numerous  drugs  used 
in  abating  penicillin  hives  likewise  fall  into 
this  group.  It  is  remarkable  to  observe  the 
number  of  procedures  that  have  been  used 
to  control  severe  penicillin  urticaria,  but  all 
appear  to  be  effective.  Intravenous  nico- 
tinic acid,  intravenous  procaine,  intravenous 
histamine,  oral  para-aminobenzoic  acid,  and 
parenteral  penicillinase  are  among  the  chem- 
icals used.  Penicillinase  does  not  always 
function  in  penicillin  urticaria.  There  is 
now  some  doubt  that  penicillinase  acts  by 
specific  neutralization  of  penicillin  at  all. 
Penicillinanse  like  other  proteolytics  is  an 
enzyme  in  the  amidase  classification;  an 
amidase,  by  breaking  an  acid-amine  linkage, 
converts  penicillin  to  penicilloic  acid ; it  now 
appears  that  enzymes  other  than  the  ami- 
dases,  such  as  the  esterases  and  the  glyco- 
sidolases,  will  acomplish  the  same  results  in 
inactivating  penicillin  in  the  body. 

The  second  principle  in  the  therapy  of  the 
patient  with  chronic  urticaria  is  the  finding 
and  the  treatment  of  the  cause  as  rapidly  as 
possible.  There  are  procedures  towards  this 
end  which  can  be  instituted  promptly,  be- 
fore starting  the  more  detailed  histoiy, 
physical,  and  laboratory  examinations.  Diet 
can  be  evaluated  for  the  most  part  in  a ten 
day  period.  During  this  period  it  can  be 
limited  to  foods  which  are  simple  ones,  and 
can  be  individualized  with  each  patient.  If 
urticaria  continues  to  be  present  after  sus- 
pected allergenic  foods  have  been  omitted, 
it  is  then  unlikely  that  foods  are  involved  in 
the  specific  case.  The  abscessed  tooth  con- 
tinues to  remain  high  in  the  list  of  foci  that 
are  responsible  for  chronic  urticaria.  If 
teeth  are  suspected,  an  initial  investigation 
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by  dental  X rays  is  the  first  step  taken  by 
many  doctors.  In  the  protracted  cases,  the 
detailed  physical  and  laboratory  examina- 
tions are  necessary  with  the  correction  of 
all  findings  that  deviate  from  nonnal.  The 
causes  for  chronic  urticaria  must  be  re- 
viewed and  each  one  evaluated  as  it  applies 
to  the  patient  under  study.  The  basic  prin- 
ciples of  good  health,  such  as  adequate  rest 
and  balanced  diet,  should  be  followed  in  the 
management  of  chronic  urticaria. 

Conclusion 

Histamine  released  in  the  skin  is  the  cause 
of  both  acute  and  chronic  urticaria.  Skin 
testing  gives  little  or  no  information  regard- 
ing the  causes  for  the  urticarial  state.  The 


etiologies  of  acute  and  chronic  urticaria  vary 
considerably.  In  spite  of  the  vast  knowledge 
accumulated  about  the  urticarias,  the  causes 
in  about  one-half  of  the  instances  still  re- 
main unknown.  The  analysis  of  chronic 
urticaria  is  better  understood  but  still  re- 
mains a challenge  to  the  physician. 
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“Without  detracting  from  the  deserved  attention  given  medical 
research  and  research  scientists,  the  public  must  come  to  realize 
that  new  knowledge  is  useless  until  ways  are  found  to  apply  it  for 
the  benefits  of  people  eveiywhere  . . . 

“Public  health  practitioners,  who  find  ways  of  overcoming  ob- 
stacles and  bridging  the  gap  betw’een  discoveiy  and  application, 
have  long  been  unsung  heroes  of  health  and  medicine.  No  profes- 
sional practice  has  a more  direct,  intimate  and  immediate  effect 
upon  so  many  people  as  the  application  of  modem  public  health 
skills.”  (From  a news  release  by  American  Public  Health  Associa- 
tion, June  25,  1961). 
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Tetanus 

CURRENT  CONCEPTS  OF  PROPHYLAXIS 


This  author  first  reviews  our  knowledge  of  the 
etiology  and  mechanism  of  production  of  tetanus, 
emphasizing  the  facts  that  dead  tissue  and  ana- 
erobic conditions  are  necessary  to  the  growth  of 
of  the  organism  and  the  resulting  production  of 
its  exotoxin.  The  high  mortality  rate  makes  it 
imperative  to  prevent  rather  than  attempt  to  cure 
the  disease.  He  holds  proper  surgical  treatment 
of  the  wound  to  be  of  first  importance  but  places 
immunization  in  a close  second  place.  The  doc- 
tor stresses  the  dangers  entailed  in  the  use  of 
horse  serum,  illustrating  this  by  a case  report, 
then  presents  a carefully  worked  out  regimen 
to  be  followed  to  make  immunization  as  safe  and 
certain  as  possible. 

—EDITOR 

Introduction 

Every  physician  treating  a 
traumatic  wound  must  make 
an  immediate  decision  that  is 
sometimes  difficult.  Should  antitetanus  im- 
munization be  given,  and  if  so,  what  type 
and  in  what  amounts? 

The  problem  is  quite  important  for  sev- 
eral reasons.  This  is  a common  situation 
faced  by  many  physicians  daily.  Tetanus, 
however,  is  not  a common  disease  in  the 
United  States,  because  it  is  one  of  the  few 
almost  completely  preventable  diseases  if 
proper  prophylactic  treatment  is  employed. 
The  mortality  rate  is  about  50  per  cent  if  a 
person  does  develop  tetanus.  There  are 
dangers  in  giving  the  antiserum,  and  there 
are  dangers  if  none  is  given. 

From  the  years  1955  through  1960,  three 
of  the  larger  private  hospitals  in  Omaha  re- 
port that  they  admitted  a total  of  seven 
cases  of  tetanus.  There  were  eight  admis- 
sions for  serum  sickness.  There  were  three 
admissions  of  patients  in  anaphylactic  shock, 
secondary  to  tetanus  antitoxin.  One  of  the 
cases  of  tetanus  died  in  the  hospital. 

A survey,  conducted  among  fifty  surgeons 
and  general  practitioners  in  Nebraska,  dis- 
closed a variance  of  opinion  about  the  pro- 
phylaxis of  tetanus.  This  paper  will  pre- 
sent a brief  discussion  of  the  principles  of 
tetanus  prophylaxis.  A recommended  pro- 
gi-am  will  be  outlined. 

As  a brief  review,  tetanus  is  a disease 
caused  by  the  gram-positive  anaerobic  bacil- 
lus, Clostridium  tetani.  This  organism  is 


CARLYLE  E.  WILSON,  M.D. 
Omaha,  Nebraska 


frequently  found  in  the  feces  of  horses,  cat- 
tle, and  sheep,  but  to  a considerably  lesser 
extent  in  the  intestinal  tract  of  man,  unless 
he  has  been  in  fairly  close  contact  with  do- 
mestic animals.  Tetanus  organisms  in  pure 
culture  are  practically  hannless  when  inject- 
ed into  the  normal  tissue  of  susceptible  ani- 
mals, but  if  the  tissues  are  injured  by  me- 
chanical or  chemical  means,  or  by  infection 
with  other  bacteria,  the  tetanus  bacilli  will 
multiply  and  produce  a toxin.  The  organ- 
ism may  enter  the  bodj^  through  any  open 
wound,  large  or  small.  Disease  is  produced 
in  a manner  similar  to  that  of  the  diphtheria 
bacillus,  by  developing  a powerful  exotoxin 
which  is  absorbed  and  carried  to  the  sus- 
ceptible tissues  where  it  produces  the  char- 
acteristic symptoms.  At  autopsy,  there  is 
apparently  no  death  of  the  cells  of  the  cen- 
tral nervous  system,  which  are  rendered  hy- 
peractive by  the  toxin,  nor  of  the  muscle 
cells  which  are  found  to  be  grossly  in  a con- 
tracted state.  No  specific  pathologic 
changes  in  tissues  can  be  demonstrated. 
Whether  the  toxin  gets  to  the  central  ner\^- 
ous  system  along  the  nerves,  or  through  the 
blood  stream,  is  not  definitely  known.  How- 
ever, once  it  becomes  fixed  in  the  central 
nervous  system,  it  cannot  be  neutralized  by 
antitoxin.  To  be  effective,  antitoxin  must 
act  on  the  bacterial  toxin  before  it  reaches 
the  central  nervous  system. 

The  single  most  important  preventive 
measure  that  may  be  taken  against  tetanus 
is  proper  management  of  the  acute  wound. 
Tetanus  is  an  infection  which  requires  dead 
tissue  under  anaerobic  conditions.  An  open 
wound  without  devitalized  tissue,  and  there- 
fore well  oxygenated  by  arterial  blood,  will 
not  develop  an  anaerobic  infection.  Thor- 
ough cleansing  of  the  wound  by  soap  and 
water  (preferably  hexachlorophene  type  of 
soap  and  sterile  water),  irrigation  with 
sterile  saline,  followed  by  thorough  excision 
of  all  dead  tissue,  is  essential.  If  the  wound 
is  grossly  contaminated,  particularly  with 
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fecal  material  of  domestic  animals,  and  con- 
tains nonviable  tissue,  consideration  should 
be  given  to  leaving  the  wound  open  and  per- 
forming a secondaiy  closure.  If  the  wound 
is  minor  in  character,  without  gross  contam- 
ination, and  with  no  devitalized  tissue',  pri- 
mary closure  may  be  employed  without  dan- 
ger, in  most  cases. 

Basic  Principles  of  Tetanus  Immunization 

Passive  immunization  against  tetanus 
may  be  accomplished  by  the  use  of  antitoxin. 
Tetanus  antitoxin  is  provided  in  horse  se- 
rum as  the  usual  agent.  Unfortunately, 
many  individuals  are  allergic  to  horse 
serum,  and  therefore  the  danger  of  indis- 
criminate use  of  tetanus  antitoxin  is  ever 
present.  If  antitoxin  is  not  employed,  and 
the  patient  subsequently  develops  tetanus, 
the  physician  possibly  could  be  the  subject 
of  legal  action.  The  need  for  proper  use  of 
tetanus  antitoxin  is  therefore  obvious.  Se- 
rum reactions  occur  in  five  to  ten  per  cent 
of  all  patients  given  antitoxin.  Many  of 
these  reactions  are  mild  and  transient.  How- 
ever, they  may  be  totally  disabling,  requir- 
ing hospitalization,  and  even  resulting  in 
permanent  disability  and  possibly  death. 
Unfortunately,  negative  skin  tests  do  not 
always  completely  eliminate  the  possibility 
of  an  immediate  reaction,  such  as  anaphylac- 
tic shock,  and  have  no  value  in  foretelling 
which  patients  will  develop  delayed  reac- 
tions, such  as  serum  sickness.  An  individual 
who  has  once  been  innoculated  with  horse 
serum  is  likely  to  be  sensitized  against  any 
horse  serum  preparation  injected  months  or 
years  later.  This  sensitization  will  gener- 
ally lead  to  earlier  and  more  marked  serum 
sickness,  and  also  will  lead  to  accelerated 
destruction  of  the  antitoxin  injected.  When 
passive  immunization  is  relied  upon,  the 
protection  achieved  is  rapid  but  transient. 
The  larger  the  dose,  the  longer  a protective 
level  is  maintained.  The  usual  prophylac- 
tic dose  of  1500  units  of  tetanus  antitoxin, 
which  is  employed  by  many  physicians,  is 
not  always  effective  in  preventing  tetanus. 

Active  immunization  is  accomplished  by 
the  use  of  tetanus  toxid,  usually  in  the  alum- 
precipitated  form.  Fluid  toxoid  may  be 
used  as  a booster  injection,  but  not  when 
antitoxin  is  given  simultaneously.  The  in- 
dividual is  stimulated  to  form  his  own  anti- 
bodies by  multiple  injections  of  tetanus  tox- 
oid, which  is  an  antigen.  These  antibodies 
are  retained  for  much  longer  periods  of  time 


than  are  the  horse-serum  antibodies,  which 
are  passively  received.  The  production  of 
new  antibodies  can  continue  for  a long  time, 
and  this  can  be  gi'eatly  increased  by  subse- 
quent booster  injections  of  toxoid.  Recent 
studies  by  various  investigators  have  shown 
that  there  are  adequate  protective  levels  of 
antitoxin  for  periods  up  to  fifteen  years  fol- 
lowing a basic  active  immunization  series 
and  one  booster  dose.  This  data  suggests 
that  with  more  confirmation  from  larger 
series,  the  interval  between  boosters  might 
be  lengthened  to  ten  years.  Some  author- 
ities believe  that  an  adequate  level  of  pro- 
tection may  be  recalled  by  a booster  dose 
no  matter  how  many  years  have  elapsed 
since  the  basic  immunization  or  the  last 
booster  dose.  Active  immunization  with 
tetanus  toxoid  has  essentially  none  of  the 
disadvantages  of  passive  prophylaxis.  The 
disadvantage  of  toxoid  injections  is  that 
they  cannot  be  used  to  achieve  initial  rapid 
immunization,  such  as  may  be  required  by  a 
person  who  has  a seriously  contaminated 
wound.  The  initial  development  of  an  effec- 
tive antibody  level  usually  takes  several 
weeks  where  no  toxoid  has  been  given  previ- 
ously. Even  if  the  injured  patient  has  pre- 
viously been  immunized  with  toxoid,  if  the 
wound  is  severe  (such  as  a barnyard  in- 
jury), it  would  be  wise  to  provide  him  with 
passive  immunity  by  the  use  of  antitoxin, 
until  the  antibody  titer  from  the  toxoid 
booster  injection  reaches  an  effective  level. 
This  may  take  as  long  as  four  to  five  days 
in  some  individuals. 

Prior  to  the  administration  of  tetanus 
antitoxin,  all  patients  should  be  carefully 
questioned  for  possible  sensitivity  to  horse 
serum.  Any  history  of  allergic  conditions, 
especially  asthma  or  eczema,  either  past  or 
present,  is  important.  A history  of  previ- 
ous injections  of  horse  serum,  particularly 
if  a reaction  developed,  is  signiUcant.  The 
usual  skin  test  employed  is  0.02  cc.  to  0.03 
cc.  of  1 :10  dilution  of  tetanus  antitoxin  in 
normal  saline  solution.  However,  many  au- 
thorities are  of  the  opinion  that  this  amount 
and  concentration  are  too  dangerous  to  be 
employed  routinely.  Probably  the  safest 
skin  test  would  be  a scratch  test,  using  a 
1 :10  dilution.  If  this  is  positive,  or  suspi- 
cious, it  may  be  confirmed  by  an  eye  test  — 
placing  one  drop  of  the  1 :10  dilution  in  con- 
junctival sac.  If  the  test  using  1 :10  dilu- 
tion is  negative  and  the  scratch  test  posi- 
tive, the  eye  test  should  be  repeated  with  the 
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concentrated  tetanus  antitoxin.  After  the 
result  is  apparent,  a drop  or  two  of  1 :1000 
epinephrine  should  be  instilled  into  the  eye. 
If  the  scratch  and  eye  tests  are  negative,  one 
may  then  proceed  with  the  routine  program. 
The  area  of  intradermal  infiltration  should 
be  about  the  size  of  the  head  of  a pin.  A 
positive  reaction  in  fifteen  minutes  or  less, 
manifested  by  a hive-like  wheal  and  ery- 
thema, indicates  a sensitivity  to  the  horse 
serum.  The  larger  the  wheal,  the  greater 
the  sensitivity.  A wheal  up  to  0.5  cm.  in 
diameter  may  be  a nonspecific  positive  re- 
action, which  may  be  confirmed  by  a con- 
trol skin  test  with  normal  saline.  If  the 
control  test  appears  the  same  as  the  serum 
test,  the  reaction  with  tetanus  antitoxin  may 
be  considered  negative.  The  majority  of 
patients  sensitive  to  equine  antitoxin  are 
also  sensitive  to  bovine  serum. 

Case  Report 

The  following  case  is  presented  to  illus- 
trate the  ever  present  potential  danger  that 
exists  when  tetanus  antitoxin  is  employed: 

A 41-year-old  white  woman  was  ad- 
mitted to  the  service  of  one  of  the  staff 
physicians  at  Immanuel  Hospital  on 
March  8,  1961.  The  physician  gives  the 
history  that,  approximately  one  week 
previously,  the  patient  had  incurred 
abrasions  of  the  legs  and  knees  during 
a fall  in  her  home.  He  was  asked  to 
see  the  patient  at  home  on  March  8, 
1961.  At  5:20  p.m.  he  gave  the  patient 
0.1  cc.  of  undiluted  tetanus  antitoxin 
as  an  intradermal  skin  test.  Within  ten 
minutes  she  had  developed  a 5 cm. 
wheal  at  the  site  of  the  injection  in  the 
forearm.  She  complained  of  generalized 
itching,  and  then  promptly  went  into 
shock.  The  physician  immediately  gave 
her  1 cc.  of  Adrenalin  intramuscularly, 
followed  in  approximately  ten  minutes 
with  another  similar  injection,  because 
of  the  patient’s  lack  of  response.  She 
had  a mild  transient  convulsion  at  this 
time.  Because  the  patient  by  then  had 
no  perceptible  blood  pressure  or  pulse, 
the  Rescue  Squad  was  called.  She  was 
immediately  transported  to  the  Out- 
Patient  Department  at  Immanuel  Hos- 
pital, where  she  arrived  at  6:05  p.m. 
The  patient  was  in  deep  shock,  having 
no  blood  pressure  or  pulse.  There  were 
generalized  hives.  The  eyelids  were 
swollen.  A vein  was  isolated  and  100 


mg.  of  Solu-cortef  was  injected  intra- 
venously. Oxygen  was  instituted  at  8 
liters  per  minute. 


At 


6 :10  p.m. 

Administration  of  1,000  cc. 
of  glucose  and  water  was 
started  intravenously. 

6 :13  p.m. 

The  blood  pressure  was 
62/48.  Gentran,  500  mg., 
was  added  to  the  intraven- 
ous. 

6 :35  p.m. 

100  mg.  of  Solu-cortef  was 
given  intravenously. 

6 :37  p.m. 

The  blood  pressure  was 
94/60.  Vasoxyl,  5 mg., 
was  given  intravenously. 

6 :55  p.m. 

The  blood  pressure  was 
110/62;  pulse,  120;  respir- 
ations, 28. 

7 :30  p.m. 

The  blood  pressure  was 
74/0.  Vasoxyl,  5 mg.,  was 
given  intravenously. 

At 

7 :40  p.m. 

The  blood  pressure  was 
80/54;  pulse,  100;  respir- 
ations, 28.  Solu-cortef,  50 
mg.,  was  given  intraven- 
ously. 

7 :50  p.m. 

Blood  pressure  was  90/50; 
pulse,  126 ; respirations,  38. 
The  patient  complained  of 
itching,  very  restless,  “has 
raised  red  blotches  over  ex- 
tremities.” 

9 :05  p.m. 

The  blood  pressure  was 
108/72;  pulse,  116.  Vom- 
ited — red  streaks  noted  in 
vomitus. 

10:00  p.m. 

The  blood  pressure  was 
96/74;  pulse,  116;  respira- 
tions, 28.  Vomited  a small 
amount  of  bloody  material, 
dark  in  color. 

10:30  p.m. 

The  blood  pressure  was 
86/60;  pulse,  104;  respira- 
tions, 28.  Given  Vasoxyl 
10  mg.  intramuscularly. 

10:45  p.m. 

The  blood  pressure  was 
80/30.  Given  Solu-cortef 
10  mg.  in  vein. 

October,  1961 


487 


12 :25  a.m.  The  blood  pressure  was 
64 /O.  Hematemesis,  third 
episode,  moderate  amount. 

12  ;55  a.m.  The  blood  pressure  was 
76/60;  pulse,  100;  respira- 
tions, 32.  Levophed,  2 cc., 
added  to  I.V.  bottle. 


1 :09  a.m.  The  blood  pressure  was 
138/90.  Fourth  episode  of 
hematemesis,  moderate 
amount. 


1 ;50  a.m.  The  blood  pressure  was 
100/60;  1,000  cc.  5%  Glu- 
cose in  water  with  6 cc. 
Levophed  n o w completed ; 
500  cc.  saline  with  3 cc.  of 
Levophed  started. 

2 :23  a.m.  Fifth  episode  of  hemat- 
emesis, small  amount. 

3 :19  a.m.  Sixth  episode  of  hemat- 
emesis, small  amount. 

3 :28  a.m.  Transfusion  of  500  cc.  of 
whole  blood  started. 

3 ;33  a.m.  Blood  pressure  132/92 ; 

pulse,  122 ; respirations, 
28. 

4 :26  a.m.  Blood  pressure  130/90 ; 

seventh  episode  of  hemat- 
emesis, small  amount.  Sec- 
ond unit  of  blood  started. 


At 

5 :05  a.m.  The  blood  pressure  was 
110/84.  “Mottled  red  spots 
on  arms,  legs,  and  abdo- 
men.” 

6 :00  a.m.  “Mottling  appears  to  be 
lessening.  Quality  of  pulse 
better.” 

6 :25  a.m.  Eighth  episode  of  hemat- 
emesis, large  amount. 

7 :10  a.m.  Blood  pressure  was  142/82 ; 

pulse,  112 ; respirations, 
24. 

1 ;00  p.m.  Urticaria  almost  gone ; pa- 
tient feeling  considerably 
better. 

On  March  13,  1961  an  upper  gastro- 
intestinal X-ray  study  was  obtained. 
No  lesion  was  demonstrable  either  in 
the  esophagus,  stomach,  or  duodenum. 


The  attending  physician  was  of  the 
opinion  that  the  upper  gastrointestinal 
hemorrhage  was  probably  secondary  to 
one  or  more  mucosal  “hives”  in  the  up- 
per gastrointestinal  tract.  At  the  time 
of  this  writing,  approximately  one  week 
following  admission,  the  patient  was 
doing  veiy  well.  She  still  had  a little 
generalized  itching.  There  was  still  a 
lesion,  approximately  8 cm.  in  diameter, 
on  the  volar  aspect  of  the  foreann 
where  the  intradermal  skin  test  had 
been  given.  This  lesion  was  healing, 
but  still  itching. 

Recommended  Program  for  Tetanus 
Prophylaxis 

7.  Patients  Not  Previously  Immunized 
With  Toxoid. 

A.  If  the  wound  is  minor  and  clean, 
active  immunization  with  alum-pre- 
cipitated toxoid  should  be  initiated, 
and  the  proper  wound  care  given. 
Antitoxin  is  not  considered  neces- 
saiy.  Primaiy  active  immunity  is 
obtained  by  giving  three  doses  of 
alum  - precipitated  toxoid  subcu- 
taneously. The  first  dose  is  0.5 
cc.,  followed  by  a second  dose  one 
month  later,  and  by  a third  dose 
six  to  twelve  months  later.  Peri- 
odic routine  booster  doses  are  then 
given  at  intervals  of  five  years. 
The  interval  between  emergency 
booster  doses  may  be  a period  of 
one  year.  Infants  and  children, 
up  to  four  years  of  age,  receive 
tetanus  toxoid  in  combination  \vith 
diphtheria  toxoid  and  pertussis  vac- 
cine. This  is  given  at  monthly  in- 
teiwals  for  three  doses,  and  the 
fourth  dose  one  year  later.  Chil- 
dren four  to  eleven  years  of  age  are 
given  tetanus-diphtheria  toxoid. 

B.  If  the  wound  is  such  that  there  is 
a possibility  of  tetanus  developing, 
a minimum  of  5,000  units  of  teta- 
nus antitoxin  should  be  given  after 
a careful  history  and  skin-test- 
examination  are  determined  to  be 
negative.  At  the  same  time,  active 
immunization  with  tetanus  toxoid 
should  be  started.  This  should  be 
given  in  the  alum  - precipitated 
form  in  a different  extremity  with 
a separate  syringe  and  needle.  The 
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patient  should  be  given  a card,  or 
a slip  of  paper,  indicating  the  dates 
of  his  immunization  already  given, 
and  those  he  is  to  receive  in  the 
future. 

C.  If  antitoxin  is  deemed  necessaiy, 
and  the  individual  has  a histoiy  of 
sensitivity,  or  allergy,  or  has  a 
positive  scratch  or  eye  test,  or 
both,  the  following  program  should 
be  followed : Administer,  intra- 

cutaneously,  0.02  to  0.03  cc.  of  the 
1:10,000  saline  dilution,  having 
Adrenalin  in  a syringe  ready  to 
use.  If  no  significant  reaction  is 
observed  at  fifteen  minute  inter- 
vals, administer  0.02  - 0.03  cc.  of 
the  next  dilution:  1:1000,  1:100, 
and  1 :10,  subcutaneously.  If  no 
reaction  of  significance  occurs  dur- 
ing the  last  fifteen  minute  period, 
give  0.1  cc.  of  undiluted  antitoxin 
subcutaneously.  If  no  reaction  oc- 
curs within  fifteen  minutes,  give 
the  remainder  of  the  dose.  Start 
basic  active  immunization  with  the 
alum-precipitated  toxoid. 

II.  Patients  Previously  Actively  Immun- 
ized With  Toxoid. 

A.  In  patients  who  have  had  basic  im- 
munization, or  a booster  dose  of 
tetanus  within  four  years,  give  0.5 
cc.  of  alum-precipitated  or  fluid 
toxoid,  subcutaneously. 

B.  For  patients  who  have  had  basic 
immunization  but  who  have  not  had 
a booster  dose  within  four  years  of 
the  time  of  a wound,  a booster  dose 
of  toxoid  is  all  that  is  usually  re- 
quired. However,  when  the  char- 
acter of  the  wound  indicates  an 
overwhelming  possibility  of  teta- 
nus infection,  additional  protection 
should  be  given,  particularly  for 
the  first  few  days,  provided  the 
patient  is  not  sensitive  to  horse  se- 
rum. Five  thousand  units  of  teta- 
nus antitoxin  is  given  in  one  arm, 
while,  with  a separate  syringe  and 
needle,  the  toxoid  booster  (0.5  cc. 
of  the  alum-precipitated  form)  is 
given  in  the  opposite  arm. 

Active  immunization  should  be  carried  out 
for  the  following: 

1.  All  child  health  programs,  industrial 


immunization  programs,  or  other  rou- 
tine immunization  programs  reaching 
large  groups. 

2.  Allergic  individuals,  and  those  who 
have  had  previous  injections  of  anti- 
toxin or  any  horse  serum  preparation ; 
these  persons  are  most  likely  to  be 
sensitive  to  antitoxin  and  therefore 
may  be  unable  to  receive  it  when  they 
need  it  most. 

3.  Patients  who  have  been  previously 
treated  for  tetanus,  and  who  may 
therefore  get  only  very  transient  bene- 
fit from  it  because  of  their  acceler- 
ated response  against  horse  serum  as 
a foreign  protein  (contrary  to  wide- 
spread belief,  such  patients  need  ac- 
tive immunization  against  tetanus, 
since  this  disease  does  not  immunize 
against  itself ; numerous  cases  of  re- 
current tetanus  have  been  repoided). 

4.  Various  groups  subject  to  an  apparent- 
ly greater  than  average  risk  of  teta- 
nus-prone injuries,  such  as,  farmers, 
hunters,  operators  of  heavy  machin- 
ery, particularly  in  the  open  where 
injuries  incurred  may  be  contaminat- 
ed with  dirt. 

5.  Military  personnel. 

Conclusion 

A basic  program  for  the  prophylaxis  of 
tetanus  that  is  acceptable,  in  the  opinion  of 
recognized  authorities,  is  available  for  the 
physicians  confronted  with  this  problem. 

The  single  most  important  preventative 
measure  against  tetanus  is  prompt,  careful 
wound  surgeiy.  Active  and  passive  immun- 
ization, employed  singly  or  in  combination, 
are  the  next  line  of  defense.  Antibiotics 
follow  in  the  order  of  value. 

More  consideration  must  be  given  to  care- 
ful skin  testing  for  possible  sensitivity  to 
antitoxin. 

Group  and  occupational  immunization  pro- 
grams are  vital  to  successful  tetanus  pro- 
phylaxis. 
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“.  . . Our  world  is  divided  by  political  philosophies  which  pro- 
claim man’s  mechanistic  fate  as  a species,  and  those  which  pro- 
claim his  creative  destiny  as  an  individual.  Just  now  the  mechanistic 
idea  seems  to  be  in  the  ascendant.  It  is  propagated  at  the  point  of 
the  sword  by  dictatorships  now  governing  nearly  half  the  peoples  of 
the  world  and  seeking  to  extend  their  dominion  over  the  rest.  Per- 
haps never  in  histoiy  has  the  individual  had  to  defend  his  birth- 
right against  such  formidable  odds.”  (From  Griswold,  A.  Whitney: 
The  Source  of  All  Our  Strength.  Reader’s  Digest,  July,  1961,  p. 
175). 
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Endometrial  Carcinoma* 


Fifteen  years  ago  the  treat- 
ment of  cancer  of  the  endo- 
metrium was  quite  well  estab- 
lished. It  was  almost  unanimously  agreed 
that  this  therapy  should  be  composed  of 
intrauterine  radium  and  external  therapy  in 
the  form  of  X ray.  Following  radiation 
treatment  and  after  a delay  of  4 to  6 weeks, 
a hysterectomy  with  bilateral  salpingo- 
oophorectomy  was  done.  As  stated,  this 
was,  in  general,  the  accepted  method  of 
treating  endometrial  carcinoma.  There 
were  a few  schools  of  thought  that  dis- 
agreed to  some  degree  with  the  theory  of 
treatment  as  outlined  above.  Some  would 
use  only  intrauterine  radium  and  after  a 
period  of  delay  would  then  undertake  the 
same  surgery.  Others  have  thought  that 
only  deep  therapy  in  the  form  of  X ray  was 
necessary,  followed,  after  a certain  interval, 
by  surgery.  However,  all  agreed  that  a 
combination  of  irradiation  therapy  followed 
by  surgery  in  approximately  six  weeks  was 
the  most  acceptable  form  of  treatment. 
Starting  in  the  early  1950’s,  and  championed 
primarily  by  McKelvey  at  Minnesota,  there 
was  a marked  departure  from  this  regimen 
of  treatment.  It  consisted  of  eliminating 
entirely  the  irradiation  therapy  and  con- 
centrating wholly  on  a surgical  approach. 
The  surgery  was  still  in  the  fonn  of  a total 
hysterectomy  and  bilateral  salpingo-oopho- 
rectomy.  More  and  more  this  latter  type 
of  treatment  caught  on  throughout  the 
countiy.  At  the  present  time  there  are  con- 
flicting opinions  about  the  currently  ac- 
ceptable treatment  of  this  disease.  As  in 
any  variation  of  viewpoints,  there  is  prob- 
ably a good  deal  to  be  said  on  both  sides. 
With  differences  of  opinions  by  gynecolo- 
gists themselves,  I am  sure  that  resulting 
confusion  must  also  be  magnified  among  the 
other  specialists  concerned  with  uterine  car- 
cinoma and  among  the  general  practitioners 
in  particular.  Today  I would  like  to  outline 
for  you  our  treatment  of  this  disease  and  to 
tiy  to  give  you  some  of  the  background  for 
our  reasons  in  believing  that  the  treatment 
should  be  carried  out  as  outlined. 

Before  beginning  the  actual  outline  of 
our  therapy,  I believe  it  wise  to  mention 
several  very  important  factors  about  the 
general  characteristics  of  endometrial  car- 
cinoma. 


I.  PHIL  REDGWICK,  M.D. 
Omaha,  Nebraska 


1.  Patients  with  endometrial  cancer  die 
as  a result  of  distant  metastasis.  In 
contradistinction  to  cervical  carcino- 
ma, in  which  the  primaiy  spread  is 
local  and  to  regional  lymph  nodes, 
the  patients  dying  as  a result  of 
ureteral  constriction  in  the  majority 
of  cervical  carcinoma  cases,  endo- 
metrial carcinoma  patients  die  of  a 
distant  metastasis.  The  mode  of 
spread  of  endometrial  cancer  can  be, 
as  with  almost  any  cancer,  three 
ways  — by  blood  stream,  by  lymph 
stream,  or  by  local  spread.  However, 
since  death  usually  is  due  to  distant 
metastases,  the  common  method  of 
spread  is  by  blood  stream;  and  run- 
ning a close  second  is  metastatic  dis- 
ease to  the  lymph  nodes  and  up  the 
aortic  chain.  The  lymphatic  spread 
may  be  to  the  local  lymph  nodes, 
namely  the  obturator  and  hypogastric 
areas,  or  it  may  be  by  direct  exten- 
sion through  the  higher  nodes,  the 
common  iliacs  and  up  the  aortic  area 
to  a distant  point.  Direct  extension 
may  occur,  of  course,  and  that  is 
usually  evidenced  by  a metastatic 
spread  to  the  para-uterine  tissues. 
However,  by  the  time  a localized  re- 
currence takes  place,  there  is  usually 
a distant  metastatic  tumor  present 
also.  Hence,  the  first  point  in  our 
discussion  is  that  life  is  usually  taken 
by  distant  metastasis,  having  result- 
ed from  either  blood  borne  or  upper 
lymphatic  spread. 

2.  Second  major  point  is  the  rate  of 
groivth  of  endometrial  cancer.  This 
cancer  is  considered  relatively  slow- 
growing.  By  this  we  do  not  mean 
that  it  is  as  slow  as  the  tortoise  in 
the  famous  race.  However,  we  do 
not,  conversely,  mean  that  it  is  as  fast 
as  the  hare  in  this  same  race.  In 
general,  it  is  considered  a slower 

’Read  before  Omaha  Mid-West  Clinical  Society,  November 
3.  1960. 
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grooving  lesion  than  cervical  carcino- 
ma, but  likewise  a faster  gi’owing 
lesion  than  vulvar  carcinoma.  We 
mention  the  rate  of  grovi:h  because 
this  fact  can,  to  some  extent,  govern 
our  therapy.  Likewise,  we  should 
mention  an  entity  known  as  adeno- 
matous hjT>erplasia  of  the  endo- 
metrium. There  is  a general  feeling 
throughout  the  country  that  adeno- 
matous hyperplasia  is  a precursor  of 
endometrial  cancer.  This  entity  could 
be  considered  analogous  to  a basal  cell 
hyperplasia  of  the  cervix,  for  in  each 
case  a certain  percentage  of  these  pa- 
tients will  go  on  to  develop  a true 
cancer.  Likewise,  in  a certain  per- 
centage of  patients,  these  cancer  pre- 
cursors may  be  discovered  before  any 
true  cancer  is  found.  Cancer  pre- 
cursors lead  us  to  believe  that  a 
change  occurs  over  a good  many 
years,  developing  gradually  from  a 
benign  role  to  a malignant  role. 

3.  Third  major  point  is  symptomatology. 
Of  course  the  most  common  s^Tnptom 
of  endometrial  cancer  is  postmeno- 
pausal bleeding.  This  type  of  cancer 
usually  occurs  in  the  postmenopausal 
woman  around  the  age  of  55  to  60. 
The  earliest  symptom,  as  stated,  is 
some  type  of  abnormal  bleeding.  The 
symptomatology  actually  has  very 
little  to  do  with  the  type  of  treatment 
which  this  patient  should  receive. 
The  patient  having  a fair  amount  of 
bleeding  may  have  an  extremely  early 
carcinoma  of  the  endometrium.  How- 
ever, in  contrast,  there  may  be  an 
asymptomatic  endometrial  cancer  with 
an  extensive  invasive  process.  Ac- 
tually, symptomatology  is  mentioned 
here  only  to  emphasize  the  fact  that 
s>Tnptoms  presented  may  bear  little 
relationship  to  the  type  of  treatment 
to  be  given. 

Investigation  of  Extent  of  Disease 

Before  any  therapy  can  be  carried  out, 
the  single  most  important  consideration  is 
the  extent  of  the  disease.  Very  little  is  ever 
written  about  determining  the  extent  of  the 
disease  in  a very  meticulous  manner.  We 
find  cancer  in  various  regions  of  the  body 
described  according  to  various  “stages”  of 
the  disease.  It  is  merely  assumed  that  the 
extent  of  disease  can  be  adequately  classi- 


fied. However,  we  feel  that  detei*mining 
the  extent  of  disease  is  of  equal  importance, 
and  perhaps  more  important,  than  the  specif- 
ic mode  of  therapy,  for  without  meticulously 
deteiTnining  the  extent  of  disease,  no  one 
can  carry  out  an  adequate  progi'am  of  treat- 
ment. 

1.  The  pelvic  examination:  Very  care- 
ful bimanual  examination  of  the  pel- 
vis should  be  undertaken.  This 
should  include  not  only  vaginal,  but 
very  careful  rectovaginal  examination 
and  careful  palpation  of  uterosacral 
ligaments  and  all  paracervical  tissues. 
The  size  of  the  uterus  is  of  extreme 
importance  in  this  condition,  and  the 
main  governing  factor  in  determining 
our  treatment  in  a relatively  early 
case.  In  patients  with  this  type  of 
cancer,  we  are  often  confronted  with 
the  problem  of  obesity.  A good  pelvic 
examination  carried  out  by  the  best 
of  gynecologists  in  an  obese  patient 
often  can  present  a confusing  picture. 
Frequently  the  adipose  tissue  on  the 
anterior  abdominal  wall  prevents  ade- 
quate palpation  of  the  uterus  by  the 
abdominal  hand.  It  is  then  left  en- 
tirely to  the  vaginal  examining  hand 
to  evaluate  in  the  best  manner  pos- 
sible the  size  of  the  uterus.  Likewise, 
with  a uterus  in  midposition  or  slight- 
ly retroverted,  in  an  obese  person, 
accurate  estimation  of  size  is  almost 
impossible.  In  our  office,  every  pa- 
tient with  a cancer  is  carefully  exam- 
ined by  a minimum  of  two  and  usual- 
ly three  persons.  Very  careful  atten- 
tion is  given  for  any  evidence  of  para- 
cervical edema,  any  evidence  of  thick- 
ening of  the  uterosacral  ligaments, 
and  even  minimal  enlargement  of  the 
uterine  body. 

2.  Surgical  Evaluation:  The  next  step 
in  the  outline  of  determining  the  type 
of  treatment,  is  the  diagnostic  dila- 
tation and  curretage  (D.  & C).  Be- 
fore beginning  the  D.  & C.,  a great 
amount  of  knowledge  can  be  gained 
by  merely  sounding  the  uterus.  As 
previously  stated,  the  majority  of 
these  patients  are  obese  so  that  ade- 
quate pelvic  examination  is  some- 
times difficult.  Sounding  the  uterus 
and  finding  a normal  depth,  namely 
three  inches,  can  supply  extremely 
valuable  information  and  should  be 
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recorded  in  every  instance.  Even 
though  pelvic  examination  revealed 
what  was  assumed  to  be  a uterus  of 
normal  size,  a uterine  sounding  great- 
er than  three  inches  would  indicate 
an  enlarged  uterus.  The  actual  D.  & 

C.  should  be  done  in  certain  distinct 
steps.  First,  the  endocervical  canal 
should  be  curetted  and  the  tissue  re- 
covered should  be  sent  to  the  labora- 
tory as  a separate  specimen.  Next, 
the  uterine  cavity  itself  should  be 
curetted  and  this  tissue  material,  sent 
as  a separate  specimen.  Although 
not  absolutely  mandatory,  a cervical 
punch  biopsy  is  an  excellent  adjunct. 
The  endoceiwical  biopsy  is  done  not 
only  to  determine  the  extent  of  dis- 
ease, but  also  to  determine  the  or- 
igin of  the  carcinoma.  The  patient 
may  have  a carcinoma  arising  in  the 
endocervical  canal  as  well  as  in  the 
endometrial  cavity  and  the  point  of 
origin  may  be  very  difficult  to  deter- 
mine. However,  the  type  of  treat- 
ment will  be  largely  based  upon  in- 
volvement of  the  endocervix,  so  that 
it  is  necessary  to  find  out  whether 
cervical  involvement  is  present  in 
every  instance.  At  the  time  of  the 

D.  & C.  the  type  of  tissue  removed 
should  likewise  be  carefully  noted. 
Tissue  appearing  grossly  benign,  al- 
though later  proven  to  be  malignant, 
usually  gives  a better  prognostic  out- 
look than  the  tissue,  which,  when  re- 
moved, is  grossly  necrotic  and  cheesy 
in  appearance. 

Specific  Therapy  of  Carcinoma 

Before  treatment  can  be  adequately  un- 
dertaken, the  extent  of  disease  must  be  de- 
termined, as  previously  stated.  Our  treat- 
ment therefore,  must  be  based  entirely  upon 
our  findings  at  pelvic  examination  and  at 
the  time  of  further  investigation  in  the  fonn 
of  the  D.  & C.  It  is  on  this  basis,  after 
complete  investigation  has  been  made,  that 
we  can  adequately  treat  the  patient. 

Let  us  first  consider  the  treatment  of  a 
patient  with  as  near  normal  findings  as 
possible.  This  is  the  girl  who  has  a nega- 
tive pelvic  examination  in  every  respect.  In 
other  words,  the  uterus  is  small,  the  cervix 
is  negative  to  inspection,  there  is  no  evi- 
dence of  disease  either  in  paracervical  or 
adnexal  regions.  At  the  time  of  the  D.  & 


C.,  the  uterine  cavity  sounds  to  a noi*mal 
depth;  grossly  the  tissue  removed  appears 
relatively  normal  (not  necrotic).  The  path- 
ological report  on  this  same  patient  con- 
firms that  she  does  have  an  endometrial 
carcinoma  but  that  there  is  no  evidence  of 
cancer  involving  the  endocervix.  In  other 
words,  this  is  the  patient  who  has  no  physi- 
cal findings,  the  only  positive  finding  be- 
ing that  of  microscopic  presence  of  endo- 
metrial carcinoma  in  the  uterine  curettage- 
specimen.  This  patient  is  very  adequately 
treated  by  a total  abdominal  hysterectomy 
and  bilateral  salpingo-oophorectomy.  At  the 
time  of  surgery  a generous  vaginal  cuff 
should  be  removed  in  addition  to  the  uterus. 
No  radiation  in  any  form  need  be  used  for 
this  patient. 

The  next  group  of  patients  would  include 
those  who  have  an  enlarged  uterus  as 
shown  by  pelvic  examination,  and  at  the 
time  of  the  D.  & C.  the  uterine  cavity  sounds 
to  an  enlarged  depth,  or  necrotic  tissue  is 
obtained,  or  both.  It  is  in  this  group  of  pa- 
tients that  the  best  results  can  be  obtained 
by  using  some  type  of  preoperative  irradia- 
tion. Preoperative  irradiation  may  be  sup- 
plied in  the  forni  of  intrauterine  radium 
alone  or  in  conjunction  with  external  radia- 
tion therapy.  In  our  opinion  intrauterine 
radium,  usually  in  the  form  of  a multiple 
packing  technique,  should  be  used  in  every 
instance  in  this  group  of  patients.  If  at  all 
possible,  external  therapy  in  the  foian  of 
X rays  should  also  be  utilized.  However, 
since  many  of  these  patients  with  carcinoma 
of  the  endometrium  are  obese,  the  use  of 
external  therapy  must  be  carefully  evaluat- 
ed. In  the  patient  who  has  a midpelvic 
depth  of  10  cm.  or  less,  the  dosage  delivered 
to  the  lateral  pelvic  walls  will  be  well  worth 
the  use  of  X ray.  However,  in  the  markedly 
obese  patient,  the  addition  of  external  ther- 
apy will  result  in  almost  negligible  depth 
dose  of  radiation.  Hence,  we  prefer  to  dis- 
pense with  the  external  therapy  in  the  obese 
patient. 

After  the  radiation  therapy,  we  delay  for 
a period  of  4 to  6 weeks,  then  a total  abdom- 
inal hysterectomy  with  bilateral  salpingo- 
oophorectomy  and  removal  of  generous 
vaginal  cuff  is  done. 

In  the  patient  in  whom  the  tumor  has  ex- 
tended outside  of  the  uterus  and  is  found  to 
involve  the  vaginal  fornix,  or  has  extend- 
ed parametrially,  preoperative  irradiation 
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should  be  given  in  eveiy  instance.  Here, 
radium  should  be  used  in  the  vaginal  for- 
nices  in  addition  to  its  use  in  the  uterine  cav- 
ity. Likewise,  there  should  be  an  attempt 
at  external  therapy  in  the  fonn  of  X ray. 
The  surgical  attempt  at  removal  of  the  tu- 
mor, of  course,  will  depend  upon  the  re- 
sponse to  the  irradiation.  If  evidence  of  ex- 
tension has  been  resolved  by  X-ray  therapy, 
a surgical  procedure  in  the  fonn  of  pan- 
total hysterectomy  and  vaginal  cuff  removal, 
as  above  described,  can  be  done.  However, 
if  X-ray  therapy  fails  to  resolve  the  lesion 
one  must  resort  to  a more  radical  surgical 
procedure,  perhaps  in  the  form  of  exentera- 
tion. 

In  our  previous  discussion  above,  the  as- 
sumption is  made  that  the  patients  are  oper- 
able. In  any  patient  who  is  a poor  opera- 
tive risk,  the  evaluation  as  to  therapy  will 
be  very  critical.  In  these  patients,  medical 
consultations  should  be  obtained  and  in  the 
event  that  surgeiy  is  not  advisable,  the  en- 
tire treatment  will  have  to  be  limited  to 
X-ray  therapy. 

For  cancer  which  is  involving  both  the 
uterine  cavity  and  the  endocervix,  an  en- 
tirely different  type  of  treatment  is  recom- 
mended. Here  we  are  not  dealing  with  a 
true  cancer  of  the  endometrium.  Whether 
or  not  it  originated  in  the  endometrial  cav- 
ity or  in  the  endoceiwix  is  of  secondaiy  im- 
portance. The  main  problem  is  the  fact  that 
both  the  endometrial  cavity  and  the  endo- 
cervix are  involved  when  the  diagnosis  of 
cancer  is  made.  These  patients  should  then 
be  treated  in  identical  fashion  to  a true  can- 
cer of  the  ceiwix.  This,  of  course,  means 
irradiation  in  the  form  of  radium,  primarily 
to  the  cervix  and  paracervical  areas.  Either 
exteimal  therapy  in  the  form  of  X ray  or 
parametrial  radioactive  gold  can  then  be 
used  to  deliver  radiation  to  the  lateral  pelvic 
walls.  Another  fonn  of  treatment  is  that 
of  a radical  hysterectomy  with  pelvic  lymph 


node  dissection  as  primaiy  treatment.  With 
involvement  of  the  endocervix,  the  pelvic 
lymph  nodes  are  then  much  more  likely  to 
be  invaded  by  cancer  than  when  the  cancer 
is  limited  entirely  to  the  edometrial  cavity. 
In  this  situation,  we  would  prefer  to  use  ra- 
dium followed  by  parametrial  radio-active 
gold.  Following  a waiting  period  of  one 
month,  we  then  prefer  to  do  a radical  hyster- 
ectomy with  pelvic  Ijonph  node  dissection. 
It  is  only  by  recogizing  the  fact  that  pa- 
tients with  involvement  of  the  endoceiwix 
will  have  to  be  treated  in  a different  man- 
ner than  those  with  involvement  of  the  en- 
dometrial cavity  alone  that  statistics  in  this 
gi’oup  of  patients  wall  be  improved. 

In  summary,  the  purpose  of  our  paper  has 
been  hvofold:  1.  To  make  a definite  appeal 
to  every  one  present  to  carefully  evaluate 
the  extent  of  disease  in  patients  ^vith  an  en- 
dometrial carcinoma.  Careful  evaluation  of 
these  patients  is  every  bit  as  important  as 
the  tjTJe  of  treatment  the  patients  receive. 
2.  We  have  presented  what  we  believe  to 
be  adequate  treatment  in  various  phases  of 
this  disease.  Our  treatment  has  been  based 
primarily  upon  the  careful  evaluation  of  the 
extent  of  the  disease. 
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Accidents: 

A MAJOR  PUBLIC  HEALTH  PROBLEM 


A Five  Year  Survey  in  Omaha- 
Douglas  County,  1955  to  1959 

IF,  in  this  age  of  spectacular 
scientific  achievements,  Plague 
should  suddenly  become  the 
leading  cause  of  death  of  children,  every 
public  health  resource  in  the  Nation  would 
immediately  be  pressed  into  service  for  the 
immunization  of  our  people.  All  available 
personnel  would  be  mobilized  in  a massive 
“March  Against  Plague.”  But  now,  with 
the  public’s  increasing  awareness  of  the 
prominent  role  of  accidents  as  a cause  of 
death,  and  especially  of  the  inescapable  fact 
that  accidents  have  become  the  major  killer 
of  children  and  young  people,  the  public 
health  worker  and  the  medical  profession 
have  been  rather  apathetic  in  their  approach 
to  the  problem  of  developing  and  promoting 
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programs  to  protect  the  public  against  ac- 
cidents. We  might  well  ask  ourselves  why 
this  situation  exists.  Is  -not  the  loss  to  the 
family  and  to  society  as  great  when  an  indi- 
vidual succumbs  to  injuries  suffered  in  an 
accident  as  it  would  be  if  his  death  were  due 
to  a communicable  disease? 


TABLE  1 

DEATHS  FROM  ACCIDENTS  IN  NEBRASKA 
By  Residence  in  Omaha  and  Douglas  County 
January  1,  1955  to  December  31,  1959 


Cause  of  Death 


20  40  60  60  100  120  140  l60  l80  200  220  240 


Falls 


^totOr  Vehicle 


Fire,  Explosion,  Bums,  Radiation 


Extreme  Temperature 


Drowning 


Suffocation,  Obstruction 


Electric  Current,  tlachinery 


All  Other  Causes 


Firearms 


Air,  Railway,  Uater  Transportation 


Poisoning  - Solid,  Liquid,  Gas 


Blow  from  Falling  Object 
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TABLE  2 


DEATHS  IN  NEBRASKA 
By  Residence  in  Omaha  and  Douglas  County 
from 

ACCIDENTS,  SUICIDES,  HOMICIDES 
January  1,  1955  to  December  31,  1959 
Rate  (per  100,000  population) 


0 5 10  15  20  25  30  35  **0  4?  50  55  60  65  ^0  75 


United  States 


Health  professions  and  statisticians  have 
recently  begun  to  consider  the  wastage  of 
human  life  not  alone  from  the  standpoint 
of  the  number  of  deaths  which  occur  from 
diseases  and  accidents,  but,  more  important, 
of  the  number  of  productive  years  of  living 
lost.  A recent  survey  in  Pennsylvania  clear- 
ly shows  that  the  years  of  life  which  can- 
not be  profitably  utilized  because  of  acci- 
dents far  exceeds  those  lost  because  of  can- 
cer and  that  even  in  the  last  decades  of  life 
cancer  is  not  as  formidable  a killer  as  are 
accidents  in  the  younger  age  groups.^  Ac- 
cidents account  for  more  deaths  of  persons 
in  the  one-to-14  age  gi’oups  than  all  other 
causes  combined,  are  the  leading  cause  of 
death  of  persons  in  the  one-to-24  age  group, 
and  among  persons  of  all  ages  are  the  fourth 
leading  cause  of  death.^ 

With  the  foregoing  facts  in  mind,  a sur- 
vey was  made  by  the  Omaha-Douglas  County 
Health  Depai*tment  of  deaths  from  accidents 
in  Omaha  and  Douglas  County  for  the  five- 
year  period  beginning  January  1,  1955  and 
ending  December  31,  1959.  For  the  pur- 
pose of  comparing  accidental  deaths  by 
number  and  rate  with  deaths  due  to  cer- 
tain diseases,  tuberculosis  and  pneumonia 
were  selected.  It  is  the  plan  of  the  Health 


Department  to  continue  its  study  of  acci- 
dental deaths,  with  particular  emphasis  on 
productive  years  lost. 

Table  1 shows  the  number  of  deaths  from 


TABLE  3 

SUICIDES  AND  HOMICIDES  IN  OMAHA 
AND  DOUGLAS  COUNTY  BY  RESIDENCE 
IN  OMAHA  AND  DOUGLAS  COUNTY 
1955-959 

SUICIDES 

Cause  of  Death  Total  Percent 

FireaiTOS  and  Explosives 59  42.4 

Hanging  and  Strangulation 36  25.9 

Gases  20  14.4 

Drugs  

Cutting  and  Piercing  Instruments.  9 6.5 

Jumping  from  High  Place 3 2.2 

Drowning 1 

Other  1 

139  100.0 

HOMICIDES 


Cause  of  Death  Total  Percent 

Fii*earms  and  Explosives 41  61.2 

Cutting  and  Stabbing 16  23.9 

Other  Assaults  10  14.9 


67  100.0 
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TABLE  4 


Number 
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DEATHS  FROM  ACCIDENTS  IN  NEBRASKA 
By  Residence  in  Omaha  and  Douglas  County 
January  1,  1955  to  December  31,  1959 


Under  1 yr.  1-4  5-l4  15-24 


25-3'^  35-44  45-54 


55-64  65-74  75-84 


85  plus 


all  accidents  from  1955  through  1959.  Falls 
are  the  leading  cause  of  death  in  Omaha- 
Douglas  County,  followed  closely  by  motor 
vehicles.  The  leading  cause  of  death  from 
accidents  in  the  United  States  is  the  motor 
vehicle. 

Table  2 compares  deaths  from  accidents, 
suicides,  and  homicides  in  Omaha-Douglas 
County  with  those  in  the  United  States.  The 
death  rate  from  accidents  is  24.6  per  cent 
lower  in  Omaha-Douglas  County  than  is  the 
rate  for  the  entire  United  States.  Rates  for 
suicides  and  homicides  are  only  slightly  less 
than  the  national  rates. 

Table  3 shows  that  firearms  and  explo- 
sives are  the  chief  agents  of  death  in  both 
suicides  and  homicides. 

Tables  4 and  5 show  the  comparison  of 
deaths  from  accidents,  tuberculosis,  and 


pneumonia  by  number  and  by  rate.  Acci- 
dental deaths  far  exceed  deaths  from  tuber- 
culosis and  pneumonia  in  all  except  the  65 
to  74  age  group  where  we  find  that  the 
number  of  deaths  due  to  pneumonia  is  great- 
er than  the  number  due  to  accidents. 

Summary 

1.  Accidental  deaths  have  been  reviewed 
in  Omaha-Douglas  County  for  the  five 
year  period  from  1955  to  1959. 

2.  The  death  rate  from  accidents  is  24.6 
per  cent  lower  in  Omaha  - Douglas 
County  than  it  is  in  the  United  States. 

3.  The  leading  cause  of  accidental  deaths 
is  falls,  followed  closely  by  motor  ve- 
hicle accidents. 

4.  Accidents  are  a major  cause  of  death 
in  all  age  groups,  and  the  leading  cause 
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Rat«  per  10,000  Population 


TABLE  5 


COMPARISON  OF  DEATHS  FROM  ACCIDENTS,  TUBERCULOSIS  AND  PNEUMONIA 
By  Residence  in  Omaha  and  Dougas  County 
January  1,  1955  to  December  31,  1959 


of  death  of  children  and  young  per- 
sons. 

5.  Accidents  are  a major  health  problem 
and  have  replaced  infectious  diseases 
as  the  leading  cause  of  death  of  chil- 
dren and  young  people. 


References 

1.  Williams,  Lewis  D.,  M.D.,  M.P.H. : The  Real 
Status  of  the  Accident  As  a Cause  of  Death,  The 
Pennsylvania  M.  J.  63:1482  (Oct.)  1960. 

2.  Accident  Facts,  National  Safety  Council,  Chi- 
cago, Illinois,  1960,  page  5. 


“.  . . One  should  not  forget  that  Cohen’s  dream  of  empire  calls 
for  Social  Security  taxes  of  20%  of  payroll  on  a $9,000  base  within 
the  next  decade.  To  do  this  he  will  have  to  sell  the  (small)  increases 
frequently  to  Congress  and  to  the  public.”  (Challenge  to  Socialism, 
Vol.  15,  July  6,  1961,  p.  1). 
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SPECIAL  CONTRIBUTION 


Neurologic  Manifestations  of 
Endocrine  Disorders 

(Final  Installment) 


The  two  previous  installments  of  this  article, 
August  and  September  issues  of  the  Journal, 
dealt  with  the  neurological  manifestations  of  dis- 
eases of  the  pancreatic  islets  and  of  the  thyroid 
and  parathyroid  glands.  This,  the  concluding 
port,  deals  with  the  adrenal,  pituitary,  and 
thymus  glands  and  their  diseases. 

—EDITOR 

Hyperadrenocorticism 
(Cushing’s  Syndrome) 

The  origin  of  this  disorder  is  complex  and 
incompletely  understood  as  yet.  It  is  seen 
with ; 

1.  Functioning  adrenal  cortical  tumor  or  hy- 
perplasia (which  produces  an  excess  of  hy- 
drocortisone). 

2.  Pituitary  adenomas  (usually  chromophobic, 
rarely  basophilic)  which  supply  excessive 
adrenocorticotropic  hormone. 

•3.  Some  cases  of  carcinoma  (nonadrenal),  par- 
ticularly oat-cell  carcinoma  of  lung. 

Until  recently,  the  pituitary  origin  of 
Cushing’s  syndrome  was  often  disputed  or 
considered  uncommon.  In  many  instances 
of  adrenal  hyperplasia  it  now  appears  that 
a pituitary  adenoma  is  associated.  The 
pituitary  adenoma  may  be  clinically  evident 
before  the  Cushing’s  syndrome  develops, 
simidtaneously  or  belatedly,  even  3 to  8 
years  after  surgical  resection  of  the  hyper- 
plastic adrenal  glands.^- 2- 3. 4, 6,  e.  7.  s 

It  is  rare  for  clinical  signs  of  pituitary 
tumor  to  precede  those  of  Cushing’s  syn- 
drome."^ Pituitary  tumors  are  not  seen  with 
adrenal  cortical  adenomas  or  adenocarcino- 
mas, nor  do  they  follow  therapeutic  adrenal- 
ectomy for  hypertension  or  carcinoma.®’ 

The  following  picture  has  evolved.  After 
resection  of  hyperplastic  adrenal  cortices, 
the  patient  demonstrates  a remission  of  his 
Cushing’s  syndrome.  In  the  following 
months  or  years,  there  appear : 

1.  Melanosis  of  the  skin. 

2.  Signs  of  an  invasive  pituitary  tumor  with; 

Visual  field  changes. 

Enlargement  or  destruction  of  sella. 

Cranial  nerve  involvement  (III  common- 
ly). 

Even  sphenoid  sinus  invasion. 


JOHN  A.  AITA,  M.D. 

Associate  Professor  of  Neurology  and  Psychiatry, 
University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 


Recent  review  of  skull  X rays  discloses 
that  a definite  percentage  of  patients  had 
demonstrable  signs  of  tumor  before  adrenal- 
ectomy. Considerable  evidence  suggests 
that  these  are  ACTH  - producing  tumors 
which  now  grow  rapidly  once  the  brake  of 
excessive  circulating  cortisone  has  been  re- 
moved. These  occult  pituitary  tumors  ap- 
pear to  be  the  primary  cause  of  adrenal  cor- 
tical hyperplasia  in  the  first  place.  They 
are  functioning  chromophobe  adenomas. 

The  complete  clinical  picture  of  Cushing’s 
syndrome  discloses  the  following: 

Symptoms: 

1.  Personality  changes. 

2.  Diabetes  mellitus. 

3.  Hypertension. 

4.  Fatigue  and  weakness.  Muscular  weakness 
may  be  marked.  Myopathy? 9 

5.  Amenorrhea,  loss  of  libido. 

6.  Usually  female  (often  develops  after  preg- 
nancy), age  30-50. 

7.  Moon  face. 

Truncal  obesity,  thin  limbs. 

Cervicodorsal  fat  pad  (“buffalo  bump”). 

Occasionally  exophthalmos.io,  11 

8.  Hirsutism. 

Striae  (pigmented,  on  trunk  and  abdo- 
domen). 

Acne,  keratosis  pilaris. 

Ecchymoses;  bruise  very  easily. 

9.  Osteoporosis;  pathologic  fracture  of  verte- 
brae or  rib.i2 

10.  Rarely  renal  calculi. 

11.  Rarely  peripheral  neuropathy. 13. 14. 15 

12.  Rarely  convulsions.^^ 

Laboratory  Data: 

1.  Leukocytosis. 

2.  Relative  lymphopenia,  occasionally  eosino- 
penia. 

3.  Hyperglycemia. 

4.  Alkaline  urine. 
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5.  Reduced  serum  potassium. 

6.  Polycythemia, 

7.  Occasionally  elevated  spinal  fluid  protein. 

8.  Urine  17-hydroxycorticosteroid  in  excessive 
amounts. 

9.  Cortisone  and  synthetic  steroid  suppression 

tests.17 

With  better  diagnosis,  it  is  seldom  neces- 
sary to  allow  a patient  to  develop  many  of 
the  symptoms  described.  Initial  signs  are 
said  to  be  as  follows;^* 

With  rapid  onset: 

Facial  edema. 

Rapid  weight  gain. 

Renal  colic. 

Amenorrhea. 

Physical  weakness. 

Personality  change. 

With  gradual  onset: 

Hirsutism. 

Diabetes. 

Hypertension. 

Osteoporosis. 

Gradual  weight  gain. 

Oligomenorrhea. 

Personality  change. 

Personality  changes  are  common,  usually 
in  the  direction  of  depression  and  decreased 
psychomotor  activity.  About  one-fourth  of 
patients  become  psychotic.^®’ 

EEG  alterations  may  appear  and  are  likely 
due  to  electrolyte  and  hydration  changes.^® 

Alhough  the  average  age  is  said  to  be 
30-50,26  cases  have  been  reported  in  veiy 
small  children.2'^ 

Generalized  myeloneuropathy  of  Guillain- 
Barre  type  has  been  reported  several  times 

with  Cushing’s  sjmdrome.^®- 28, 29.  so 

In  the  past,  tardy  recognition  of  these 
cases  allowed  development  of  a syndrome 
which  today  appears  rather  obvious. 

Pheochromocytoma 

Once  considered  a rarity,  cases  of  pheo- 
chromocytoma are  now  described  regularly 
in  medical  literature.^- 2- 3 it  has  been  esti- 
mated that  at  least  2 per  cent  of  all  indi- 
viduals with  idiopathic  hypertension  harbor 
this  lesion  and  that  at  least  800  people  die 
each  year  in  the  United  States  with  undiag- 
nosed pheochromocjd:oma.^-  ® 

Pheochromocytoma  is  a functioning  tumor 
(10  per  cent  are  malignant)®  or  hyperplasia 
of  chromaffin  tissue  usually  in  the  adrenal 
medulla. 

Approximately  10  per  cent  are  bilateral 


and  another  10  per  cent  extra-adrenal,  locat- 
ed in  the  sjmipathetic  paraganglia,’'  in  the 
retroperitoneal,  retropleural  or  mediastinal 
spaces ; in  visceral  wall  of  bladder,  or  intest- 
ine; in  kidney,  testis  or  ovary. 9- 1®- n- 12, 13 
Occasional  familial  cases  are  described.'^- 

These  tumors  secrete  an  excess  of  epine- 
phrine and  norepinephrine.  Pure  epine- 
phrine-producing tumors  are  believed  rare 
and  most  secrete  either  norepinephrine  or 
both.^ 

Patients  are  commonly  in  the  age  gi'oup 
30-40,  though  no  age  is  spared  and  cases  are 
reported  in  children.'®* 

Complete  clinical  features  :ii>  18, 19, 20 

1.  Severe  headaches. 

2.  Hypermetabolic  state. 

3.  Hypertension,  sustained  (in  some  cases). 

4.  Hypertension,  intermittent  and  episodic 
with  anxiety-tension  symptoms,  sweating, 
palpitation,  pallor. 

5.  Decreased  tolerance  to  a glucose  load  in  a 
number  of  cases.21 

6.  Neurofibromatosis  in  small  per  cent.22, 33 

7.  Hypertensive  cerebral  vascular  syndromes. 

8.  Hemorrhage  or  bleeding  tendency  of  ob- 
scure origin. 

9.  Symptoms  referable  to  site  of  tumor. 

10.  Other  tests. 

Headaches  are  a common  feature  of  pheo- 
chromocytoma. Although  no  headache  de- 
scription can  be  considered  specific,  many 
of  the  patients  complain  of  a brief,  intense 
headache  of  1-15  minutes  duration.  This 
may  or  may  not  be  accompanied  by  other 
symptoms  of  a hypertensive  paroxysm.  Per- 
spiration and  palpitation,  however,  are  fre- 
quent concomitants. 

The  hypermetabolic  state  frequently  pro- 
duces basal  metabolic  readings  +40  to  +60. 
The  clinical  picture  at  times  may  be  con- 
fused with  thyrotoxicosis. 

A common  error  has  been  the  belief  that 
patients  with  this  disorder  have  only  epi- 
sodic hypertension.  A considerable  per- 
centage carry  a sustained  hypertension. 
The  hypertensive  patient  to  suspect  often 
discloses  other  features  outlined  above.  In 
addition  he  often  reveals : 

Recent  onset  of  hypertension. 

Youthfulness  or  adulthood  under  age  40. 

Severe  hypertension  (often  with  features  of  im- 
pending acceleration). 

Unexpected  or  paradoxical  B.P.  responses  to 
medication,  anesthesia,  minor  trauma.24 

Widely  fluctuating  B.P. 
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“Attacks”  like  intermittent  hypertensive  has, 
including  acute,  further  rise  of  B.P. 

E^rly  trimester  of  pregnancy,  during  delivery, 
or  postpartum. 

Marked  postural  influences. 

Thin  build  (frequently,  but  not  invariably). 

Those  with  only  intermittent  hypertension 
may  likewise  demonstrate  unusual  but  diag- 
nostic features  in  that  a bout  of  hyperten- 
sion (and  attending  “spell”  symptomatol- 
gy)  may  be  set  off  by: 

Anesthesia,  medication  (often  phenothiazine  or 
other  ganglioplegic  drugs),  trauma. 

Exercise  or  maneuvering  the  body  trunk  which 
physically  disturbs  or  “massages”  the  tumor 
to  release  its  substances.25,  26 

The  subjective  “spells”  or  attacks  consist 
of  several  of  the  following: 

Nervousness^t 

Tremor 

Dyspnea 

Pallor  or  flushing 

Weakness 

Dizziness 

Abdominal  or  chest  pain 

Paresthesias 

Coldness 

Palpitation 

Nausea  and  vomiting 

Headache 

Exhaustion  usually  follows  an  attack. 
Commonly  they  progress  more  in  frequency 
than  severity. 

The  cardiac  and  cerebral  effects  of  severe 
hypertension  may  appear  in  some  cases  as 
prominent  or  even  presenting  complaints. 
Accelerated  “malignant”  hypertension  with 
encephalopathy  may  bring  the  patient  to 
medical  attention  with  papilledema  and  oth- 
er findings  suggesting  an  expanding  intra- 
cranial lesion.  A markedly  elevated  blood 
pressure  (diastolic  often  over  130  mm.  Hg.) 
provides  a clue.  Cerebral  hemorrhage  is  an- 
other end  result  of  this  disorder.^^ 

A tendency  to  bleed  has  recently  been  no- 
ticed in  a number  of  cases.^®- ®o,  ai  “Bleeding 
of  obscure  origin”  has  appeared  diagnostic, 
including  bleeding  from  upper  or  lower  gas- 
trointestinal tract,  nose,  vagina,  bladder, 
and  intracranial  regions. 

Symptoms  referable  to  the  tumor  site  may 
be  prominent.  The  tumor  mass  may  be 
noticeable  or  at  least  palpable.  Ureteral  ob- 
struction from  tumor  mass  has  been  de- 
scribed.Cases  with  origin  in  the  gangli- 
onic cells  of  the  bladder  ivall  are  not  un- 
usually rare  ;*■  24. 33  this  occurrence  may  be 


more  frequent  in  women.  Massage  of  the 
tumor  site  or  exercise  may  provoke  an  at- 
tack diagnostically.  A pyelogram  remains 
one  of  the  simpler  tests  which  may  disclose 
the  mass  if  it  is  located  in  renal  or  para- 
renal sites. 

Pheocromocytoma  is  not  a rarity  during 
pregnancy.  Although  the  incidence  appears 
no  greater  than  in  the  nonpregnant  popula- 
tion, it  tends  to  occur  in  the  age  group  when 

pregnancy  is  common.^*- 34.  ss 

After  removal  of  a pheochromocytoma, 
the  patient  requires  followup  examination 
to  be  sure  no  recurrence  develops.  Multiple 
nodules,  or  low-grade  malignancy  may  re- 
spond again  to  surgeiy  or  to  X-ray  ther- 
apy.9.  19 

Relatively  simple  but  not  always  conclu- 
sive tests  (with  histamine,  mecholyl,  benzo- 
dioxane,  phentolamine)  are  helpful.  Recent- 
ly assay  for  urinary  catecholamines  or  3- 
methoxy,  5-hydroxy  mandelic  acid  has  been 
found  somewhat  more  specific  and  certain.^e 

Addison’s  Disease 

Addison’s  disease  is  due  to  a chronic 
adrenal  cortical  deficiency  which  appears 
slowly,  to  be  distinguished  from  the  similar 
deficiencies  of  more  acute  onset.  In  the 
United  States,  idiopathic  atrophy  is  the  com- 
mon cause.  Tuberculous  destruction  is  less 
common  in  recent  decades  excepting  in  parts 
of  the  world  with  a continued  high  incidence 
of  tuberculosis.  Histoplasmosis,  metastases, 
or  leukemia  rarely  may  be  at  fault.  It  is 
not  a great  rarity  among  children,^- 2. 3 jn 
whom  it  may  occasionally  be  accompanied 
by  lowered  resistance  to  infection  (that  is, 
moniliasis)  and  other  endocrine  deficiency 
(that  is,  hypoparathyroidism)  .4  A type  of 
secondary  Addison’s  disease  may  be  a prom- 
inent feature  of  hypopituitarism  (see  later). 


The  complete  syndrome  may  be  outlined  thus: 


1. 

Abdominal  distress  and  salt  craving. 

2. 

Personality  changes. 

3. 

Marked  and  progressive  fatigue  and 
thenia. 

as- 

4. 

Episodes  of  crisis,  with  shock;  great  weak- 
ness, even  syncope.  Occasionally  convul- 

sions.3 

5. 

Tremors. 

6. 

Low  blood  pressure. 

7. 

Skin  pigmentation. 

8. 

Rarely,  “Addisonian  encephalopathy” 
other  questionable  neurologic  features. 

and 

9. 

Laboratory  tests.  Diminished  urinary 

17- 
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ketosteroids  and  17-hydroxysteroids.  Lack 
of  eosinophil  response  to  ACTH  injection. 
Hypoglycemia.  Hyperkalemia,  hyponatre- 
mia. 

Gross  personality  changes  may  appear  in 
as  high  as  60  per  cent  of  cases,  usually  in 
the  direction  of  marked  asthenia,  the  pa- 
tient becoming  more  quiet,  seclusive,  unex- 
pressive  and  apathetic.  Psychomotor  activ- 
ity is  decreased.  Depressive  and  paranoid 
coloring  may  appear.  “Aimless  querulous- 
ness” is  described  as  a particular  feature. 
Psychotic  reactions  are  not  rare;  they  are 
characterized  usually  by  marked  withdrawal, 
negativism,  paranoid  delusions,  agitation  a 
more  pronounced  depressive  picture  and 
even  hallucinations.®’ 

The  patient  with  Addison’s  disease  skirts 
the  edge  of  critical  physiologic  letdown,  not 
only  with  specific  deficiency,  but  with  hypo- 
glycemia, hypotension,  electrolyte  changes 
and  fluid  imbalance  constantly  hovering 
about.  At  times,  one  or  several  of  these 
give  way  and  the  crisis  of  acute  adrenal  in- 
sufficiency (or  “Addisonian  crisis”)  appears 
with  rapidly  progressive  weakness,  physi- 
ologic shock,  headache,  abdominal  pain,  nau- 
sea, vomiting,  confusion  and  delirium  (acute 
brain  syndrome),  convulsions,  coma  and 
even  death. 

Addisonian  crisis  may  appear  ind^,  14. 16, 16 

1.  Chronic  Addison’s  disease. 

2.  Overwhelming  infections  (typically  menin- 
gococcemia  and  the  Waterhouse-Frederich- 
sen  syndrome). 

3.  Hemorrhage,  thrombosis,  metastases  or  oth- 
er abrupt  destruction  of  adrenal  cortices. 

4.  Following  adrenalectomy  with  insufficient 
therapeutic  cover. 

5.  Patients  dependent  on  cortisone  facing  se- 
vere stress  or  withdrawal. 

6.  Hypopituitarism  (due  to  lack  of  ACTH 
factors). 

A syndrome  of  increased  intracranial 
pressure,  papilledema  and  few  or  minor  neu- 
rologic signs  (“Addisonian  encephalo- 
pathy”) has  been  described.  Add  this  to 
ataxia,  convulsions,  coma  and  abnormal 
EEG  tracings,  and  occasionally  considerable 
neurologic  distraction  may  delay  diagno- 
sis.^’ 

An  occasional  case  of  myelomalacia  or 
paraplegia  has  been  described  with  Addi- 
son’s disease.  Whether  these  are  related  or 
incidental  occurences  awaits  further 
study.i®’  20  Severe  flexion  contracture  at  the 
knees  has  also  been  reported,  presumably 
due  to  muscle-electrolyte  effects.^! 


Electroencephalographic  changes  are  not 
specific  though  common.  They  appear  re- 
lated to  cerebral  hydration  as  well  as  to 
other  biochemical  factors  not  completely 
understood  as  yet.  Voltage  is  lowered  and 
diffuse,  but  predominantly  frontal  bursts  of 
3-6  per  second  high  potential  waves  also 
may  be  seen.  Hyperventilation  sensitivity 

is  often  evident.22. 23, 24 

Clinically  significant  hypotension,  hypo- 
glycemia, and  electrolyte  changes  may  oc- 
cur in  Addison’s  disease.  In  treatment  with 
desoxy corticosterone,  a marked  deficiency 
of  potassium  may  develop,  followed  by  mus- 
cular paralysis.  If  this  is  not  recognized,  or 
if  it  is  confused  with  inadequate  treatment, 
the  problem  may  be  compounded  with  ad- 
ministration of  more  desoxycorticosterone. 

Cushing’s  Syndrome  of  Pituitary  Origin 

This  will  be  much  as  Cushing’s  syndrome 
was  described  previously  but  with  the  rec- 
ognized addition  of  a pituitaiT  adenoma 
(chomophobic  or  basophilic).  With  this 
pituitary  tumor  there  may  occur  headaches 
and  visual  field  changes.  The  skull  films 
often  reveal  enlargement  of  the  sella  turcica. 

Recent  investigation  suggests  that  pitu- 
tary  adenomas  are  more  commonly  associat- 
ed with  Cushing’s  syndrome  than  was  be- 
lieved. They  had  been  considered  unusual 
but  recent  recognition  of  “post-adrenalec- 
tomy  pituitary  tumors”  indicates  that  some 
had  been  overlooked  in  cases  of  adrenal  hy- 
perplasia, and  that  adrenalectomy  often  re- 
leases a marked  stimulus  to  pituitaiy 
growth. 

Acromegaly 

This  disorder  may  be  outlined  as  fol- 
lows d’  2 

1.  Bony  overgrowth;  body  and  facial  distor- 
tion. 

2.  Muscular  weakness. 

3.  Pituitary  adenoma  in  many  cases. 

4.  Compressive  or  entrapment  neuropathy. 

5.  Personality  changes. 

6.  Diabetes  mellitus. 

The  longitudinal  history  of  many  acro- 
megalics reveals  a phase  of  stimulation  and 
endocrine  excess,  followed  by  a decline  to  a 
“burnt  out,”  hypopituitary  phase. 

If  associated  with  pituitary  adenoma 
(chromophilic),  headaches,  visual  field 
changes  and  sellar  enlargement  are  often 
present. 
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Muscular  weakness  may  be  profound,  with 
atrophy  to  a considerable  degree. 

Bony  overgrowth  may  impinge  on  cer- 
tain peripheral  nerves  already  crowded 
close  on  bony  and  ligamentous  structures, 
that  is,  median  nerve  in  caii)al  tunnel,  ulnar 
nerve  at  medial  epicondyle  of  the  humerus, 
peroneal  nerve  as  it  winds  around  the  prox- 
imal head  of  the  fibula.®-^’® 

Personality  changes  include  unrest  and 
depression,  mood  swings,  unsustained 
drives,  slow  thinking  and  apathy,  social  in- 
difference and  shallowness.  Anorexia  may 
alternate  with  voracity.  Many  of  the  pa- 
tients are  driven  by  a periodic  impulse  to 
wander.®’ 

Diabetes  or  prediabetic  glucose  tolerance 
curves  appear  in  one-third  of  these  patients. 

Anterior  Pituitary  Deficiency 
( Hypopituitarism ) 

These  syndromes  are  commonly  due  to: 

1.  Pituitary  neoplasms. 

2.  Vascular  infarction  following  complicated 
parturition  (hemorrhage,  shock) .1.2 

Of  pituitary  tumors,  craniopharyngiomas 
are  most  common,  followed  by  a variety  of 
nonsecretory,  chromophobic  adenomas. 
Rarely  chromophilic  adenomas  are  found  in 
this  disorder.  The  postpartum  variety  has 
been  extensively  described  by  Sheehan^  and 
is  often  called  Sheehan’s  syndrome.  The 
other  varieties  of  pituitary  deficiency  are 
often  called  Simmon’s  syndrome.  Any  de- 
structive lesion,  including  trauma,  infection, 
surgical  removal,  leukemic  infiltration,  sar- 
coidosis, nonpituitary  neoplasm  and  aneu- 
rism may  rarely  be  etiologic.  If  posterior 
pituitary  elements  are  involved,  diabetes  in- 
sipidus may  occur.®- ^ 

With  loss  of  tropic  function,  hypopitui- 
tarism may  incite  a secondary  Addison’s  dis- 
ease, or  myxedema,  or  both. 

The  complete  picture  of  hypopituitarism  re- 
veals ;2.  5,  6,  7,  8,  9 

1.  Thin,  dry,  atrophic,  smooth  skin  which  is 
pate  and  often  with  a very  slight  yellow 
tint.  Loss  of  skin  pigment  (e.g.  breast 
areola,  labia  minora). 

2.  Appearance  of  premature  aging. 

3.  Symptoms  and  signs  of  myxedema,  or  Ad- 
dison’s disease,  or  both,  without  pigmenta- 
tion. 

4.  Females  in  ratio  of  7 :4. 

5.  Loss  of  body  hair,  especially  axillary  and 
pubic. 


6.  Atrophy  of  mammary  glandular  tissue  and 
genitalia.  Amenorrhea,  failure  in  lacta- 
tion, loss  of  libido.  Sterility. 

7.  Sensitivity  to  cold.  Hypothermia. 

8.  Loss  of  sweating  and  normal  skin  oil  (espe- 
cially noted  in  axilla). 

9.  Hypoglycemic  episodes. 

10.  Low  B.M.R.  (often  below  — 20). 

11.  Emaciation  in  some;  more  likely  in  long- 
standing, untreated  cases. 

12.  Hypotension. 

13.  Weakness,  fatigue,  apathy  and  lethargy. 

14.  Personality  changes.  Slovenly.  General  ill 
health.  Expressionless  facies.  Delirium 
(acute  brain  syndrome),  depressive  and  oth- 
er psychoses. 10, 11, 12, 13 

15.  Crises  with  coma,  convulsions,  delirium, 
mortality. 14. 15. 16 

16.  Diminished  urinary  17-ketosteroid  excretion. 

Like  the  patient  with  Addison’s  disease, 
the  patient  with  hypopituitarism  skirts  the 
edge  of  physiologic  crisis.  Hypothermia, 
hypoglycemia,  water  intoxication,  sodium 
depletion,  dehydration,  and  hypotension  de- 
velop easily  in  many  of  these  cases.^'^- 

The  course  of  this  disease  is  variable. 
With  a tumor,  it  is  usually  progressive. 
Postpartum,  it  may  develop  rapidly  or  in- 
sidiously. Some  cases  linger  as  long  as  20 
years  before  diagnosis.  Some  produce  mild 
symptoms  for  months,  then  deteriorate  rap- 
idly. 

As  with  other  endocrine  disorders,  EEC 
changes  are  nonspecific  and  due  to  many 
secondary  biochemical  and  physiologic 
changes  (described  above).  The  alpha  ac- 
tivity may  be  replaced  by  4-7  c.p.c.  theta 
activity.^'^’  22 

Thymus  Gland 

This  is  an  area  of  challenge.  (This  struc- 
ture may  not  even  be  an  endocrine  gland!) 
Further  research  will  disclose  whether  the 
thymus  gland  is  a vestigial,  inert  will-o’-the- 
wisp  or  whether  it  has  some  “practical” 
functions.  To  date,  it  appears  to  have  some 
relationship  to  myasthenia  gravis,  hence  to 
motor-end-plate  function.  Two  observations 
are  worth  mentioning  2-  ®-  ® 

1.  Thymomas  are  found  in  approximately  15 
per  cent  of  patients  with  myasthenia  gravis. 

2.  Removal  of  a normal  thymus  gland  effects 
improvement  in  a select  group  of  patients 
with  myasthenia  gravis  (female,  under  50' 
with  myasthenia  of  less  than  5 years  dura- 
tion). 
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Multiple  Endocrine  Disorders 

Lest  one  conclude  that  there  may  be  a 
certain  simplicity  to  endocrinology,  let  him 
be  warned  of  the  occasional  case  of  multiple 
excessive  or  deficient  endocrine  conditions. 
The  literature  suggests  that,  while  this  may 
be  rare,  it  is  not  extremely  so.  As  with  con- 
genital defects,  when  one  endocrine  disorder 
is  found,  it  is  wise  to  search  for  others. 
Some  combinations  have  already  been  cited. 
Other  examples  taken  from  a casual  and 
veiy  incomplete  perusal  of  recent  literature 
are : 

Diabetes  mellitus  and  Addison’s  disease. i 

Thyrotoxicosis  and  Addison’s  disease.2 

Thyrotoxicosis,  hyperparathyroidism  and  pitui- 
tary tumor.3 

Thyrotoxicosis,  diabetes  mellitus  and  Addi- 
son’s.4 

Thyrotoxicosis  and  hypopituitarism.^ 

Pancreatic  adenomas  (functioning  and  not) 
with  various  combinations  of  pituitary  and 
parathyroid  adenomas,  occasionally  also 
adrenal  adenoma.  Peptic  ulcer  is  a common 
accompanient.6 

Addison’s  and  hypoparathyroidism.^ 

Addison’s  and  myxedema.® 

Pheochromocytoma  and  adrenocortical  hyper- 
plasia.® 

Summary 

The  neurologic  manifestations  of  endoc- 
rine disorders  are  reviewed. 

1.  Personality  changes  and  psychiatric 
syndromes  are  prominent  in  a number  of 
conditions.  Personality  changes  associated 
with  endocrine  disorders  can  hardly  be  de- 
fined as  specific  except  in  a most  general 
and  gross  way,  even  then  with  many  excep- 
tions. The  variables  are  multiple  and  dy- 
namic, including  not  only  primary  and  sec- 
ondary biochemical  alterations,  but  also  the 
many  parameters  of  functioning  and  the 
total  functioning  of  a human  organism. 

2.  If  allowed  to  continue  and  progi-ess, 
many  of  these  diseases  lead  to  severe,  or- 
ganic cerebral  impairment  (chronic  brain 
syndrome),  often  permanent. 

3.  Lassitude,  lethargy,  inactivity  and 
depressive-like  syndromes  are  found  some- 
what more  with  myxedema,  Cushing’s  syn- 


drome, Addison’s  disease,  hyperparathyroid- 
ism and  hypopituitarism. 

4.  Convulsive  syndromes,  acute  collapse, 
acute  loss  of  consciousness  and  acute  con- 
fusional  states  (acute  brain  syndrome)  are 
common  with  hyperinsulinism  and  hypo- 
parathyroidism. Less  often,  though  usual- 
ly in  more  severe  case  or  in  crises,  these 
are  seen  in  hj^jerparathyroidism,  Addison’s 
disease,  pheochromocytoma,  hyperthyroid- 
ism, myxedema  and  hypopituitarism. 

5.  Syndromes  of  muscular  tetany  appear 
with  hypoparathyroidism  and  hyperaldoster- 
onism. 

6.  Episodes  of  muscular  paralysis  or  “col- 
lapse” occur  with  hyperthyroidism,  hyper- 
aldosteronism and  Addison’s  disease.  Non- 
episodic  muscular  weakness  is  seen  in  hyper- 
thyroidism, myxedema,  hypo-  and  hyper- 
parathyroidism, Cushing’s  syndrome,  Addi- 
son’s disease,  and  acromegaly. 

7.  Neuropathy  and  “radiculitis”  are 
found  especially  with  diabetes  mellitus,  less 
often  in  advanced  hyperinsulinism,  myx- 
edema, Cushing’s  syndrome  and  acromegaly. 
Muscular  atrophy  may  be  striking  in  dia- 
betes mellitus  or  in  advanced  hyperinsulin- 
ism. 

8.  Bone,  joint  and  muscle  pain  are  im- 
portant features  of  hyperparathyroidism, 
and  myxedema. 

9.  Cranial  nerve  palsies  are  seen  with 
diabetes  mellitus  and  hyperthyroidism;  oc- 
casionally with  pituitary  tumors. 

10.  Headaches  may  be  symptomatically 
prominent  with  myxedema,  pheochromocy- 
toma, hyperaldosteronism,  and  pituitary  tu- 
mors. 

11.  Hypertension  is  a common  find- 
ing in  hyperthyroidism,  hyperaldosteronism, 
Cushing’s  syndrome,  and  pheochromocy- 
toma. 

12.  Elevated  spinal  fluid  protein  is  re- 
ported in  the  neuropathies  of  diabetes  mel- 
litus, in  hyperparathyroidism  and  myx- 
edema. 

NOTE;  Due  to  a vei'y  extensive  list  of  ref- 
ences and  bibliography,  these  will  be  furnished 

with  reprints  only. 


“It’s  a fortunate  thing  I wasn’t  born  a woman,  for  I cannot 
refuse  anything.”  Abe  Lincoln. 
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WHAT'S  NEW 


What's  New  In  Pathology 


Broad  scope  discussions  such 
as  “What’s  New  in  Pathology” 
always  present  certain  prob- 
lems, and  I undertake  this  task  with  some 
hesitancy  because  I know  that  what  may 
appear  to  be  new  to  one  person  may  be 
something  of  a routine  to  another  and  that 
the  omission  of  certain  subjects,  as  obvious- 
ly will  be  necessary  because  of  lack  of  space, 
may  arouse  the  ire  of  those  who  have  some 
pet  project.  Therefore,  it  should  be  kept  in 
mind  that  this  is  a recitation  of  one  man’s 
opinion  and  obviously  influenced  by  his  own 
reading  and  by  his  own  deductions  as  to 
what  is  important  in  his  field.  My  remarks 
are  directed  chiefly  at  individuals  in  the 
general  practice  of  medicine,  and  I include 
only  enough  detail  regarding  these  various 
items  to  perhaps  arouse  interest.  Further 
information  in  regard  to  the  procedures 
and  their  specific  use  well  could  be  obtained 
by  the  physician  from  his  own  pathologist. 

The  first  items  that  I will  mention  well 
could  be  grouped  together  under  the  head- 
ing of  automation  within  the  laboratory. 
This  is  certainly  a new  trend  with  recent 
acceleration,  and  while  certain  mechanical 
techniques  and  automatic  instruments  have 
been  employed  in  the  laboratory  for  some 
time,  some  of  the  newer  procedures  and  de- 
velopments are  rather  outstanding.  Many 
of  the  larger  laboratories  are  now  using  an 
instrument  known  as  an  autoanalyzer  as  a 
basic  unit,  which  can  perform  various  chem- 
ical determinations  on  blood  and  body  fluids. 
A large  number  of  samples  of  the  fluid  to 
be  tested  can  automatically  be  fed  into  this 
machine  where  by  automatic  aspiration, 
pipetting,  mixing,  and  temperature  control, 
the  chemical  reaction  takes  place,  and  the 
resulting  color  development,  proportional  to 
the  amount  of  unknown,  is  automatically 
measured  and  the  results  automatically  re- 
corded on  a graph  or  chart.  Some  labora- 
tories, which  have  access  to  engineering  con- 
sultants, have  carried  this  even  further  and 
have  developed  a technique  of  having  the 
numerical  report  actually  typewritten  by  an 
electronically  controlled  typewriter.  The 
saving  of  time  of  the  technical  personnel 
and  the  elimination  of  certain  personal  er- 
rors with  uniformity  of  results  are  the  chief 
advantages  of  this  instrument.  The  time 
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saved  may  be  used  bv  the  tecbnolno-ist  for 
developing  new  techninues  and  fov  better 
quality  control  of  the  standard  routine  pro- 
cedures. Similar  time  saving  devices,  which 
are  also  probably  more  accurate  than  older 
methods  have  been  develoned  for  the  elec- 
tronic counting  of  the  cellular  elements  of 
the  blood,  the  processing  of  tissues,  and  the 
staining  of  slides  for  histologic  study. 

The  second  item  that  I would  consider  as 
relatively  new  in  the  field  of  laboratory 
medicine  concerns  the  use  of  radioactive 
isotopes  in  the  laboratory  diagnosis  of  dis- 
ease. While  radioactive  iodine  uptake 
studies  have  been  used  for  quite  some  time 
in  the  diagnosis  of  disease  of  the  thyroid 
gland,  the  use  of  isotopes  in  the  diagnosis 
of  pernicious  anemia,  measurement  of  blood 
volume,  studies  of  red  cell  survival  times, 
and  the  study  of  defects  of  intestinal  fat 
absorption  is  somewhat  less  widely  known. 
While  many  of  these  new  procedures  have 
to  compete  with  older,  better  established 
procedures  that  accomplish  the  same  thing, 
it  appears  more  and  more  that  the  ease  of 
obtaining  an  answer,  the  accuracy,  and  cer- 
tain other  unique  features  associated  with 
isotope  use  are  slowly,  but  rather  definitely 
revolutionizing  many  of  our  laboratory  diag- 
nostic procedures.  I believe  that  each  lab- 
oratory having  these  facilities  available  can 
perform  a service  to  the  medical  practition- 
er by  making  known  to  him,  through  ethical 
channels,  the  various  diagnostic  procedures 
that  are  available,  their  cost,  and  the  ad- 
vantages that  this  method  may  have  over 
existing  and  better  known  procedures.  As 
an  example  of  this,  we  can  mention  the  use 
of  Vitamin  labeled  with  radioactive  co- 
balt as  a means  of  diagnosing  pernicious 
anemia  even  in  a patient  who  has  been 
treated,  or  who  is  in  remission  and  where 
conventional  diagnostic  procedures  such  as 
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peripheral  blood  morphology,  and  bone  mar- 
row studies  may  not  be  diagnostic.  The  ap- 
plications of  radioactive  isotopes  to  labora- 
tory  procedures  are  almost  endless  and  their 
judicious  use  by  the  practitioner  in  consul- 
tation with  his  pathologist  and  radiologist 
offers  much  that  is  new  in  the  field  of  lab- 
oratory diagnosis. 

The  third  item  that  I wish  to  mention  in 
this  brief  review  concerns  the  newer  de- 
velopments in  the  laboratory  of  tests  de- 
signed to  pinpoint  possible  defects  in  the 
coagulation  mechanism  of  the  blood.  The 
ordinaiy  clinical  laboratory,  whether  in  hos- 
pital or  physician’s  office,  now  has  the 
basic  equipment  and  reagents  available  for 
a much  more  accurate  evaluation  of  prob- 
lems in  blood  coagulation  than  formerly  was 
possible.  While  there  is  insufficient  time  or 
space  here  to  review  the  coagulation  mech- 
anism in  detail,  I am  sure  that  most  practi- 
tioners are  aware  of  the  rather  numerous 
names  and  numbers,  which  have  been  con- 
nected with  the  complex  reaction  of  blood 
coagulation.  While  much  of  the  basic  study 
remains  the  same,  a rather  simple  step  by 
step  approach  has  been  advocated  by  Miale^ 
and  others  as  follows:  (1)  detailed  history 

from  patient  and  family;  (2)  complete  blood 
count  with  morphologic  study  of  the  smear 
and  estimation  of  platelet  content;  (3)  tour- 
niquet test  for  increased  capillary  fragility; 
(4)  carefully  controlled  venous  coagulation 
time  with  bleeding  time  and  clot  retraction 
studies;  (5)  the  one  stage  prothrombin  time 
of  Quick  for  the  recognition  of  deficiencies 
in  factor  VII  (stable  factor)  and  factor  V 
(labile  factor)  in  those  instances  where  the 
prothrombin  time  is  prolonged  and  yet  not 
due  to  primary  prothrombin  deficiency; 
(6)  a screening  procedure  for  factors  VIII, 
IX,  and  X such  as  the  prothrombin  con- 
sumption test;  and  (7)  the  more  specific 
thromboplastin  generation  test,  which  can 
pinpoint  the  defect  as  being  due  to  either 
factor  VIII,  IX,  or  X.  Again,  the  need  for 
close  cooperation  between  clinician  and  the 
consulting  hematologist  or  pathologist  is 
necessary,  but  the  above  seiwes  to  point  out 
the  newer  contributions  of  the  laboratory 
in  this  particular  field. 

The  next  item  that  I would  consider  un- 
der the  heading  of  “What’s  New  in  Path- 
ology’’ concerns  the  use  of  paper  electro- 
phoresis and  paper  chromatography  in  the 
diagnostic  clinical  laboratory.  Here  again, 
there  may  be  more  than  one  way  of  achiev- 


ing the  same  results,  but  the  simplicity,  ac- 
curacy and  speed  of  these  two  procedures 
adds  to  their  special  usefulness  and  in  some 
instances  provides  a mechanism  of  study 
that  is  not  available  by  other  means.  Paper 
electrophoresis  is  particularly  useful  in  de- 
tecting diminished  amounts  or  an  absence  of 
gamma  globulin;  in  detecting  the  abnormal 
globulins  of  multiple  myeloma  or  macro- 
globulinemia ; and  in  detecting  the  abnormal 
hemoglobins.  In  clinical  laboratory  work, 
paper  chromatography  has  only  begun  to  be 
used  to  any  gi*eat  extent.  Certainly  in  the 
identification  of  amino  acids  and  in  the  iden- 
tification of  toxic  substances  in  medical-legal 
investigations  its  potential  use  is  consider- 
able. 

Finally,  in  the  field  of  clinical  laboratory 
procedures  we  have  time  only  to  mention  the 
increasing  usefulness  of  steroid  chemistry 
in  the  evaluation  of  diseases  involving  the 
glands  of  internal  secretion,  the  use  of  bac- 
teriophage typing  in  the  identification  and 
control  of  hospital  epidemics  of  Staphylo- 
coccus pyogenes  aureus,  and  enzyme  chem- 
isti'y  such  a lactic  dehydrogenase  in  myo- 
cardial infarction  and  leucine  aminopepti- 
dase  in  carcinoma  of  the  pancreas  as  addi- 
tional examples  of  newer  diagnostic  tests. 

While  most  of  the  above  concerns  the  clin- 
ical laboratory  division  of  the  practice  of 
pathology  one  cannot  conclude  this  recitation 
of  “What’s  New  in  Pathology”  without  at 
least  mentioning  some  of  the  different  con- 
cepts of  older  procedures  as  related  to  path- 
ologic anatomy  and  cytology.  The  use  of  the 
Papanicolaou  technique  for  the  identifica- 
tion of  abnormal  and  malignant  cells  in  the 
secretions  of  vagina  and  cervix  is  well  estab- 
lished and  is  certainly  not  new.  However,  a 
recent  article  by  Lund^  entitled  “An  Epi- 
taph for  Cervical  Carcinoma,”  certainly  is 
worth  reading.  He  feels  that  we  now  have 
available  the  techniques  and  knowledge  to 
write  “finis”  to  the  occurrence  of  death 
from  ceiwical  cancer.  While  we  cannot  as 
yet  directly  prevent  its  development,  he  feels 
that  we  do  have  now  the  techniques  for 
early  detection  and  the  methods  of  therapy 
that  should  prevent  death  from  ceiwical  can- 
cer. Much  of  this  is  related  to  the  concept 
of  screening  young  women  who  are  consid- 
ered to  be  in  good  health  and  who  have  no 
symptoms  or  findings  referable  to  the  pelvis. 
Since  many  observers  feel  that  the  precursor 
of  clinical  carcinoma  of  the  ceiwix  occurs 
many  years  prior  to  the  development  of  that 
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lesion,  the  screening  of  young  women  by  the 
Papanicolaou  smear,  including  those  who  are 
visiting  their  physician  during  the  course 
of  obstetrical  prenatal  ca.re,  is  a somewhat 
newer  concept.  Certainly  for  those  who  are 
not  now  using  this  valuable  tool  for  early 
diagnosis  of  cancer,  the  need  for  obtaining 
a fresh  viewpoint  and  refreshing  one’s 
knowledge  in  this  regard  is  pointed  out  by 
the  article  referred  to  above.  Some  similar 
concepts  in  regard  to  pulmonary  cytology 
are  recorded  in  a recent  article  by  Farber.® 

Perhaps  at  a later  date  a more  complete 


tabulation  of  the  newer  procedures  in  path- 
ology can  be  made,  but  I hope  that  the  pro- 
cedures and  concepts  listed  above  may  serve 
to  stimulate  the  reader  to  visit  his  own  re- 
ferral laboratory  and  to  find  out  first  hand 
more  about  “What’s  New  in  Pathology.” 
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“Thus  what  used  to  be  intimate  family  problems  become  mat- 
ters for  the  marriage  counselor,  the  parole  officer,  the  psychiatrist, 
the  disciplinai*y  school.  Grandfather  and  grandmother,  instead  of 
enjoying  an  honored  position  in  the  home,  become  a problem  for 
‘social’  solution.  That  children,  as  well  as  the  state,  have  some 
responsibility  for  the  care  of  their  elders  is  generally  ignored.  In- 
deed, a brochure  issued  by  H.E.W.  suggests  that  parents  . . . can 
no  longer  expect  to  remain  ‘a  part  of  their  younger  relatives’ 
family.’  The  idea  of  a statute  of  limitations  on  family  loyalty  is 
something  new.”  (Saturday  Evening  Post,  March  11,  1961,  as  re- 
printed in  J.  Michigan  State  Medical  Association,  April,  1961,  p. 
536). 
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Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 
October  7,  Ogallala,  Elks  Club 

October  21,  Kearney,  Good  Samaritan 
Hospital 

November  4,  Norfolk,  Norfolk  State  Hos- 
pital 

November  18,  Hastings,  Mary  Lanning 
Hospital 

FIRST  NATIONAL  CONGRESS  ON  MED- 
ICAL QUACKERY ; A.M.A.  Department 
of  Investigation,  co-sponsored  by  the  Food 
and  Drug  Administration;  October  6-7, 
1961. 

AMERICAN  RHINOLOGIC  SOCIETY, 
Seventh  Annual  Meeting — Chicago,  Ble- 
mont  Hotel;  October  7,  1961.  Dr.  Robert 
M.  Hansen,  Secretary,  2210  Lloyd  Center, 
Portland  12,  Oregon. 

MISSISSIPPI  VALLEY  CONFERENCE 
ON  TUBERCULOSIS  — Hotel  Shermen, 
October  11-14,  1961.  (See  also  under 
“Announcements.” ) 

WESTERN  INSTITUTE  ON  EPILEPSY, 
13th  Annual  Conference  — October  11 
through  14th,  1961 ; Granada  Hotel  and 
Inn,  San  Antonio,  Texas.  Lewis  M.  Hei- 
fer, M.D.,  Chairman,  Program  Com.,  208 
Medical  Professional  Building,  101  North 
McCullough,  San  Antonio  12,  Texas. 

1961  SCIENTIFIC  SESSION,  American 
Cancer  Society  — Biltmore  Hotel,  New 
York  City,  October  23,  1961. 

A STUDY  CONFERENCE  on  “The  Role  of 
Biomedical  Engineering  in  Universities 
and  Hospitals;”  sponsored  by  University 
of  Nebraska  College  of  Medicine,  Ameri- 
can Institute  of  Electrical  Engineers,  and 
Institute  of  Radio  Engineers ; Omaha, 
Sheraton  Fontanelle  Hotel;  October  26- 
27,  1961. 

OMAHA  MIDWEST  CLINICAL  SOCIETY, 
Annual  Assembly  — October  30  through 
November  2,  Civic  Auditorium,  Omaha. 

A.M.A.  CONFERENCE  ON  DISASTER 
MEDICAL  CARE  — November  4-5,  1961, 
Palmer  House,  Chicago. 


ANNUAL  CLINICAL  SESSION,  Nebraska 
Chapter,  American  College  of  Surgeons — 
November  19,  1961,  Hotel  Stephenson, 
Falls  City. 

AMERICAN  MEDICAL  ASSOCIATION 
CLINICAL  MEETING  — November  28  - 
December  1,  1961,  Denver. 

THE  15TH  ANNUAL  POSTGRADUATE 
ASSEMBLY  — Sponsored  by  San  Diego 
County  General  Hospital,  will  be  held 
Wednesday  and  Thursday,  November  1 
and  2,  1961,  at  the  County  Hospital,  San 
Diego,  California.  Write  James  E.  San- 
dell,  M.D.,  c/o  Sandiego  General  Hospital, 
San  Diego  3,  California. 

SIXTH  ANNUAL  POSTGRADUATE 
COURSE,  DISEASES  OF  THE  CHEST 
— Recent  Advances  in  the  Diagnosis  and 
Treatment  of  Diseases  of  the  Heart  and 
Lungs;  Los  Angeles,  California;  Decem- 
ber 4 to  8,  1961 ; Statler-Hilton  Hotel ; tui- 
tion, A.A.C.P.  members,  $75;  nonmem- 
bers, $100;  for  details,  write  American 
College  of  Chest  Physicians,  112  East 
Chestnut  Street,  Chicago  11,  Illinois. 

FIRST  INTER- AMERICAN  CONFER- 
ENCE ON  CONGENITAL  DEFECTS  — 
Sponsored  jointly  by  The  National  Foun- 
dation and  the  University  of  Southeni 
California;  Statler  Hotel,  Los  Angeles; 
January  22-24,  1962. 

AMERICAN  COLLEGE  OF  SURGEONS— 
Will  hold  the  following  regional  meetings 
during  1962 : 

Los  Angeles,  California,  January  29 
through  Febi’uary  1,  1962 ; for  surgeons 
and  graduate  nurses;  surgeons  at  Stat- 
ler-Hilton; nurses  at  Biltmore. 

Detroit,  Michigan,  March  5-7,  1962;  Mem- 
phis, Tenn.,  March  26-28,  1962;  and 
Washington,  D.C.,  April  16-18,  1962. 


PROJECT  “MORE”  A TRIAL  RUN 

This  November,  Omaha  doctors  will  turn 
their  community  into  a proving  ground  for 
the  first  physician-conducted  doctor-recruit- 
ment program  ever  operated  on  a nation- 
wide, continuing  scale. 

This  program,  called  Project  MORE,  will 
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be  conducted  by  the  American  Academy  of 
General  Practice  and  its  members  through 
their  state  chapters.  Omaha  will  be  joined 
as  a test  site  by  Binghamton,  N.Y.,  whose 
Academy  members  will  conduct  a similar 
test  program. 

The  objectives  of  Project  MORE  are  long- 
range  and  several-fold.  The  first  is  obvi- 
ous: stimulation  of  interest  among  high 
school  students  in  the  career  of  doctor  of 
medicine.  The  second,  somewhat  more  sub- 
tle, is  the  involvement  of  Academy  members 
as  active  recruiters  of  future  medical  stu- 
dents and  by  projection,  future  family  doc- 
tors. 

The  test  project  is  divided  into  two  simul- 
taneous phases.  The  first  is  direct  doctor- 
to-student  presentation  of  the  medical  career 
story  to  junior  and  senior  high  school  stu- 
dents through  a formal  program  in  the 
schools,  and,  beyond  the  students,  to  their 
parents  and  community  citizenry  through 
civic  and  service  club  speeches,  television 
and  radio  appearances,  and  other  devices. 
The  second  phase  is  a program  of  publicity 
and  promotion  designed  to  create  public 
awareness  on  as  wide  a scale  as  possible. 

The  purpose  of  the  test-cities  approach  is 
to  provide  in-action  experience  with  the  plan 
in  order  to  perfect  the  ‘modus  operandi.” 
This  experience  will  be  incorporated  into  a 
master  blueprint  designed  for  maximum  ef- 
ficiency. The  revised  plan  then  will  be  dis- 
tributed to  all  Academy  chapters  in  early 
1962. 

The  Omaha  test  program  will  be  led  by 
Drs.  Paul  Read,  Vice  President  of  the  Acad- 
emy, and  Harris  B.  Graves,  program  chair- 
man of  the  Nebraska  A.A.G.P.  chapter,  who 
will  serve  as  project  coordinators.  Dr.  Ray- 
mond S.  McKeeby,  Secretary-Treasurer  of 
the  New  York  State  Academy  will  be  their 
counterpart  in  Binghamton.  Actual  conduct 
of  the  November-long  activities  will  be  car- 
ried out  by  Project  MORE  task  forces  under 
their  direction. 

Academy  headquarters  will  supply  presen- 
tation materials,  consisting  of  individually- 
adaptable  speeches  for  both  student  and 
adult  audiences,  radio  and  television  scripts 
and  visual  devices,  as  well  as  direct  assist- 
ance in  scheduling  and  liaison  with  news 
media.  Headquarters  also  is  responsible  for 
stimulation  of  national  publicity.  The 
ground  work  for  this  already  has  been  ac- 


complished and  it  is  expected  that  one  or 
more  national  publicity  breaks  will  occur 
at  or  near  the  time  of  the  test-city  opera- 
tion. 

Essential  to  the  success  of  Project  MORE 
activities  is  the  cooperation  of  school  offi- 
cials, other  medical  groups,  the  Chamber  of 
Commerce  and  other  similar  organizations, 
and  the  city  government.  In  the  test  cities 
the  progi-ams  will  be  launched  with  procla- 
mations of  November  as  “M.D.  Career 
Month.” 

A unique  segment  of  Project  MORE, 
which  helps  to  differentiate  it  from  super- 
ficially similar  projects  and  the  traditional 
‘‘career  day,”  is  the  Junior  Preceptorship” 
program.  This  device  epitomizes  the  guid- 
ing spirit  of  the  project  — the  creation  of 
close  personal  association  between  the  physi- 
cian recruiter  and  the  candidate. 

The  ‘‘Junior  preceptorship”  is  a mecha- 
nism by  which  interested  and  qualified  stu- 
dents, selected  with  the  assistance  of  school 
authorities,  will  spend  a full  day  with  a 
member  of  the  Project  MORE  task  force, 
within  the  framework  of  as  close  a personal 
relationship  as  possible.  This  will  not  be 
matter  of  having  a student  ‘‘sit  in  the  wait- 
ing room  for  the  whole  day,”  but,  rather, 
one  of  actually  taking  part  in  the  physician’s 
daily  activities.  These  will  involve,  where 
proper,  patient  conferences,  hospital  rounds, 
house  calls,  and  spending  the  evening  with 
the  physician  and  his  family.  The  purpose 
is  to  give  the  student  a true  picture  of  the 
doctor’s  work  and  life,  and  to  create  a bond 
between  ‘‘preceptor”  and  ‘‘preceptee”  which 
eventually  could  result  in  a new  medical  stu- 
dent and  a new  family  doctor. 

F’rom  their  experiences,  ‘‘junior  precep- 
tees”  will  prepare  essays  in  which  they  will 
outline  their  ideas  of  medicine  as  a career. 
These  will  be  judged  by  a panel  of  judges  in 
the  individual  test  city.  The  best  essay  from 
each  city  will  be  selected,  then  submitted  to  a 
national  panel.  The  winner  of  the  two-city 
competition  will  receive  a prize  in  keeping 
with  the  scope  and  purpose  of  Project 
MORE. 

Thus,  within  this  general  framework, 
Project  MORE  is  expected  to  become  an  out- 
standing medium  for  physician  — family 
physician  — recruitment.  It  is  a positive, 
active  step  toward  insuring  a strong,  virile 
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profession,  and,  at  the  same  time,  a means 
by  which  the  Academy  can  perfoiTn  a true 
seiwice  to  the  American  public. 


Medicine  in  the  News 

From  the  Omaha  World-Herald — 

A multimillion-dollar  gift  announced  in 
August,  has  assured  the  building  of  a new 
Creighton  University  Medical  Center. 

The  donor  is  Mrs.  Mabel  L.  Criss,  widow 
of  Dr.  C.  C.  Criss,  the  founder  of  Mutual  of 
Omaha  and  United  of  Omaha. 

The  new  center,  to  be  built  on  or  near 
the  present  Creighton  campus,  will  be  called 
the  Dr.  C.  C.  and  Mabel  L.  Criss  Medical 
Center. 

The  center  eventually  may  include  a teach- 
ing hospital  which  would  boost  its  price  tag 
to  the  neighborhood  of  10  million  dollars  a 
school  official  indicated. 

The  new  medical  center  will  contain  re- 
search and  office  facilities,  an  out-patient 
department,  a classroom-laboratory  building 
and  the  School  of  Pharmacy. 

From  the  Omaha  World-Herald — 

A two  - hundred  - bed  civil  defense  emer- 
gency hospital  will  be  set  up  during  the  an- 
nual assembly  of  the  Omaha  Mid-West  Clin- 
ical Society  October  30  through  November 

2. 

A demonstration  simulating  the  handling 
of  disaster  casualties  is  being  planned  by 
the  Omaha  Douglas  County  Medical  Soci- 
ety’s Civil  Defense  and  Disaster  Committee 
and  District  Two  of  the  Nebraska  State 
Nurses  Association. 

The  hospital  is  stored  at  Boys  Town  and 
was  one  of  the  first  40  in  the  nation  author- 
ized for  teaching  and  practice  purposes. 

From  the  Omaha  World-Herald — 

The  University  of  Nebraska  College  of 
Medicine  has  unveiled  the  latest  in  fluoros- 
copy equipment  — a “fluoroscopy  image  am- 
plifier.” 

The  new  machine,  will  enable  physicians 
to  record  fluoroscopic  eyaminations  for  per- 
manent use  with  the  aid  of  a motion  pic- 


ture attachment.  It  will  take  the  ordinary 
image  obtainable  on  a fluoroscopy  unit  and 
brighten  it  up  to  three  thousand  times  more 
than  the  conventional  screen  is  able  to  do. 

“By  using  the  moving  picture  for  the  first 
time,  it  is  now  possible  to  record  what  is 
seen  in  fluoroscopy,  allowing  the  radiologists 
and  other  physicians  to  review  fluoroscopic 
examinations  made  years  before.” 

A television  monitor  also  is  available  for 
use  with  the  machine.  The  monitor  will  al- 
low a team  of  physicians  or  class  of  medical 
students  to  view  the  fluoroscopic  eyamina- 
tion  in  progress  at  a site  far  from  the  ma- 
chine. Or,  the  TV  screen  can  be  placed  in 
the  same  room  as  the  examination. 


Doctors  in  the  News 

From  the  Lincoln  Star — 

Osmond  — A gala  double  celebration  was 
observed  in  this  community  on  August  6. 
The  event  included  a day  of  recognition  for 
Dr.  C.  Edwin  Rodgers,  longtime  Osmond 
physician,  plus  the  dedication  of  a new  pub- 
lic library,  built  and  presented  to  the  com- 
munity by  Dr.  Rodgers. 

A native  of  Osmond,  Dr.  Rodgers  has 
served  as  a physician  here  for  42  years  in 
addition  to  taking  an  active  part  in  com- 
munity affairs. 

A member  of  the  Osmond  Village  Board 
of  Trustees  for  approximately  25  years.  Dr. 
Rodgers  was  instrumental  in  organizing  a 
swimming  pool  committee  which  he  heads. 
He  is  also  a member  of  the  American  Legion 
and  Commercial  Club,  and  a past  member  of 
the  Volunteer  Fire  Department,  serving  for 
25  years.  He  has  been  a member  of  the  hos- 
pital board  since  its  founding. 

Keith  W.  Sehnert  to  Dorsey  Laboratories 
As  Assistant  Medical  Director — 

Raymond  C.  Pogge,  M.D.,  Medical  Direc- 
tor of  Dorsey  Laboratories,  announces  the 
appointment  of  Keith  W.  Sehnert,  M.D.,  as 
Assistant  Medical  Director. 

Dr.  Sehnert  was  born  in  Presho,  South 
Dakota,  and  attended  high  school  in  Ellen- 
dale.  North  Dakota.  He  attended  Iowa  State 
University  and  the  University  of  South  Da- 
kota and  obtained  his  medical  degree  from 
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Western  Reserve  University.  While  in 
training  he  spent  two  years  in  basic  phar- 
macology research  with  the  late  Dr.  Donald 
Slaughter.  While  in  college  Dr.  Sehnert 
was  nominated  for  Who’s  Who  in  American 
Colleges  and  Universities  and  was  founder 
of  the  Student  American  Medical  Associa- 
tion Chapter  at  Western  Reserve  University. 
He  interned  at  Heniy  Ford  Hospital  in  De- 
troit, Michigan. 

For  the  past  seven  years  Dr.  Sehnert  has 
been  associated  with  the  Bell  Clinic  at  York, 
Nebraska.  During  this  time  he  also  served 
as  Director  of  Student  Health  for  York  Col- 
lege and  Medical  Director  of  the  State 
I.O.O.F.  Hospital  in  York. 

He  is  a member  of  the  American  Society 
of  Anesthesiologists,  the  American  Acad- 
emy of  General  Practice,  the  American 
Medical  Association,  the  Nebraska  State 
Medical  Association  and  the  American  Med- 
ical Writers  Association.  He  has  written 
some  twenty  articles  for  both  medical  and 
lay  publications  and  is  at  present  Associate 
Editor  of  the  Cornhusker  GP. 

Dr.  Sehnert  has  been  quite  active  in 
church  and  civic  affairs  and  is  at  present 
President  of  the  Lincoln  Chapter  of  the 
Parents  Section  of  the  Alexander  Graham 
Bell  Association  for  the  deaf. 

He  will  be  joined  in  Lincoln  by  his  wife, 
the  former  Colleen  Herrboldt  of  Aberdeen, 
South  Dakota,  and  their  three  daughters. 


Human  Interest  Tales 

Dr.  Louis  Gilbert,  Lincoln,  has  been  named 
to  the  State  Board  of  Health  by  Governor 
Morrison. 

Dr.  John  M.  McCammond,  has  recently 
moved  to  Kearney  where  he  is  associated 
with  Dr.  S.  0.  Staley. 

Dr.  Wallace  Vnuk,  Fremont,  was  a guest 
speaker  at  a regular  meeting  of  the  Fremont 
Optimist  Club  in  August. 

Dr.  John  Wiedman,  Lincoln,  has  been 
elected  president  of  the  Lincoln  Surgical  So- 
ciety for  the  coming  year. 

Dr.  Joseph  Mossberger,  Scottsbluff,  pre- 


sented a showing  of  water  color  paintings 
recently  at  St.  Mary  Hospital. 

Dr.  Wilbur  J.  Harley,  New  York  City,  has 
been  named  medical  director  of  the  Western 
Electric  Company’s  Omaha  plant. 

Dr.  John  J.  Ruffing,  Jr.,  Loma  Linda, 
California,  has  moved  to  Hemingford  with 
his  family.  His  office  was  opened  in  August. 

Dr.  Cecil  Wittson,  Omaha,  was  a guest 
speaker  at  the  August  meeting  of  the  Pan- 
handle Welfare  Association  in  Alliance. 

Dr.  Gerald  Spethman,  Detroit,  has  moved 
to  Albion  where  he  is  associated  with  Dr.  R. 
J.  Smith.  Dr.  Spethman  is  a native  of  Oma- 
ha. 

Dr.  W.  W.  Bartels,  Grand  Island,  has  re- 
turned to  Lincoln  to  become  chief  of  ortho- 
pedic surgery  at  the  Lincoln  Veterans  Hos- 
pital. 

Dr.  Frank  Falloon,  Omaha,  has  joined  the 
Lynch  Clinic  at  Fairbury.  Dr.  Falloon  re- 
cently completed  his  internship  at  an  Oma- 
ha hospital. 

Dr.  C.  L.  Anderson,  Stromsburg,  attend- 
ed a postgraduate  course  on  skin  diseases  at 
the  University  of  Colorado  Medical  School 
in  Denver  in  July. 

Dr.  C.  N.  Sorensen,  Scottsbluff,  was  the 
principal  speaker  at  the  commencement  ex- 
ercises of  the  West  Nebraska  General  Hos- 
pital School  of  Nursing. 

Dr.  Hobart  E.  Wiltse,  Omaha,  has  been 
awarded  a $6,000  National  Institute  of 
Health  Fellowship  to  work  toward  his  doc- 
torate degree  in  biochemistry. 

Dr.  Richard  Lamphere,  Salt  Lake  City,  has 
moved  to  Bertrand  where  he  has  opened  his 
office.  Dr.  Lamphere  is  a graduate  of  the 
University  of  Nebraska  College  of  Medicine. 

Dr.  and  Mrs.  W.  C.  Harvey,  and  family  of 
Gering,  vacationed  in  Hawaii  in  July.  Dr. 
Harvey  attended  a course  presented  by  the 
University  of  Southern  California  School  of 
Medicine. 

Dr.  Robert  J.  Fox,  Spalding,  has  received 
a Certificate  of  Appreciation  from  the  Pres- 
ident in  recognition  of  five  years  of  service 
to  the  nation  as  a medical  advisor  to  Selec- 
tive Service  Local  Board  of  Greeley  County. 
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Announcements 

MEDICO  Needs  Help — 

MEDICO,  a voluntary,  nongovernmental, 
nonpolitical,  medical  service  organization 
was  organized  by  Doctors  Tom  Dooley^  and 
Comanduros  to  help  some  of  the  estimated 
one  billion  (half  the  world’s  inhabitants) 
who  need  medical  care  and  many  of  whom 
are  born,  live,  and  died  without  ever  hav- 
ing medical  services. 

MEDICO  is  now  supporting  15  units  in 
12  countries  in  far  flung  corners  of  the 
world.  New  requests  are  being  received 
from  South  America  and  newly  emerging 
countries  in  Africa,  for  medical  and  sur- 
gical teams. 

At  present,  surgeons,  internists,  general 
practitioners,  and  anesthesia  specialists  are 
needed  in  Afganistan,  Cambodia,  Vietnam, 
Malaya,  Laos,  and  Haiti.  Salaries,  length 
of  seiwice  information  concerning  each  proj- 
ect will  be  sent  on  request. 

Write  Peter  D.  Comanduras,  M.D.,  Secre- 
tary General,  IMEDICO,  Inc.,  420  Lexington 
Avenue,  New  York  17,  N.Y. 


News  and  Views 

Cost  of  Research  by  Pharmaceutical 
•Manufacturers — 

A record  of  $206.5  million  investment  in 
research  was  made  last  year  by  drug  manu- 
facturers in  the  search  for  new  cures  for 
human  ailments.  This  new  high  was  reached 
despite  a general  turn  downward  of  profits. 
The  1959  figure  was  $197  million. 

Research  expenditures  this  year  will  rise 
to  about  $227  million  for  human  drugs. 
This  year’s  sum  is  a 276  per  cent  increase 
over  1951,  when  companies  were  spending 
$60  million. 

Leo  E.  Brown,  Given  Promotion — 

The  A.jM.A.  has  informed  us  that  Leo  E. 
Brown,  formerly  director  of  communications 
has  moved  up  to  the  new  position  of  assist- 
ant to  the  executive  vice  president.  Mr.  Jim 
Reed,  formerly  director  of  press  relations 
and  editor  of  the  A.M.A.  News,  will  take 
over  as  director  of  the  communications  di- 
vision. 


In  his  new  position.  Brown  will  assist  of- 
ficers and  members  of  the  Board  of  Trustees 
when  they  are  speaking  for  or  representing 
the  A.M.A.,  expand  liaison  with  various  na- 
tional organizations,  assist  division  directors 
in  planning  and  carrying  out  A.M.A.  pro- 
grams, represent  the  executive  vice  presi- 
dent at  A.M.A.  council  and  committee  meet- 
ings when  necessary  and  assist  in  the  ad- 
ministrative duties  of  the  office  of  the  ex- 
ecutive vice  president. 


Deaths 

KISNER  — Paul  Kisner,  M.D.,  Lincoln. 
Doctor  Paul  Kisner,  60,  died  of  a heart  at- 
tack at  his  home  in  Lincoln,  Nebraska,  on 
July  28,  1961.  Born  in  1900  in  Terre  Haute, 
Indiana,  he  received  his  degree.  Doctor  of 
Medicine,  from  Washington  University 
School  of  Medicine,  St.  Louis,  Missouri  in 
1935.  At  the  time  of  his  death  Doctor  Kis- 
ner was  Pathologist  and  Chief  of  Laboratory 
Services  at  the  \Yterans  Administration 
Hospital  in  Lincoln. 

CLARKE  — Harvey  Clarke,  Jr.,  U.D., 
Denver,  Colorado.  Doctor  Harvey  Clarke, 
Jr.,  Surgeon  and  long-time  resident  of  North 
Platte,  Nebraska,  died  at  the  age  of  60 
years,  on  August  9,  1961,  in  a hospital  in 
Denver,  Colorado.  He  had  been  ill  for  some 
time.  Born  in  Fairbury,  Nebraska,  Doctor 
Clarke  received  his  degree  from  The  Creigh- 
ton University  School  of  Medicine  in  1915. 
He  practiced  medicine  and  surgery  in  North 
Platte  for  35  years. 

MITCHELL  — Charlotte  Ann  Mitchell, 
Phoenix,  Arizona.  Doctor  Charlotte  Ann 
Mitchell,  57,  died  August  12,  1961,  at  a 
Phoenix  rest  home.  After  graduating  from 
the  University  of  Nebraska  College  of  Medi- 
cine in  1927,  she  interned  at  Douglas  County 
Hospital  in  Omaha  in  1927  and  1928.  She 
practiced  medicine  at  David  City,  Nebraska 
for  a time  and  later  joined  the  staff  of 
Wrentham  State  School  in  Massachusetts 
from  which  she  retired  several  years  ago. 

MOORE  — Cleland  G.  Moore,  M.D.,  Glen- 
dale, California.  Doctor  Cleland  G.  Moore 
died  at  the  age  of  78  in  Iowa  Falls,  Iowa, 
August  11,  1961.  Born  near  Waterloo,  Iowa, 
November  25,  1882,  he  received  his  degi*ee 
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Doctor  of  Medicine  from  the  University  of 
Maryland  School  of  Medicine  in  1909.  He 
practiced  medicine  in  Nebraska  for  45  years 
before  retiring  in  1950. 

WATSON  — Claude  R.  Watson,  M.D., 
Mitchell.  Doctor  Claude  R.  Watson,  75, 
died  of  a heart  attack  at  his  home  on  August 
21,  1961.  Born  in  Lebanon,  Kentucky,  in 
1884,  Dr.  Watson  graduated  from  the  Uni- 
versity of  Kentucky  Medical  College  in  1906. 


Know  Your 
Blue  Shield  Plan 


In  accordance  with  resolutions  passed  by 
the  Nebraska  State  Medical  Association, 
Nebraska  Hospital  Association,  Nebraska 
Blue  Shield  and  Nebraska  Blue  Cross,  a 
Joint  Committee  has  been  formed  to  estab- 
lish “A  Program  to  Conserve  Medical-Sur- 
gical Services  and  Hospital  Facilities  and 
Resources.” 

The  five-point  program  is  designed  to  con- 
serve and  make  optimum  use  of  Nebraska’s 
medical-surgical  services  and  hospital  fa- 
cilities. 

Prudent  observation  indicated  the  neces- 
sity of  this  program  to  offset  any  undue 
crticism  such  as  has  been  experienced  by 
several  other  states  that  unnecessary  and 
overutilization  of  health  coverages  existed, 
and  to  help  keep  the  costs  of  health  care 
within  reasonable  bounds. 

The  five  recommendations  included  in  the 
program  are  as  follows : 

1.  The  creation  of  a Voluntary  Physi- 
cians Review  Committee  of  the  Medi- 
cal Staff  in  each  hospital  to  analyze 
and  make  recommendations  to  the 
Medical  Staff  and  to  Nebraska  Blue 
Cross  and  Blue  Shield  regarding; 

a.  Use  of  medical-surgical  services 
and  hospital  facilities  by  the  Med- 
ical Staff. 

b.  Medical  necessity  of  admissions 
and  continuance  of  hospital  stay. 

2.  That  the  Joint  Committee  of  the  Ne- 
braska State  Medical  Association,  Ne- 
braska Hospital  Association,  Ne- 


braska Blue  Cross  and  Nebraska  Blue 
Shield  review  the  utilization  reports 
from  the  Blue  Cross  and  Blue  Shield 
Plans,  and  recommend  policy  for  guid- 
ance of  the  Physicians  Review  Com- 
mittee and  act  as  liaison  agent  with 
the  Physicians  Review  Committee  in 
each  hospital. 

3.  That  the  Joint  Committee  establish  an 
educational  program  for  the  physi- 
cians regarding  the  need  for  conserv- 
ation of  medical-surgical  services  and 
hospital  resources  and  facilities. 

4.  That  the  Joint  Committee  establish  a 
public  education  program  directed  to- 
ward the  individual  subscribers  of 
voluntary  health  insurance  plans  re- 
garding proper  utilization  of  medical- 
surgical  services  and  hospital  services 
supplied  under  voluntary  health  insur- 
ance plans  and  agreements. 

5.  That  continuing  study  should  be  made 
of  the  coverage  of  Blue  Cross-Blue 
Shield  and  those  of  the  commercial 
carriers  for  the  purpose  of  recom- 
mending to  these  carriers  proper  ex- 
pansion of  coverage  in  keeping  with 
the  times  and  within  the  ability  of  the 
Plans  in  accord  with  actuarial  advice 
and  experience,  and  in  keeping  with 
the  costs  of  health  coverage,  which 
people  can  afford  and  will  pay  for. 


Members  of  the  Joint  Committee  Are: 

Nebraska  State  Medical  Association : War- 
ren Bosley,  M.D.,  Grand  Island;  Clarence  K. 
Eliott,  M.D.,  Lincoln;  William  C.  Kenner, 
Jr.,  M.D.,  Nebraska  City. 

Nebraska  Hospital  Association : James  A. 
Canedy,  Bishop  Clarkson  Memorial  Hospital, 
Omaha;  Donald  W.  Duncan,  St.  Elizabeth 
Hospital,  Lincoln ; Lloyd  N.  Hermansen, 
Dodge  County  Community  Hospital,  Fre- 
mont. 

Nebraska  Blue  Shield;  J.  Jay  Keegan, 
M.D.,  Omaha,  Acting  Chairman;  Harold  N. 
Neu,  M.D.,  Omaha;  Fay  Smith,  M.D.,  Im- 
perial. 

Nebraska  Blue  Cross.  Dewey  M.  Brede- 
meyer,  Omaha;  Joseph  R.  Seacrest,  Lin- 
coln; Edward  D.  Wilkin,  Hastings. 


October,  1961 


513 


Books 


Another  valuable  book  by  Walter  Modell,  M.D., 
has  been  published  by  the  C.  V.  Mosby  Company. 
This  one  is  entitled  “Relief  of  Symptoms.”  It  is 
offered  as  a practical  gxiide  to  the  problems  of  pro- 
viding’ the  patient  with  relief  of  pain  and  distress. 
Modell,  who  is  Director  of  Clinical  Phai-macology 
and  Associate  Professor  of  Pharmacology  at  the 
Coi'nell  University  Medical  College  in  New  York 
City,  has  taken  the  stand  that  what  the  symptom 
causes  can  be  as  important  as  what  causes  the 
sjnnptom,  and  that  relie'\'ing  the  patient’s  distress 
often  presents  complex  problems  in  therapy  and  in 
evaluation  of  results,  and  that  therefor  the  need 
for  such  a book  as  he  has  given  to  us  is  apparent 
and  established. 


Chapter  headings  include  the  following: 


Pain 

Anginal  and  other 

vasospastic  pain 

Gastrointestinal  pain 

Headache 

Anxiety 

Insomnia 

Overeating 

Loss  of  appetite 

Constipation 

Diarrhea 

Gas 

Palpitations 
Weakness  and  fatigue 
Nausea  and  vomiting 


Edema 

Dyspnea 

Cough 

F ever 

Veiligo 

Itch 

Hiccups 

U nconsciousness 

Commlsions 

Jaundice 

Frequency,  Dysuiia 
Menopause 
Dysmenorrhea 
Skeletal  muscle  spasm 


A special  section  is  devoted  to  the  use  of  corti' 
sone  and  its  congeners  and  the  masking  of  symp- 
toms. 


“RELIEF  OF  SYMPTOMS”  by  Walter  Mo- 
dell, M.D.  Published  in  June  of  1961  by  the 
C.  V.  Mosby  Company  of  St.  Louis,  Missouri. 
374  pages.  $11.50. 


.Another  valuable  book,  although  a more  contro- 
versial one,  has  been  written  by  Robert  M.  Cun- 
ningham, Jr.,  editor  of  The  Modem  Hospital  maga- 
zines. Succintly  titled  “Hospitals,  Doctors,  and 
Dollars,”  this  timely  work  was  published  in  June  of 
1961  by  the  F.  W.  Dodge  CoiT)oration  of  New  York 
City  (one  of  the  McGraw-Hill  enterprises). 

This  book,  consisting  largely  of  the  author’s  be- 
hind-the-scenes repoi4;s,  examines  such  subjects  as 
hospital  public  relations,  hospital  economics,  pro- 
fessional organizations,  nursing  problems,  and  per- 
sonnel problems.  It  critically  takes  up  many  con- 
troversial topics,  including  trends  and  developments 
in  prepayment  plans  for  hospital  and  medical  serv- 
ices, the  role  of  government  in  providing  medical 
care  (“socialized  medicine”),  political  activities  of 
medical  organizations,  and  the  emergence  of  hos- 
pital administration  as  a profession.  Throughout 
the  book  Cunningham  writes  with  an  insider’s 
knowledge  but  an  outsider’s  point  of  view.  He 
neither  attacks  nor  defends  the  hospital  institution 


and  its  activities;  he  simply  describes  the  symptoms 
and  comments  on  their  significance. 

A glance  at  the  titles  of  the  major  sections  gpves 
some  indication  of  the  author’s  approach  — which 
separates  this  book  from  more  textbookish  treatises 
on  the  subject:  Washing  Professional  Linen  in 

Public;  Political  Means  and  Professional  Ends; 
Practice  in  Plaster  Towers;  Hospital  Labor  and  La- 
borers. 

The  author  has  been  editor  of  The  Modern  Hos- 
pital since  1951,  having  been  managing  editor  from 
1945  until  1951.  Earlier,  he  was  for  several  years 
associate  editor  of  Hygeia  (now  called  Today’s 
Health),  a publication  of  the  A.M.A.  He  has  been 
the  public  relations  director  for  the  Blue  Cross  in 
Chicago  and  also  for  the  Evanston  (111.)  Hospital 
Association. 

Sometimes  critical,  sometimes  appreciative,  “Hos- 
pitals, Doctors,  and  Dollars”  has  much  to  say  to 
physicians,  nurses,  hospital  administrators  and 
trustees.  That  it  is  understandable  and  enlighten- 
ing to  laymen  as  well,  only  increases  its  value  in 
improving  relations  between  hospitals,  doctors,  and 
patients. 

“HOSPITALS,  DOCTORS,  AND  DOLLARS” 
by  Robert  M.  Cunningham,  Jr.  Published  in 
June  of  1961  by  the  F.  W.  Dodge  Corporation 
of  New  York  City.  268  pages.  $6.95. 


Volume  V of  the  Preventive  Medicine  in  World 
War  2 series  of  books  comprising  the  official  his- 
toi'y  of  the  Medical  Department  of  the  United 
States  Anny  has  been  published.  This  book  covers 
communicable  diseases  transmitted  through  contact 
or  by  unknowTi  means.  The  more  common  diseases 
covered  include  hookworm,  fungus  infections,  im- 
petigo, scabies,  trachoma,  infectious  mononucleosis, 
polio,  Q fever,  viral  hepatitis  and  venereal  diseases. 
Among  the  less  common  diseases  which  are  dis- 
cussed are  actinomycosis,  leprosy,  leptospirosis, 
schistosomiasis,  and  yaws. 

Under  the  aegis  of  the  Advisoiy  Editorial  Board 
for  the  History  of  Preventive  Medicine,  with  Stan- 
hope Bayne-Jones,  M.D.,  as  Chairman,  this  book 
has  been  written  by  a group  of  27  eminent  medical 
men,  all  of  whom  had  medico-military  experience 
in  World  War  2. 

Because  of  the  extent  of  the  coverage,  this  book 
will  be  a valuable  addition  to  the  library  of  any 
medical  student,  or  practicing  physician.  How- 
ever, it  will  be  especially  useful  to  those  specialists, 
such  as  the  epidemiologist,  immunologist,  venereal 
disease  control  officer,  entomologist,  parasitologist, 
malariologist,  public  health  officer,  public  health 
nurse,  public  health  engineer  and  sanitarian. 

“PREVENTIVE  MEDICINE  IN  WORLD 
WAR  2,  Volume  5 (Communicable  Diseases 
Transmitted  Through  Contact  or  by  Unknown 
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Means),”  prepared  and  published  under  the 
direction  of  The  Surgeon  General  of  the  United 
States  Army,  July  1961.  For  sale  by  the  Su- 
perintendent of  Documents,  U.S.  Govemment 
Printing  Office,  Washington  25,  D.C.  530  pages. 
$5.75. 

Another  book  worthy  of  special  mention  is  the 
July,  1961  issue  of  The  Medical  Clinics  of  North 
America,  (Volume  45,  Number  4).  This  is  a Na- 
tionwide Number  and  is  a Symposium  on  the  Ef- 
ficacy of  New  Diaigs. 

Chapter  headings  include  the  following: 

l.  Current  status  of  Griseofulvin  and  Ampho- 
tericin B. 

b.  The  newer  antitussive  agents. 

c.  The  oral  hypoglycemic  agents. 

d.  Practical  application  of  newer  antibiotics. 

e.  The  misuse  of  antimicrobics. 

f.  Newer  dennatologic  methods  for  using  corti- 
costeroids more  efficaciously. 

g.  The  treatment  of  acne  vulgaris. 

h.  Adrenocorticosteroids  in  medical  emergencies. 

i.  The  newer  anti-allergic  agents. 

j.  Anticoagulation  therapy  today. 

k.  Fibrinolytic  agents. 

l.  Hypocholesterolemic  agents. 

m.  The  newer  diuretics. 

n.  Antiovulatory  drugs  and  indications  for  their 
use. 


o.  Hormonal  agents  in  gynecology  and  obstetrics. 

p.  Modern  anaesthetic  agents. 

q.  Muscle  relaxants  in  neurospastic  diseases. 

r.  Phenothiazine  tranquilizers:  8 years  of  de- 
velopment. 

s.  Depression:  diagnosis  and  treatment. 

t.  Radioisotopes  in  clinical  medicine. 

u.  New  analogues  of  thyroxine. 

V.  Vaccines  for  viruses. 

“SYMPOSIUM  ON  THE  EFFICACY  OF 
NEW  DRUGS,”  Volume  45,  Number  4 of  The 
Medical  Clinics  of  North  America.  Published 
in  July  of  1961  by  W.  B.  Saunders  Company 
of  Philadelphia.  335  pages.  $3.00. 


“Twenty-seven  years  ago,  our  farmers  were 
told  that  a Federal  subsidy  did  not  mean 
Federal  control.  Now  we  have  seen  a 
rancher,  Evetts  Haley,  Jr.,  fined  $4,000  for 
raising  wheat  on  his  own  farm  and  feeding 
it  to  his  own  cattle.  The  Supreme  Court  up- 
held his  conviction  with  a single  sentence 
ruling  — ‘Yes,  an  agency  of  the  Federal 
Government  has  the  right  to  tell  an  Ameri- 
can citizen  what  he  can  gi’ow  on  his  own 
land  for  his  own  use’.’’  (Ronald  Reagen: 
Encroaching  Control ) . 


ORGANIZATIONS.  NATIONAL 


American  Academy  of  General  Practice 
Mr.  Mac  F.  Cahal 
Volker  at  Brookside 
Kansas  City  12,  Missouri 


American  Heart  Association 
Mr.  Rome  A.  Betts,  Secy. 
44  East  23rd  Street 
New  York  10,  New  York 


American  Academy  of  Pediatrics 
E.  H.  Christopherson,  Secy. 
1801  Hinman  Ave. 

Evanston,  Illinois 


American  Hospital  Association 
Edwin  L.  Crosby,  M.D.,  Director 
840  Lake  Shore  Drive 
Chicago  11,  Illinois 


American  College  of  Obstetricians  & Gynecologists 
Mr.  D.  F.  Richardson,  Secy. 

79  West  Monroe 
Chicago  3,  Illinois 


American  Society  of  Anesthesiology 
J.  E.  Remlinger,  Secy. 

802  Ashland  Ave. 

Wilmette,  Illinois 


American  College  of  Physicians 

Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Secy. 
4200  Pine  St. 

Philadelphia  4,  Pennsylvania 

American  College  of  Radiology 
Mr.  W.  C.  Stronach 
20  North  Wacker  Drive 
Chicago  6,  Illinois 

American  College  of  Surgeons 
Michael  L.  Mason,  Secy. 

40  East  Erie  Street 
Chicago  11,  Illinois 

American  Diabetes  Association 
E.  Paul  Sheridan,  Secy. 

1 East  45  th  Street 
New  York  17,  New  York 


American  Society  of  Internal  Medicine 
Mr.  R.  L.  Richards,  Secy. 

350  Post  Street 

San  Francisco,  California 

The  American  Society  of  Clinical  Pathologists 
Mr.  Claude  E.  Wells,  Executive  Secy. 

445  North  Lake  Shore  Drive 
Chicago  11,  Illinois 

American  Medical  Association 

F.  J.  L.  Blasingame,  Executive  Vice  Pres. 
535  North  Dearborn  Street 
Chicago  10,  Illinois 

Arthritis  and  Rheumatism  Foundation 
Floyd  B.  Odium,  Chairman 
10  Columbus  Circle,  New  York  19,  N.Y. 
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ORGANIZATIONS.  STATE 


Alcoholics  Anonymous 
1345  N Street,  Lincoln 
American  Red  Cross 

W.  J.  Frenzel,  State  Representative 
2631  Garfield,  Lincoln 
Cerebral  Palsy  Association  of  Nebraska 
Mrs.  Ben  H.  Cosdery 
201  South  Elmwood  Road,  Omaha 
Creighton  University  School  of  Medicine 
Richard  Egan,  Dean 
302  North  14th 
Omaha,  Nebraska 
Multiple  Sclerosis  Society 
207  Midway  Building 
Lincoln,  Nebraska 
Muscular  Dystrophy  Society 

Mrs.  Marvin  Traeger,  President 
Fairbury,  Nebraska 

National  Foundation,  Inc. 

Clinton  Belknap 
924  Anderson  Building 
Lincoln,  Nebraska 

Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 
Lloyd  E.  Skinner,  President 
Box  2,  Elmwood  Station,  Omaha  6,  Nebraska 

Nebraska  Association  of  Pathologists 
Donald  Max  Fitch,  Secy.-Treas. 

University  of  Nebraska  Hospital 
Omaha,  Nebraska 

Nebraska  Blue  Cross- Blue  Shield 
Wm.  H.  Heavey,  Executive  Director 
518  Kilpatrick  Building 
Omaha,  Nebraska 

Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

402  Lincoln  Liberty  Life  Building 
Lincoln,  Nebraska 

Nebraska  Chapter 

American  College  of  Physicians 

E.  M.  Walsh,  M.D.,  Governor  of  Nebr.  Chap. 
5002  Dodge 
Omaha,  Nebraska 

Nebraska  Chapter 
American  College  of  Surgeons 
Dwight  Cherry,  M.D.,  Secy. 

921  Stuart  Building 
Lincoln,  Nebraska 

Nebraska  Chapters 
National  Cystic  Fibrosis  Foundation 
Douglas  County  Chapter 
Miss  Marlene  Lorch,  Secretary 
University  of  Nebraska  Hospital 
Omaha,  Nebraska 
Lancaster  County  Chapter 
Mrs.  Alvin  Morris,  Secretary 
3400  North  69th  Street,  Lincoln 

Nebraska  Division 
American  Cancer  Society 

Braxton  Tewart,  Executive  Director 
4201  Dodge 
Omaha,  Nebraska 

Nebraska  Eye,  Ear,  Nose  & Throat  Society 
G.  T.  Alliband,  M.D.,  Secy. 

1020  Medical  Arts  Building 
Omaha,  Nebraska 


Nebraska  Heart  Association 
Carl  Marxer,  Executive  Director 
4202  Harney 
Omaha,  Nebraska 
Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
512  South  13th  Street 
Lincoln,  Nebraska 

Nebraska  Pharmaceutical  Association 
Miss  Cora  Mae  Briggs,  Executive  Secy. 

414  Federal  Seccrities  Building 
Lincoln,  Nebraska 
Nebraska  Psychiatric  Institute 
602  South  44th  Avenue,  Omaha 
Nebraska  Public  Health  Association 

E.  A.  Rogers,  M.D.,  M.P.H.,  President 
State  Capitol  Building 

Lincoln  9,  Nebraska 
Nebraska  Radiological  Society 
Ronald  E.  Waggener,  M.D.,  Secy.-Treas. 
University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 
Nebraska  Rheumatism  Association 
Robert  S.  Long,  President 
8721  Shamrock  Road,  Countryside  Village 
Omaha,  Nebraska 

Nebraska  Society  for  Crippled  Children 
S.  Orson  Perkins,  Director 
402  South  17th 
Omaha,  Nebraska 

Nebraska  Society  of  Internal  Medicine 
Robert  S.  Long,  M.D.,  President 
324  City  National  Bank  Building 
Omaha,  Nebraska 

Nebraska  State  Dental  Association 

F.  A.  Pierson,  D.D.S.,  Secy. 

1112  Federal  Securities  Building 
Lincoln,  Nebraska 

Nebraska  State  Department  of  Health 
E.  A.  Rogers,  M.D.,  Director 
State  Capitol  Building 
Lincoln,  Nebraska 

Nebraska  State  Medical  Association 
M.  C.  Smith,  Executive  Secy. 

1315  Sharp  Building 
Lincoln  8,  Nebraska 
Nebraska  State  Nurses  Association 
Mrs.  Zelda  Nelson,  Executive  Director 
510  Securities  Building 
Omaha,  Nebraska 

Nebraska  State  Obstetrics  & Gynecology  Society 
Maurice  E.  Grier,  M.D.,  Secy. 

828  Medical  Arts  Building 
Omaha,  Nebraska 
Nebraska  Tuberculosis  Association 
Delmer  Serafy,  Eexecutive  Secy. 

406  W.O.W.  Building,  Omaha,  Nebraska 
Omaha,  Nebraska 
Omaha  Mid-West  Clinical  Society 
1613  Medical  Arts  Building 
Rita  M.  Crowell,  Executive  Secretary 
POISON  CONTROL  CENTER 
Childrens  Memorial  Hospital 
502  South  44th  Street,  Omaha 
University  of  Nebraska  College  of  Medicine 
J.  P.  Tollman.  M.D.,  Dean 
42nd  and  Dewey 
Omaha,  Nebraska 
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DIABETES:  GREATER  INTEREST, 
BETTER  TREATMENT 
(A  Guest  Editorial) 

The  degree  of  excellence  in  patient  care 
correlates  with  two  principles:  (1)  knowl- 
edge of  the  disease  process;  and  (2)  an  in- 
terest in  the  patient  (or  the  art  of  medicine). 
Impersonal  meting  out  of  treatment  may 
cure  the  patient  or  arrest  the  disease  process ; 
however,  the  patient  feels  the  lack  of  person- 
al concern  and  may  develop  some  resentment 
for  the  physician  because  of  his  detached  at- 
titude. 

The  most  introverted  person,  if  asked 
about  a subject  of  interest  to  him,  may  speak 
freely  and  interestingly  at  length  about  this 
subject.  On  another  subject  of  little  inter- 
est to  him,  he  may  be  almost  mute.  A pa- 
tient presenting  himself  to  a physician  with 
a disease  process  exciting  little  interest  in 
the  physician,  will  probably  receive  less  per- 
sonal attention  than  if  the  problem  was  of 
special  interest  to  the  physician.  A patient 
soon  senses  the  physician’s  interest  or  lack 
of  interest  in  his  particular  problem. 

Diabetes  probably  has  as  many  protean 
complications  in  the  various  body  systems 
as  any  other  single  disease  process.  The 
presenting  complaint  may  be  manifest  in 
symptoms  originating  in  the  eye,  the  nervous 
system,  the  vascular  system,  the  genito-uri- 
nary  system,  the  endocrine  system,  or  in  the 
gastrointestinal  tract.  After  the  diagnosis 
of  diabetes  is  made,  it  is  not  a static  process. 
Repeated  careful  examinations  must  be 
made  in  the  above  systems  to  insure  early 
recognition  of  complications.  The  progress 
of  a diabetic  problem  can  read  much  as  a 
detective  story:  vague  symptoms  arousing 
curiosity  as  to  possible  complications,  and 
then  ferreting  out  of  these  complications  be- 
come a challenge  and  a source  of  satisfac- 
tion in  practicing  a high  grade  of  medicine. 

Some  of  the  tedious  aspects  of  instructing 
the  diabetic  have  been  removed.  The  ad- 
vent of  the  Exchange  List  Diets  has  reduced 
instruction  in  this  field  from  days  to  min- 
utes. The  possibility  that  many  diabetics 
can  be  controlled  adequately  on  the  oral  hy- 


poglycemic agents  again  takes  away  long  in- 
struction periods  in  the  preparation  of  the 
insulin  syringe,  measuring,  and  administer- 
ing of  insulin.  Thus  the  physician  has  more 
time  to  spend  in  educating  the  patient  in  the 
nature  of  his  disease,  rather  than  in  the 
mechanics  of  care  of  the  disease.  The  dia- 
betic should  be  encouraged  to  study  and 
read  about  his  problem;  he  should  be  en- 
couraged to  ask  the  physician  to  explain 
any  part  of  his  disease  that  he  does  not  un- 
derstand. Theoretically,  the  patient  should 
know  as  much  about  his  disease  as  the  physi- 
cian because  the  ultimate  responsibility  of 
his  day-in-and-day-out  care  rests  with  him. 
At  times  he  will  have  to  make  a decision  as 
to  the  proper  course  to  take;  if  he  is  well 
versed  in  the  problem,  he  will  be  able  to 
make  a proper  decision  and  will  have  con- 
fidence in  that  decision.  Generally,  the  ex- 
cellence of  control  of  the  diabetes  is  directly 
proportional  to  the  patient’s  knowledge  of 
his  problem. 

As  the  population  grows,  the  number  of 
diabetics  increases.  It  is  a problem  that 
each  of  us  will  meet  more  frequently  as  time 
goes  on.  We  can  not  cure  it  — we  cannot 
stop  its  occurrence  — we  all  must  treat  it. 
If  an  interest  in  this  disease  could  be  stimu- 
lated among  the  profession  as  a whole,  the 
general  knowledge  of  the  disease  process 
would  increase,  the  problem  would  be  faced 
more  enthusiastically  by  the  physician,  and, 
as  a result,  the  patient  would  feel  more 
clearly  the  physician’s  interest  in  his  prob- 
lem. Thus,  the  degree  of  excellence  in  pa- 
tient care  would  be  enhanced. 

C.  R.  Hankins,  M.D. 


MEDICAL  DISCIPLINE 

How  many  doctors  of  medicine  in  the 
United  States  violate  rules  of  ethics  or  laws 
of  the  land,  and  what  is  the  magnitude  of 
these  unethical  or  illegal  actions? 

One  could  say  that  any  unethical  or  il- 
legal activity  by  M.D.’s  is  too  much.  Presi- 
dent of  the  American  Medical  Association, 
Leonard  W.  Larson,  speaking  before  the 
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House  of  Delegates  of  the  A.M.A.  on  June 
26,  1961,  said;  “The  percentage  of  physi- 
cians who  do  not  observe  the  law  or  the  dic- 
tates of  good  conscience  is  infinitesimal 
compared  with  the  number  of  doctors  who 
conscientiously  provide  the  patients  with  the 
best  possible  medical  care.”  ( J.A.M.A.  177 ; 
173,  July  22,  1961). 

In  its  “Report  of  the  Medical  Disciplinary* 
Committee  to  the  Board  of  Trustees  of  the 
American  Medical  Association,”  page  50,  the 
Committee  says:  “Today  there  are  approxi- 
mately 250,000  physicians  in  this  country. 
How  many  of  these  have  been,  are,  or  will 
be  disciplinary  problems  cannot  be  accur- 
ately established.  There  are  no  sources 
from  which  such  figures  are  obtainable  . . . 
Whatever  the  statistics  are  in  this  regard, 
one  need  only  to  scan  the  lay  press  to  note 
the  increasing  interest  and  conceini  that  the 
public,  writers,  and  legislators  are  taking  in 
this  field.  Much  of  what  has  been  written 
is  biased,  distorted,  and  exaggerated.  A 
portion,  nevertheless,  is  based  on  facts.” 
This  report  was  the  result  of  three  years 
of  intensive  study  of  this  situation. 

Just  how  much  unethical  or  illegal  con- 
duct, or  both,  exist  v*ithin  our  profession  is 
not  accurately  known.  It  may  be  more, 
much  more  in  fact,  than  seems  evident. 
Even  a little,  if  brought  to  light  by  the 
press  or  by  the  law  makes  a big  impression 
upon  the  public.  It  might  be  compared  with 
the  effect  of  a very  small  area  of  rot  upon 
the  taste  of  a tomato. 

One  reason  the  profession,  in  general, 
knov,*s  so  little  about  what  is  happening  is 
that  fear  of  legal  or  professional  reprisal 
keeps  the  grievance  committees  from  acting 
vigorously  on  complaints  of  illegal  or  un- 
ethical conduct,  and  the  results  of  any  ac- 
tion are  rather  carefully  concealed  from 
both  the  public  and  the  profession.  Parallel- 
ing this  is  the  traditional  inertia  of  county 
and  state  medical  societies.  The  amount  of 
noise  made  about  some  individual  who  has 
erred  is  like  the  thunder  before  the  storm; 
but  the  storai  rarely  reached  the  miscreant 
— he  is  as  safe  as  if  he  were  on  the  “eye” 
of  the  hurricane. 

The  House  of  Delegates  approved  the  re- 
port on  medical  disciplinary  action  and 
gave  the  A.IM.A.  the  power  to  suspend  or 
expel  from  A.IM.A.  membership  any  ethics 
offender,  regardless  of  whether  or  not  coun- 
ty or  state  societies  act  in  the  case.  The 


House  also  called  for  critical  analysis  of 
laws,  regulations,  jurisdiction,  administra- 
tion, and  punishment  in  disciplinary  cases, 
and  adopted  recommendations  for  using 
grievance  committees  as  “grand  juries”  to 
initiate  complaints  at  county  or  state  levels. 

As  if  it  were  an  answer  to  the  general 
opinion  that  need  for  disciplinaiy  action  sel- 
dom exists,  and  as  a justification  for  the  ac- 
tion of  the  House  of  Delegates,  a consider- 
able number  of  medical  misconduct  actions 
were  recorded  in  the  press  soon  after  the 
A.M.A.  meeting  in  June.  M any  of  these 
press  reports  are  noted  in  Modern  Medicine 
for  September  18,  1961,  and  in  the  A.M.A. 
News  for  the  same  date.  The  crimes  and 
instances  of  unethical  conduct  therein  re- 
corded indicate  such  a sordid  mess  that  we 
shall  not  list  or  discuss  them.  It  is  enough 
merely  to  realize  that  such  things  are  hap- 
pening in  our  profession ; enough  so  that  we 
should  be  goaded  into  vigorous  action  to  keep 
the  rot  from  spoiling  the  whole  fruit. 


Announcements 

Smith,  Kline  and  French  Foreign  Fellowships 
For  1962  Available— 

Evanston,  111.,  September  22  — The  Asso- 
ciation of  American  Medical  Colleges  re- 
cently announced  the  extension  of  the  For- 
eign Fellowships  for  Medical  Students  pro- 
gram which  is  sponsored  by  Smith,  Kline  & 
French  Laboratories,  Philadelphia  pharma- 
ceutical firm. 

Originally  set  up  for  a 3-year  teiTn  and  due 
to  expire  in  1962,  the  program  is  to  be  ex- 
tended through  1963.  The  Association  of 
American  IMedical  Colleges  is  now  accept- 
ing applications  from  senior  medical  stu- 
dents; applications  are  made  through  the 
deans  of  medical  colleges. 

Medicolegal  Forms — 

The  importance  of  use  of  proper  medical 
forms  in  these  days  of  malpractice  suits  is 
not  always  appreciated  by  the  physician. 
IManj'  of  the  forms  in  use  have  an  unknown 
origin  and  most  of  them  have  not  been  legal- 
ly analyzed.  These  facts  have  stimulated 
the  Law  Department  of  the  American  Medi- 
cal Association  to  study  the  matter  of  fonns 
and  to  publish  a list  of  medicolegal  forms 
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which  are  considered  adequate  and  legal. 
If  these  forms  are  used  consistently  by  the 
profession,  few  loopholes  will  be  found  to 
aid  in  supporting  a lawsuit  for  malpractice. 

The  Law  Department  has  recently  com- 
pleted an  expanded  and  revised  list  of  the 
proper  forms.  They  cover  almost  any  con- 
tingency; they  are  47  in  number;  each  has 
been  approved  by  the  Law  Department. 

These  forms  are  printed  and  analyzed  in 
a booklet  entitled  “Medicolegal  Forms  With 
Legal  Analysis.”  A single  copy  may  be  ob- 
tained free  of  charge  by  writing  Bernard  D. 
Hirsh,  Director,  Law  Department,  A.M.A., 
at  535  North  Dearborn  Street,  Chicago  10, 
Illinois.  Hospitals  and  nonphysicians  may 
obtain  the  booklet  for  $1.00. 

Nebraska  State  Obstetric  and  Gynecology 
Society  to  Meet  in  Nevada — 

The  following  is  the  preliminary  program 
for  the  state  obstetrical  and  gynecological 
society  which  will  meet  at  the  Flamingo  Ho- 
tel, Las  Vagas,  Nevada,  December  1 and  2, 
1961: 

Friday  Morning,  December  1,  1961 

9 :30  Registration 

10 :30  Brunch  with  the  Ladies  Invited 

11 :15  Primary  Amenorrhea,  Walter  Hold- 
en, M.D.,  Omaha,  Nebraska 

11 :30  Antepartum  Bleeding,  Harry  Wad- 
dington,  M.D.,  Chicago,  Illinois 

12:00  Cervical  Dystocia:  A Myth,  Richert 
J.  Taylor,  M.D.,  Omaha,  Nebraska 

12:15  Routine  Use  of  Prophylactic  Drugs 
in  Eyes  of  Newborn,  Frank  Eagle, 
M.D.,  Omaha,  Nebraska 

12 :30  Pre-cancerous  Changes  in  Endo- 
metrial Carcinoma,  Milton  Simons, 
M.D.,  Omaha,  Nebraska 

12:45  Treatment  of  Endometrial  Carcino- 
ma, Colin  Schack,  M.D.,  Omaha,  Ne- 
braska 

Friday  Afternoon 

1 :00  Surgical  Complications  of  Gyneco- 
logic Surgery,  William  Rumbolz, 
M.D.,  and  John  Rasmussen,  M.D., 
Omaha,  Nebraska 

1 :15  Questions  and  Answers 


6 :00  Cocktail  Party,  Compliments  of  Fla- 
mingo Hotel 

Saturday  Morning,  December  2,  1961 

10 :30  Brunch  with  the  Ladies  Invited 

11 :15  Cephalo-pelvic  Disproportion  As  a 
Cause  of  Dystocia,  Fred  Langdon, 
M.D.,  Omaha,  Nebraska 

11 :30  Functional  Uterine  Bleeding,  Harry 
Waddington,  M.D.,  Chicago,  Illinois 

12:00  Adrenal  Insufficiency  in  Pregnancy, 
Don  E.  Baca,  M.D.,  Omaha,  Nebras- 
ka 

12:15  Polycythemia  and  Uterine  Fibroids. 
Richard  Moore,  M.D.,  Des  Moines, 
Iowa 

12 :30  Anesthesia  in  Cesarean  Section,  Pal- 
mer Johnson,  M.D.,  Lincoln,  Nebras- 
ka 

12:45  Questions  and  Answers 

Saturday  Afternoon 
1 :15  Business  Meeting 

Harry  Waddington,  Guest  Speaker,  spon- 
sored through  courtesy  grant  by  Merck, 

Sharp  and  Dohme. 


Medical  Continuation  Courses  To  Be  Presented 

At  the  Center  for  Continuation  Study, 

University  of  Minnesota — 

January  2-6,  1962  — Intermediate  Electro- 
cardiography for  General  Physicians  and 
Specialists 

January  25-27,  1962  — To  be  announced. 

February  12-14,  1962  — Pediatric  Neurol- 
ogy. 

March  5-7,  1962  — Anethesia  for  Specialists. 

March  16-17,  1962  — Treatment  of  Trau- 
matic Injuries. 

April  12-14,  1962  — Otolaryngology  for 
General  Physicians 

April  16-18,  1962  — Internal  Medicine  for 
Internists 

April  26-28,  1962  — Surgery  for  Surgeons 

April  30  - May  2,  1962  — Gynecology  for 
General  Physicians 

(More  Announcements  on  page  570) 
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Comments  From 
Your  President 


PHYSICIAN  REVIEW  COMMITTEES 

The  House  of  Delegates  of  the  N.S.M.A. 
at  its  May,  1961,  meeting  very  prudently 
passed  a resolution  entitled  “A  program  to 
conserve  medical-surgical  services  and  hos- 
pital resources.” 

The  Resolution  provides  for  the  forma- 
tion of  a Joint  Committee  by  the  N.S.M.A., 
Nebraska  Hospital  Association  and  Nebras- 
ka Blue  Cross  and  Nebraska  Blue  Shield  to 
promote  and  encourage  proper  use  of  med- 
ical-surgical services  and  hospital  facilities. 
That  Physician  Review  Committees  be  es- 
tablished by  each  Hospital  Staff  on  a volun- 
tary basis  to  promote  proper  usage  of  medi- 
cal-surgical services  and  hospital  facilities. 

The  medical  profession  has  properly  as- 
sumed the  responsibility  of  ensuring  a high 
quality  of  medical  care  and  proper  use  of 
health  care  services  and  facilities.  The 
physician  decides  upon  admissions,  orders, 
diagnostic  tests,  treatments,  and  nursing 
procedures  and  detennines  the  length  of  hos- 


pitalization. These  decisions  affect  the 
scope  of  hospital  facilities  used,  the  amount 
and  quality  of  medical  care  utilized. 

Organized  medicine  at  national,  state  and 
county  levels  has  recogTiized  its  responsibil- 
ity and  its  key  role  in  utilization  of  health 
care  services  and  facilities,  by  passage  of 
many  resolutions  and  adoption  of  many  re- 
ports. 

The  “Joint  Committee”  is  getting  under 
way  and  has  held  its  first  organizational 
meeting.  The  Committee  will  be  canvassing 
county  medical  societies  and  hospital  staffs 
for  cooperation  and  assistance.  I urge  each 
member  of  the  N.S.M.A.  to  cooperate  with 
the  Joint  Committee  and  assist  the  Com- 
mittee in  a wholehearted  fashion  in  the  big 
task  it  is  undertaking  in  the  public  interest 
and  the  interest  of  the  medicine  and  hos- 
pital profession. 

Thanks  in  advance  for  your  helpful  co- 
operation. 

Arthur  J.  Offerman,  M.D. 
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^ARTICLES 


RATIONAL 

Anticoagulant 

Therapy* 


Doctor  Roberg  stresses  the  oneness  of  throm- 
botic disease  wherever  it  occurs  ■ — in  veins,  in 
arteries,  or  intracardiac.  Death  and  crippling 
can  be  reduced  and,  often,  eliminated  by  the 
rational  use  of  anticoagulant  therapy,  combined 
when  indicated  with  surgical  intervention.  The 
author's  views  on  the  selection  and  manner  of 
use  of  anticoagulants  are  set  down  with  precision. 

—EDITOR 

Thrombosis  is  the  physio- 
logical mechanism  which  pre- 
vents hemorrhage.  Thrombosis 
is  considered  “normal”  when  it  stops  hemor- 
rhage. and  a “disease”  when  it  serves  no 
useful  purpose  and  kills  or  cripples  the  pa- 
tient. The  mechanism  of  thrombosis,  and 
the  nature  of  the  clot,  are  the  same  whether 
the  clot  is  in  a wound,  a vein,  the  heart 
chambers,  or  an  artery.  The  blood  nornial- 
ly  is  constantly  ready  to  clot.  It  is  in  a 
dynamic  equilibrium  between  the  fluid  and 
jelled  states.  The  blood  platelets,  the  pro- 
thrombin system,  and  fibrinogen  tip  the 
balance  towards  clotting.  The  body’s  he- 
parin and  fibrinolysin  counterbalance  the 
clotting  tendency  and  dissolve  small  throm- 
bi. 

The  thrombus  starts  with  a clumping  of 
platelets  and  the  formation  of  a fibrin  net- 
work, and,  as  this  obstructs  the  vessel,  a 
coagulum  of  whole  blood  develops.  It  is 
this  coagulum  which  obstructs  and  inflames 
veins,  causes  pulmonaiy  embolism,  and  ob- 
structs arteries.  Heparin,  the  natural  anti- 
coagulant, can  render  the  blood  incoagula- 
ble both  inside  and  outside  the  body.  This 
is  the  fundamental  rationale  of  anticoagu- 
lant therapy:  heparin  can  prevent  the  for- 
mation of  a coagulum  or,  once  present,  can 
stop  its  further  growth.  There  are  several 
difficulties  in  applying  this  clear  rationale: 
(1)  There  is  as  yet  no  test  which  predicts 
the  likelihood  of  thrombosis:  (2)  the  anti- 
coagulants (heparin,  the  coumarins,  and  the 
indanediones)  can  prevent  the  formation 
of  a harmful  coagulum,  but  have  no  influ- 
ence upon  the  heart  disease,  atherosclerosis, 

*Read  before  Annual  Convention  Nebraska  State  Medical 
Association,  May  3,  1961. 


NORMAN  B,  flOBERG,  M.D. 
Professor  of  Medicine,  University  of 
Illinois  College  of  Medicine 
Chicago,  Illinois 


and  other  conditions  underlying  the  throm- 
botic tendency;  (3)  once  thrombosis  is  pres- 
ent, its  danger  must  be  weighed  against  the 
risk  of  hemorrhage  from  the  anticoagulants. 
With  proper  use,  minor  bleeding  occurs  in 
only  one  per  cent  to  three  per  cent  of  pa- 
tients, and  is  easily  controlled.  Serious 
hemorrhage,  requiring  transfusion,  is  rare. 

There  are  three  general  factors  predis- 
posing to  thrombosis.  (1)  Increased  coagu- 
lability of  the  blood : the  factor  most  im- 
portant in  venous  thrombosis.  (2)  Disturb- 
ances of  general  and  local  blood  flow : im- 
portant in  heart  failure,  when  veins  are 
compressed  or  injured,  or  by  operations  in 
the  pelvis.  (3)  Disease  of  the  vessel  wall: 
the  principal  factor  in  arterial  thrombosis, 
playing  a lesser  role  in  the  veins  and  within 
the  chambers  of  the  heart.  These  three  fac- 
tors (Virchow’s  Triad)  may  all  be  present 
in  varying  degrees.  In  each  patient  one 
should  consider  what  factors  may  increase 
coagulability,  diminish  general  or  local  blood 
flow,  and  cause  roughening  and  distortion 
of  the  vessels.  We  shall  consider  the  im- 
portance of  the  predisposing  factors,  and 
the  use  of  the  anticoagulants,  in  three  im- 
portant conditions:  thrombosis  within  the 
great  veins  of  the  legs,  within  the  heart,  and 
within  the  arteries. 

Thrombosis  of  Deep  Veins  of  Legs 

Thrombosis  of  the  deep  veins  of  the  legs 
is  best  called  “deep  venous  thrombosis.” 
The  degree  of  swelling,  pain,  blueness  oi‘ 
paleness,  heat,  and  fever  are  related  to  the 
extent  of  the  thrombosis,  the  degree  of  ve- 
nous obstruction,  and  the  amount  of  inflam- 
matory reaction  evoked  by  the  thrombus. 
Heparin,  not  the  antibiotics  is  the  treatment 
for  this  inflammation.  There  is  no  evi- 
dence that  “phlebothrombosis”  and  “throm- 
bophlebitis” are  different.  The  occurrence 
and  degree  of  inflammatory  reaction  is  un- 
predictable. There  may  be  no  inflammatory 
reaction  at  all : fifty  per  cent  of  fatal  pul- 
monary emboli  occur  without  warning. 
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There  may  be  inflammation  in  the  veins  of 
one  leg,  and  not  in  the  other;  or  there  may 
be  an  inflamed  segment  of  vein,  with  a 
long,  loose,  dangerous  coagulum  floating 
above  it.  The  danger  of  fatal  pulmonary 
embolism  is  almost  the  same,  whether  in- 
flammation is  present  or  not.  Various 
studies  indicate  that  fatal  pulmonary  em- 
bolism occurs  in  5 per  cent  to  10  per  cent 
to  50  per  cent  when  inflammation  is  pres- 
ent, and  from  20  per  cent  to  50  per  cent 
when  there  is  no  inflammation.  When  deep 
venous  thrombosis  is  present,  20  per  cent 
of  the  patients  died  of  pulmonary  embolism, 
and  85  per  cent  of  the  survivors  will  (10  to 
15  years  later)  have  crippling  venous  insuf- 
ficiency of  the  legs.  Heparin  will  reduce  the 
febrile  period  from  an  average  of  23  days 
to  2 to  5 days,  will  reduce  the  extension  of 
the  clot  from  80  per  cent  to  5 per  cent,  and 
will  reduce  the  incidence  of  fatal  pulmonary 
embolism  from  20  per  cent  to  less  than  1 per 
cent. 

Deep  venous  thrombosis  of  the  legs  oc- 
curs in  one  per  cent  to  ten  per  cent  of  all 
patients,  depending  upon  the  nature  and  se- 
riousness of  their  diseases  or  operations. 
The  incidence  is  increasing  because  more 
patients  are  surviving  serious  illness,  dras- 
tic surgical  operations,  and  severe  injury. 
Hypercoagulability  is  the  principal  factor, 
occurrng  chiefly  with  the  breakdown  of  tis- 
sue: with  neoplasms,  infection,  and  acci- 
dental and  surgical  trauma.  The  incidence 
of  serious  thrombosis  and  embolism  is 
greatest  with  operations  for  pelvic  neo- 
plasms or  infection,  gastric  and  colonic  re- 
sections for  cancer,  and  in  injuries  of  the 
legs.  In  these  conditions  there  is  also  the 
factor  of  compression  and  injury  of  veins. 
The  hypercoagulability  and  altered  circula- 
tion of  heart  disease  leads  to  deep  venous 
thrombosis.  Eight  per  cent  of  the  patients 
with  congestive  heart  failure,  and  6 per 
cent  of  those  with  acute  myocardial  infarc- 
tion, die  of  pulmonary  embolism.  Prophy- 
lactic anticoagulant  therapy  will  practical- 
ly eliminate  venous  thrombosis  and  pulmon- 
ary embolism  in  these  cardiacs,  as  well  as 
in  the  medical  and  surgical  patients  with 
hypercoagulability.  This  represents  a re- 
duction in  mortality  from  about  three  per 
cent  of  the  surgical  group,  and  three  to 
eight  per  cent  of  medical  patients,  to  less 
than  one  per  cent.  Once  pulmonary  em- 
bolism or  deep  venous  thrombosis  is  present, 
the  death  rate  rises  to  at  least  20  per  cent. 


and  intensive  heparin  therapy  is  used  to 
prevent  further  thrombosis  and  embolism. 
Ligation  of  the  inferior  vena  cava  is  indi- 
cated only  rarely,  when  heparin  cannot 
control  the  hypercoagulability.  Pulmonary 
embolism  may  still  occur  from  above  the 
ligature,  and  the  late  sequelae  in  the  legs 
are  severe.  If  caval  ligation  is  performed, 
anticoagulants  should  be  reinstituted  as 
soon  as  possible,  in  order  to  reduce  the 
progressive  thrombosis  in  the  veins  below 
the  ligature. 

Intracardiac  Thrombi 

Intracardiac  thrombi  are  common  in  pa- 
tients with  mitral  stenosis  and  auricular 
fibrillation,  and  following  acute  myocardial 
infarction.  These  become  embolic  to  the 
brain,  the  kidneys,  the  bowel,  and  the  limbs. 
Recurrent  embolization  can  be  reduced  from 
an  incidence  of  25  per  cent  to  2 per  cent 
by  anticoagulant  therapy.  In  mitral  ste- 
nosis, the  mechanical  factors  of  valvular  ob- 
struction, jet  regurgitation,  and  auricular 
fibrillation  lead  to  stagnation  and  turbu- 
lence of  blood  flow.  Surgical  improvement 
of  the  mitral  valve,  and  the  conversion  of 
auricular  fibrillation  to  sinus  rhythm,  \vill 
correct  the  dynamic  cause  of  this  form  of 
thrombosis.  If  surgery  is  not  feasible,  anti- 
coagulants will  control  the  effects  of  the 
basic  disturbance.  In  acute  myocardial  in- 
farction, there  are  the  factors  of  endocardial 
damage  over  the  area  of  infarction,  ab- 
normal ventricular  contraction  in  the  area 
of  the  infarct,  and  increased  coagulability 
because  of  the  necrotic  heart  muscle.  The 
death  rate  in  myocardial  infarction  is  re- 
duced about  one  third  by  anticoagulant  pro- 
phylaxis, principally  by  reducing  deep  ve- 
nous thrombosis  and  pulmonary  embolism. 
But  much  crippling,  and  emergency  embolec- 
tomy,  is  prevented  when  the  anticoagulants 
reduce  the  incidence  of  thrombi  within  the 
chambers  of  the  heart. 

Arterial  Occlusion 

Arterial  occlusion  is  the  best  example  of 
thrombosis  occurring  because  of  disease  and 
distortion  of  the  blood  vessels.  There  is 
also  the  factor  of  local  slowing  of  blood 
flow : Most  arteries  are  three  fourths  occlud- 
ed by  atherosclerosis  before  thrombosis  oc- 
curs. The  problem  of  arterial  occlusion  is  the 
problem  of  atherosclerosis  and  must  even- 
tually be  solved  by  preventive  measures. 
Until  we  can  prevent  atherosclerosis,  sur- 
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gical  correction  of  the  atherosclerotic  nar- 
rowing is  the  best  treatment  when  it  is 
feasible.  The  anticoagulants  do  have  value, 
however,  in  reducing  myocardial  and  cere- 
bral infarction.  When  atherosclerotic  nar- 
rowing of  the  carotid,  vertebral,  and  basilar 
arteries  is  causing  transient  signs  of  cere- 
bral ischaemia,  anticoagulant  prophylaxis 
has  reduced  the  threatened  cerebral  infarc- 
tion from  40  per  cent  to  4 per  cent.  Recur- 
rent myocardial  infarction  is  reduced  by  50 
per  cent.  Since  the  anticoagulants  can  re- 
duce only  the  rate  of  occlusion  due  to  throm- 
bosis, this  may  illustrate  the  fact  that  the 
rate  of  occlusion  of  an  artery  is  more  im- 
portant than  the  degree  of  occlusion.  If  an 
artery  occludes  slowly,  there  is  an  oppor- 
tunity for  the  collateral  circulation  to  de- 
velop sufficiently  so  that  cerebral  and  myo- 
cardial infarction  do  not  occur  when  the 
principal  artery  is  finally  occluded. 

Thrombosis  of  sclerotic  renal,  mesenteric, 
or  iliofemoral  arteries  requires  surgical 
treatment.  If  an  embolus  from  an  intra- 
cardiac thrombus  occludes  the  axillary  or 
iliofemoral  arteries,  heparin  may  prevent 
gangrene,  and  save  the  limb.  But  the  limb 
usually  is  crippled  by  residual  arterial  in- 
sufficiency. Prompt  embolectomy  should  be 
performed.  Heparin  may  be  given  every 
four  hours  intravenously  if  surgery  is  de- 
layed. Heparin  will  diminish  the  spasm  and 
obstruction  caused  by  thrombosis  behind  and 
in  front  of  the  embolus.  Four  hours  after 
an  intravenous  dose  of  heparin,  there  is  little 
tendency  to  bleed  during  the  operation. 

The  risk  of  hemorrhage  from  the  antico- 
agulants is  small.  Used  prophylactically,  in 
high-risk  patients,  one  will  save  three  to 
five  per  cent  from  death  by  pulmonary  em- 
bolism. One  will  reduce  recurrent  myocar- 
dial infarction  by  30  to  50  per  cent.  Used 
therapeutically  for  acute  deep  venous  throm- 
bosis, one  will  practically  eliminate  the  20 
per  cent  death  rate  from  pulmonary  em- 
bolism and  the  85  per  cent  rate  of  late 
crippling.  If  the  one  - stage  prothrombin 
time  is  kept  between  two  and  three  times 
the  control,  thrombosis  and  embolism  is 
rare,  and  only  1 per  cent  to  three  per  cent 
of  patients  will  have  oozing  from  incisions 
and  around  drainage  tubes.  Minor  nose- 
bleeds, hematuria,  and  bruising  need  not 
cause  alarm.  Physicians,  being  human,  are 
alarmed  by  bleeding,  especially  if  it  is 
caused  by  their  treatment.  If  bleeding  is 
alanning,  one  should  not  forget  the  more 


serious  underlying  thrombotic  disease,  and 
should  not  abruptly  reverse  the  anticoagu- 
lant effect.  One  should  reduce  the  amount 
of  the  anticoagulant,  not  stop  it.  If  one  is 
giving  heparin  by  intermittent  intravenous 
injection  every  four  to  six  hours,  the  bleed- 
ing will  stop  spontaneously  as  the  effect  of 
the  last  dose  rapidly  wears  off  in  several 
hours.  With  the  long-acting  coumarins,  one 
should  give  5 to  50  milligrams  of  Vitamin  K 
(Mephyton)  to  lower  the  prothrombin  time 
to  a safer  range,  and  continue  the  anticoagu- 
lant at  a reduced  dosage.  If  there  is  reason 
to  use  the  anticoagulants,  there  is  reason  not 
to  discontinue  or  reverse  their  effect.  Hem- 
orrhage is  more  easily  controlled  than  are 
thrombosis  and  embolism. 

Heparin  is  the  drug  of  choice  for  therapy 
during  the  acute  stages  of  thrombotic  dis- 
ease: it  is  immediate  in  action,  and  is  a 
better  anticoagulant  than  the  coumarins 
(Dicumarol,  Coumadin,  Sintrom,  Tromex- 
an,  Athrombin)  and  the  indanediones  (Hed- 
ulin,  Dipaxin,  Danilone).  Heparin  is 
highly  effective  when  given  every  four 
hours  intravenously:  the  principal  effect  is 
over  within  three  or  four  hours,  and  its  ef- 
fect can  be  changed  quickly  by  raising  or 
lowering  the  next  dose.  The  Lee- White  clot- 
ting time  should  be  two  to  three  times  the 
control,  performed  an  hour  before  the  next 
dose.  If  thrombosis  or  pulmonary  embolism 
is  severe,  the  amount  can  be  increased  from 
the  usual  50  mg.  up  to  75  mg.,  or  even  100 
mg.,  every  four  hours.  Bleeding  is  rare  with 
50  mg.,  and  some  bleeding  is  common  after 
several  doses  of  100  mg.  at  four-hour  inter- 
vals. If  renal  or  hepatic  insufficiency  is 
present,  the  coumarins  and  indanediones 
should  not  be  used,  and  heparin  can  be  giv- 
en in  smaller  amounts:  20  to  30  mg.  q.4.h. 
These  milligram  recommendations  of  he- 
parin refer  to  heparin  having  a strength 
of  about  110  units/mg.  Swedish  heparin 
has  about  80  units/mg.,  and  some  American 
heparins  are  130  units/mg.  If  concentrated 
heparin  (100  to  400  mg./cc.)  is  used  sub- 
cutaneously, the  clotting  time  may  be  er- 
ratic. If  bleeding  occurs,  one  then  must  use 
protamine  sulfate  by  slow  drip  to  counter- 
act the  prolonged  action  of  the  residual  sub- 
cutaneous heparin.  Unit  for  unit,  all  he- 
parin is  the  same.  There  is  no  fundamental 
difference  between  the  various  coumarin 
and  indanedione  drugs.  One  drug  should 
be  selected,  and  the  physician  should  become 
thoroughly  familiar  with  it. 
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Thrombosis  and  pulmonary  embolism  is 
found  in  ten  per  cent  of  all  autopsies.  It  is 
the  most  frequent  fatal  complication  in  seri- 
ously ill  surgical  and  medical  patients.  De- 
spite the  expense  and  the  inconvenience, 
those  patients  in  the  high-risk  group  should 
have  prophylactic  anticoagulants.  One  must 
understand  one’s  anitcoagulants,  and  under- 
stand the  processes  of  disease  underlying 
the  thrombosis.  One  must  accept  occasional 
bleeding  as  one  does  the  complications  of 
other  effective  treatments.  It  is  no  longer 
necessary  to  accept  deaths  from  pulmonary 
embolism,  and  to  accept  the  ugly  and  crip- 
pled legs  which  follow  deep  venous  throm- 
bosis. The  anticoagulant  drugs  are  indeed 
the  specific  treatment  for  those  diseases 
caused  or  complicated  by  the  formation  of 
intravascular  clots.  Virchow,  100  years  ago, 
said : “the  history  of  thrombosis  is  the  his- 
tory of  the  thrombus.’’  The  prevention  and 
amelioration  of  thrombosis  lies  in  the  per- 
ceptive use  of  the  anticoagulants,  and  an 
awareness  of  the  accompanying  abnormali- 
ties which  are  not  thrombotic,  and  are  not 
altered  by  this  treatment. 
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“When  you  come  right  down  to  it,  there  is  no  law  that  says  you 
have  to  use  big  words  when  you  write  oi'  talk. 

There  are  lots  of  small  words,  and  good  ones,  that  can  be  made 
to  say  all  the  things  you  want  to  say,  quite  as  well  as  the  big 
ones  . . . Some  small  words,  more  than  you  might  think,  are  rich 
with  just  the  right  feel,  the  right  taste,  as  if  made  to  say  a thing 
the  way  it  should  be  said.”  (From  “Words  of  one  syllable,”  by 
Joseph  A.  Ecclesine  in  Printers’  Ink). 
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Why  a Maternal 
Mortality  Study 

For  NEBRASKA* 

E appreciate  very  much  the  op- 
portunity to  bring  this  problem 
to  your  attention.  Dr.  Fisher 
and  I have  discussed  the  best  way  to  pre- 
sent the  facts  for  your  consideration.  I 
trust  the  approach  we  have  selected  will  give 
you  the  picture  as  we  see  it. 

For  many  years  the  Maternal  Child  Health 
Committee  of  the  Nebraska  State  Medical 
Association  has  recommended  to  the  House 
of  Delegates  of  our  society  that  we  should 
establish  an  effective  maternal  mortality 
study  committee.  Repeatedly  these  recom- 
mendations have  been  voted  down  by  our 
delegates  for  one  reason  or  another. 

Last  November,  a representative  of  our 
State  Maternal  Child  Health  Committee  was 
asked  to  pai’ticipate  in  a panel  discussion  on 
maternal  death  and  its  prevention  at  the 
District  VI  Meeting  of  the  American  Col- 
lege of  Obstetrics  and  Gynecology  in  Chica- 
go. Representatives  from  the  Maternal 
Mortality  Committees  of  the  six  other  states 
of  the  District  were  also  on  the  panel.  These 
included  Wisconsin,  Illinois,  Minnesota, 
Iowa,  North  and  South  Dakota,  and  Nebras- 
ka. It  is  noteworthy  that  Nebraska  was  the 
only  state  of  the  District  which  did  not  have 
a maternal  mortality  committee. 

There  are  undoubtedly  many  reasons  why 
Nebraska  is  late  in  establishing  and  support- 
ing an  effective  maternal  mortality  study 
committee.  I am  sure  many  of  us  have 
questioned  the  need  for  such  a study  in  Ne- 
braska, and  many  may  wonder  what  real 
value  is  to  be  gained  from  a maternal  mor- 
tality study.  Also,  if  such  a committee  were 
formed,  who  might  serve  on  it,  and  just  how 
would  they  go  about  studying  a maternal 
death.  Finally,  what  would  be  the  status  of 
the  reports  of  such  a committee  particular- 
ly as  related  to  medical  legal  problems.  I 
am  sure  there  are  other  questions  regarding 
such  studies,  but  this  morning  I would  like 
to  dwell  on  these  for  your  consideration. 

*Read  before  Annual  Convention  Nebraska  State  Medical 
Association,  May,  1961. 


WILLIAM  L.  RUMBOLZ,  M.D., 
and 

EUGENE  C.  FISHER,  M.D. 

University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 


As  you  know,  the  Maternal  Child  Health 
Division  of  the  State  Department  of  Health 
already  inquires  into  reported  maternal 
deaths  and  publish  their  findings  locally  and 
national.  Do  we  really  need  more  of  a study 
than  this?  After  all  our  statistics  read  as 
good  or  better  than  many  states  who  have 
maternal  mortality  committees,  as  you  can 
see : 


Maternal  Death  Rate 
Maternal  Live  Per  1,000  Live  Births 


Year  Deaths  Births  Nebraska  U.  S. 

1956  14  33,855  .41  .40 

1957  12  33,161  .36  .40 

1958  8 32,935  .24  .38 

1959  7 34,162  .20  * 

1960  6 34,156  .18  * 


*Not  yet  available.  (References  11,  3,  4.  5) 


I am  sure  you  are  familiar  with  the  pres- 
ent method  of  inquiry  into  maternal  death 
bv  the  Nebraska  State  Health  Denartment. 
First,  the  division  of  vital  statistics  separ- 
ates all  death  certificates  on  which  preg- 
nancy or  abortion  is  reported  as  a direct  or 
associated  cause  of  death.  In  such  cases,  the 
Maternal  Child  Health  Division  of  the  State 
Health  Department,  sends  a yes  or  no  check- 
list questionnaire  to  the  physician  who  re- 
ports the  death.  The  questionnaire  is  admit- 
tedly far  too  short  and  provides  inadequate 
information  for  a complete  evaluation  into 
the  cause  of  a maternal  death.  Further- 
more, according  to  Dr.  Bitner,  it  virtually 
has  not  been  revised  or  changed  since  its 
inception.  More  important,  it  has  never  re- 
ceived the  official  sanction  of  the  Nebraska 
State  Medical  Association  and,  therefore,  in 
many  instances,  is  not  completed  or  returned 
for  whatever  evaluation  it  might  permit. 
With  such  a method  of  investigation,  it  is 
evident  that  maternal  deaths  can  be  missed 
solely  by  the  failure  of  the  reporting  physi- 
cian to  mention  pregnancy  or  abortion  as 
an  associated  cause  of  death.  This  would 
be  particularly  prone  to  happen  when  death 
occurs  during  the  postpartum  period.  The 
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experience  of  other  states  has  shown  that 
cross  indexing  birth  and  death  certificates 
of  all  women  of  the  child-bearing  age  yields 
some  twenty  to  twenty-five  per  cent  more 
cases  of  possible  maternal  death  than  would 
otherwise  be  reported.  Obviously  all  such 
cases  would  not  fall  into  the  category  of  a 
true  maternal  death,  but  each  should  be 
evaluated  as  to  whether  or  not  it  fits  these 
criteria. 

Though  we  realize  that  a number  of  ma- 
ternal deaths  are  missed  every  year  in  Ne- 
braska by  the  present  Maternal  Child  Health 
questionnaire,  we  have  reviewed  and  at- 
tempted to  evaluate  the  reported  deaths  as- 
sociated with  pregnancy  in  Nebraska  for 
the  past  five  years.  Anonymous  copies  of 
all  of  the  questionnaires  for  the  years  1956 
through  1960,  were  obtained  from  the  Ne- 
braska State  Health  Department.  These 
were  carefully  studied  and  classified  accord- 
ing to  the  American  Medical  Association’s 
Guide  for  a Study  of  Maternal  Deaths. 


CLASSIFICATION  OF  3IATERNAL 
DEATHS 

I.  Direct  Obstetric  Causes 

a.  Hemorrhage 

b.  Toxemia 

c.  Infection 

d.  Vascular  Accidents  (Such  as  Air 
Embolism,  Amniotic  Fluid  Embolism) 

e.  Anesthesia 

f.  Other  (Such  as  Molar  Pregnancy 
and  Transfusion  Hemolysis) 

g.  Undetemiined 

II.  Indirect  Obstetric  Causes 

a.  Cardiac  Disease 

b.  Vascular  Disease  (Such  as  Hyperten- 
sive Vascular  Disease  and  Vas- 
cular Embolism) 

c.  Reproductive  Tract  Disease  (Such  as 
Uterine  and  Adnexal  Tumors) 

d.  Urinai-y  Tract  Disease 

e.  Hepatic  Disease 

f.  Pulmonai-y  Disease 

g.  Metabolic  Disease  (Such  as  Diabetes) 

h.  Other  (Such  as  Appendicitis,  and 
Peritonitis  of  nonpuerperal  origin) 

i.  Undetermined 

III.  Nonrelated  Causes 

a.  Communicable  and  Infectious  Disease 

b.  Blood  Dyscrasias 

c.  Malignancy 

d.  Suicide 

e.  Murder 

f.  Accidental 

g.  Other 

h.  UndeteiTnined 


While  often  detailed  information  was 
lacking  thus  making  accurate  classification 
impossible,  an  honest  effort  was  made  to 
fairly  assess  the  cause  of  death  and  to  classi- 
fy it  into  an  appropriate  category.  In  re- 
viewing the  questionnaires,  we  were  struck 
by  the  presence  of  deaths  reported  in  asso- 
ciation with  pregnancy  but  which  were  not 
coded  by  the  State  as  maternal  deaths  be- 
cause the  attending  physician  signed  the  pa- 
tient out  as  embolus,  heart  disease,  or  some 
other  nonmaternal  complication  as  the  cause 
of  death.  All  of  these  deaths  were  reviewed 
and,  when  indicated,  added  to  the  number  of 
coded  deaths. 

To  briefly  review  these,  in  1956  there 
were  14  maternal  deaths  coded  by  the  State 
Health  Department  while  actually  17  deaths 
were  reported  in  relation  to  pregnancy.  Of 
the  three  patients  not  coded,  one  was  a 
young  primagravida  who  died  during  deliv- 
ery but  was  signed  out  as  a pulmonary  em- 
bolus. The  second,  a multipara,  died  two 
weeks  after  delivery  with  autopsy  confinna- 
tion  of  a pulmonary  embolus,  probably 
from  lower  extremity  varicosities.  The 
third  patient  died  thirty  minutes  postpar- 
tum with  retained  placental  tissue  and  hem- 
orrhage, but  she  was  signed  out  as  a coro- 
nary occlusion.  None  of  these  patients 
were  coded  by  the  state,  but  if  we  use  the 
classification  of  the  A.M.A.,  all  three  would 
be  classified  as  direct  obstetric  deaths. 

In  1957,  there  were  12  maternal  deaths 
coded  by  the  state,  a thirteenth  death  ac- 
tually should  have  been  included  but  some- 
how was  missed  in  the  coding.  A fourteenth 
patient  died  undelivered,  with  convulsions 
and  a histoiy  of  albuminuria  and  hyperten- 
sion. Obviously  the  patient  should  have  been 
classified  as  a maternal  death. 

In  1958,  10  deaths  were  reported  but  only 
8 were  coded  as  maternal  deaths.  One  pa- 
tient died  of  a dissecting  aneurism  at  32 
weeks  gestation,  with  hypertension  and  a 
history  of  toxemia  with  a previous  preg- 
nancy. The  second  patient  died  at  15  to  16 
weeks  gestation  with  a diagnosis  of  acute 
myocarditis  and  an  antecedent  history  of 
heart  disease.  These  two  patients  pose  in- 
teresting points  for  consideration  as  to 
whether  or  not  they  truly  fall  into  a ma- 
temal  death  classification;  but  would  either 
of  these  patients  have  died  at  this  time  if 
she  had  not  been  pregnant?  Certainly  a 


526 


Nebraska  S.  M.  J. 


more  detailed  study  might  prove  most  inter- 
esting from  the  educational  standpoint. 

In  1959,  7 deaths  were  coded  as  maternal 
but  12  deaths  actually  were  reported  as  as- 
sociated with  pregnancy.  One  patient  died 
in  a car  accident  and  one  patient  died  some 
two  years  following  her  last  pregnancy  of 
an  essential  hypertension  having  had  a se- 
vere toxemia  with  the  last  pregnancy.  Nei- 
ther of  these  patients  could  be  considered 
as  obstetric  deaths;  however,  there  was  a 
patient  who  died  four  days  following  her 
delivery  with  an  acute  atrophy  of  the  liver 
due  to  Mersilid  intoxication  taken  through- 
out pregnancy.  One  patient  died  with  con- 
vulsions at  teiTO  but  was  signed  out  as  epi- 
lepsy. The  third  patient  died  10  weeks  post 


REVISED  MATERNAL  DEATH  RATE 


1956 

1957 

1958 

1959 

I960 

Hemorrhage 

Coded 

8 

5 

3 

3 

2 

Not  Coded 

1 

0 

0 

0 

0 

Toxemia 

Coded 

1 

2 

3 

0 

0 

Not  Coded  __ 

0 

2 

1 

1 

0 

Infection 

Coded 

1 

1 

0 

1 

0 

Not  Coded 

Vascular  Accidents 

0 

0 

1 

0 

1 

Coded 

1 

4 

1 

2 

1 

Not  Coded 

2 

0 

0 

0 

0 

Anesthesia 

Coded 

2 

0 

1 

0 

2 

Not  Coded 

0 

0 

0 

0 

0 

Other 

Coded  

0 

0 

0 

1 

1 

Not  Coded 

0 

0 

0 

2 

0 

Undetermined 

Coded 

1 

0 

0 

0 

0 

Not  Coded  __ 

0 

0 

0 

0 

0 

— 

— 

— 

— 

Totals 

17 

14 

10 

10 

7 

Maternal  Death 
Rate  Per 

1,000  Live  Births. 

.53 

.42 

.30 

.29 

.21 

(References  2.  11) 


cesarean  of  a chorionepithelioma.  Certain- 
ly the  choriocarcinoma  and  probably  the 
other  two  patients  should  have  been  consid- 
ered as  maternal  deaths. 

In  1960,  there  were  two  additional  deaths 
reported  as  associated  with  pregnancy.  One 
a suicide  which  is  not  a maternal  death, 
but  one  patient  died  thirty-six  hours  after 
delivery  apparently  from  a toxemia  with 
sepsis  and  a prenatal  course  complicated  by 
hypertension  and  albuminuria. 

In  reviewing  these  deaths  year  by  year, 
we  found  thirteen  additional  deaths  were  re- 
ported as  associated  with  pregnancy  but  not 
coded  as  maternal  deaths  in  Nebraska  sta- 
tistics. Of  these,  we  felt  that  ten  or  eleven 
should  fairly  be  considered  as  maternal 
deaths. 

If  these  cases  are  added  to  our  present  list 
of  maternal  deaths  our  statistics  do  not 
stand  up  as  well  as  they  previously  seemed 
to.  It  is  interesting  to  note  that,  using  our 
corrected  figure,  in  the  states  reviewed, 
only  North  Carolina  has  a higher  maternal 
death  rate  than  Nebraska  and  nationally 
North  Carolina  is  one  of  the  higher  states 
in  the  nation  in  maternal  mortality  statis- 
tics. Of  even  more  interest  is  the  compari- 
son of  Nebraska  with  Ohio,  Michigan  and 
Illinois.  Each  of  these  three  states  has 
birth  rates  several  times  that  of  Nebraska 
yet  the  maternal  death  rate  is  significantly 
less.  We  feel  these  facts  are  sufficient  to 
demonstrate  that  we  need  a more  effective 
and  more  adequate  type  of  maternal  mor- 
tality study. 

Concerning  the  value  of  a maternal  mor- 
tality study,  such  a committee  has  consist- 
ently been  proven  to  help  salvage  many  ma- 
ternal lives.  This  is  accomplished  by  the 
education  of  the  practicing  physician  to  rec- 
ognize complications  earlier  and  provide 
earlier  and  more  adequate  treatment  of 
these  complications.  Minnesota  and  other 
states  have  found  that,  after  establishing  a 
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u.  s. 
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.13 
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.29 

.53 
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.20 

.29 
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.29 

.53 
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.30 

1959  . 

* 
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* 

* 
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* 
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functioning  maternal  mortality  committee, 
more  and  earlier  consultations  were  sought 
when  difficult  obstetric  problems  were  en- 
countered. Such  a study  further  should  be 
expected  to  bolster  the  educational  possibili- 
ties of  hospital  staffs  connected  with  'ob- 
stetrics and  the  education  of  the  medical 
student  and  nursing  student  thus  improv- 
ing the  understanding,  recognition  and 
treatment  of  obstetric  complications. 

In  every  state  which  presently  has  a study 
committee,  the  case  summaries  and  recom- 
mendations of  the  study  committee  are  used 
for  the  education  of  students,  interns,  resi- 
dents and  in  postgraduate  courses.  These 
summaries  are  completely  anonjTnous  as  to 
doctor,  patient,  hospital  or  location.  Other 
uses  of  these  studies  include  program  ma- 
terial at  hospital  and  county  society  meet- 
ings as  well  as  the  periodic  publication  of 
interesting  cases  with  the  committees  de- 
liberations for  the  overall  education  of  the 
profession. 

How  Might  a Committee  Function? 

Each  state  establishing  a maternal  mor- 
tality study  committee  has  its  own  procedure 
and  rules  under  which  the  committee  func- 
tions. It  is  necessary  for  every  state  and 
committee  to  find  the  most  workable  plan 
for  its  own  particular  situation.  However, 
for  the  purpose  of  discussion,  I would  like 
to  briefly  outline  the  methods  used  by  Min- 
nesota for  maternal  mortality  study,  as  one 
state’s  approach  to  the  problem.  Here  the 
study  is  conducted  jointly  by  the  state  med- 
ical society  and  the  state  health  department 
in  cooperation  with  the  State  University 
and  the  State  Hospital  Association.  The 
committee  studies  all  deaths  associated  with 
pregnancy  and  the  pueperium  for  a period 
of  ninety  days.  The  State  Health  Depart- 
ment requires  that  any  such  death  be  report- 
ed to  the  department  within  three  days  to 
insure  prompt  review  and  to  avoid  forget- 
ting important  details  of  the  case.  To  in- 
sure that  all  deaths  are  studied,  all  female 
deaths  in  the  child  bearing  period  are  cross- 
indexed  against  birth  certificates  of  the  pre- 
ceding three  months. 

Upon  receiving  the  report  of  a maternal 
death,  the  first  step  is  to  obtain  the  history 
and  pertinent  details  associated  with  the 
death  from  the  physician,  the  hospital  rec- 
ord, the  hospital  staff,  and  any  consultants. 
This  is  done  by  one  of  the  obstetricians  ap- 


pointed by  the  state  society  to  study  such 
deaths.  Every  effort  is  made  to  keep  such 
inquiry  on  a scientific  basis  and  to  maintain 
an  impersonal,  objective,  and  noncritical 
manner.  When  all  of  the  information  has 
been  collected  and  the  questionnaire  com- 
pleted, the  obstetrician  conducting  the  in- 
quiiy,  summarizes  the  case.  Anon^nnity  is 
maintained  by  detaching  the  identification 
sheet  which  lists  the  mother,  physician,  con- 
sultants, pathologist,  and  hospital  staff. 
This  sheet  is  filed  with  the  State  Health  De- 
partment, the  remainder  of  the  question- 
naire is  submitted  to  the  maternal  mortality 
committee  for  review  and  recommendations. 
All  cases  are  presented  anonymously  and 
the  cause  of  death  is  determined,  the  man- 
agement and  preventability  of  the  death  is 
considered.  Because  of  the  anonymity  of 
the  presentation  free  discussion  and  un- 
biased conclusions  are  possible.  In  follow- 
up, copies  of  the  case  summary  and  the  con- 
clusions of  the  committee  are  mailed  to  at- 
tending physician  and  any  involved  consult- 
ants. At  the  end  of  each  year  a report  of 
the  year’s  study  together  with  conclusions 
is  prepared  and  mailed  to  each  member  of 
the  state  medical  society.  As  stated  earlier, 
it  would  be  up  to  the  State  Medical  Associa- 
tion and  its  committee  on  maternal  child 
health  as  to  just  what  type  of  maternal  mor- 
tality study-committee  would  function  best 
in  Nebraska. 

Speaking  to  the  last  point  of  discussion, 
namely  the  protection  such  a committee 
might  have  from  the  medical-legal  entangle- 
ments. The  Nebraska  legislature  has  re- 
cently passed  LB  326,  which  specifically 
exempts  the  reports  and  findings  of  any 
such  committee  from  being  admissible  as 
evidence  and  the  disclosure  by  any  one  of 
any  information  from  such  reports  would  be 
declared  a misdemeanor. 

In  conclusion,  we  feel  that  there  is  a def- 
nite  need  for  a Maternal  Mortality  Study 
Committee  in  Nebraska.  The  value  received 
from  such  a study  would  be  apparent  by  a 
decrease  in  the  number  of  maternal  deaths 
that  occur,  but  also,  we  might  expect  an  im- 
provement in  our  overall  obstetric  care.  We 
feel  that  the  Maternal  Child  Health  Commit- 
tee has  come  far  in  fostering  such  a pro- 
gram through  the  present  bill  recently 
passed  by  the  legislature.  With  this  law, 
we  strongly  encourage  the  IMaternal  Child 
Health  Committee  and  the  House  of  Dele- 
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gates  of  the  Nebraska  State  Medical  Asso- 
ciation to  take  the  necessary  steps  to  estab- 
lish and  maintain  an  effective  functioning 
Maternal  Mortality  Study  for  our  State. 

We  wish  to  thank  Doctors  E.  A.  Rogers 
and  Mary  S.  Bitner  as  well  as  the  M.C.H. 
Committee  of  the  Nebraska  State  Medical 
Association,  for  their  helpful  suggestions 
in  the  preparation  of  this  paper. 
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“Some  people  treat  life  like  a slot  machine,  tiying  to  put  in 
as  little  as  possible,  and  always  hoping  to  hit  the  jackpot.  But 
I believe  that  people  are  wiser,  happier,  and  have  more  inner  peace 
when  they  think  of  life  as  a solid,  intelligent  investment  from 
which  they  receive  in  terms  of  what  they  put  in.  And  by  so  doing 
they  help  preserve  our  free  society.”  (Roger  Hull:  There  are  two 
kinds  of  people  — which  kind  are  you?  This  Week  Magazine,  May 
28,  1961). 
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"You  Are  There"* 


Dr.  Greenburg,  Dr.  Howard,  Members  of 
the  Nebraska  State  Medical  Association  and 
Ladies  and  Gentlemen;  I assure  you  that  I 
am  very  happy  to  be  here  and  may  I extend 
my  congratulations  to  your  newly  installed 
President,  Dr.  Offerman.  He  has  seiwed 
your  association  well.  I know  him  because 
of  the  work  that  he  has  done  in  behalf  of 
Blue  Shield.  We  had  an  opportunity  to  visit 
for  a few  moments  before  coming  into  the 
room  and  I think  we  see  eye  to  eye  on  many 
things. 

I am  also  pleased  to  be  here  for  another 
reason  and  that  is  that  I was  born  in  the 
Midwest,  in  Minnesota.  I moved  to  North 
Dakota  in  the  spring  of  1924  and  I suppose 
I could  be  called  a typical  Midwesterner. 
Whether  or  not  I am  an  isolationist  is  a 
question,  but  I feel  veiy  much  at  home  in 
the  Midwest. 

This  state  medical  association  has  been 
well  represented  in  the  North  Central  Con- 
ference and,  of  course,  I have  had  something 
to  do  with  that  over  the  years  and  have  al- 
ways enjoyed  the  association  with  repre- 
sentatives from  this  state.  There  are  one  or 
two  individuals  to  whom  I would  like  to  pay 
tribute,  one  in  particular.  Dr.  Joe  McCarthy, 
with  whom  I have  worked  for  so  many 
years  in  the  A.M.A.  As  you  know,  he  re- 
tired from  the  Council  on  Medical  Seiwice 
but  I am  happy  to  see  your  program  indi- 
cates that  he  continues  as  a delegate  to  the 
American  Medical  Association.  We  need 
men  in  the  House  of  Delegates  with  his 
knowledge  and  his  stature  in  the  profession 
of  this  countiy. 

In  addition,  I would  like  to  pay  tribute 
to  your  Executive  Secretary,  Mr.  M.  C. 
Smith,  whom  I have  had  occasion  to  know 
for  a long  time.  I have  a great  regard  for 
him. 

After  hearing  Dr.  Yost,  who  represented 
the  Nebraska  Dental  Association,  may  I say. 
Dr.  Yost,  that  we  are  very  appreciative  of 
your  remarks  and  your  offer  to  help  in  our 
battle  against  what  we  call  socialized  medi- 
cine. On  the  national  level,  we  have  had 
nothing  but  the  finest  cooperation  with  the 

*An  address  delivered  before  the  general  session  of  the  Ne- 
braska State  Medical  Association,  May  2,  19^61, 


LEONARD  B.  LARSON,  M.D. 
President-elect,  American  Medical  Association 
Bismarck,  North  Dakota 


American  Dental  Association  and  I am  sure 
this  will  continue  as  time  goes  on. 

I feel  that  the  medical  profession,  and  in- 
deed the  entire  structure  of  our  free  society 
today,  is  really  in  grave  danger,  both  from 
within  the  countiy  and  from  \rtthout.  Nu- 
clear war  threatens  us,  anarchy  reigns  in 
Cuba  and  the  Congo,  and  tyranny  is  con- 
stantly trying  to  crush  liberty. 

Throughout  the  world  we  can  see  the  con- 
ditions which  created  Hitler  and  Mussolini 
starting  all  over  again,  and  social  disorder 
and  chaos  are  certainly  rich  fertilizers  for 
the  swift  gi-owth  of  dictatorship  and  despo- 
tism. 

Also,  from  within,  there  are  dangerous 
forces  acting  to  undermine  our  freedom  and 
our  right  to  live  as  unfettered  individuals. 
The  international  unrest  is  reflected  in  re- 
newed efforts  by  those  Americans  who  hon- 
estly believe,  many  of  them,  in  an  all-power- 
ful central  government;  a government  that 
regulates  and  controls  the  lives  of  all  of  its 
citizens  from  the  cradle  to  the  grave. 

Perhaps  those  of  us  in  the  medical  pro- 
fession are  more  sensitively  aware  of  this 
increased  threat  to  our  freedoms,  because 
we  have  been  selected  as  the  primaiy  target 
for  government  control.  Perhaps  it  is  be- 
cause ours  is  a dignified  and  a nonpolitical 
individualistic  profession  that  we  are  sus- 
ceptible to  the  attacks  by  those  who  would 
achieve  their  goals  by  emotional,  iiTational 
appeals  to  the  voters. 

Ladies  and  gentlemen,  I will  not  beat 
around  the  bush  or  deliver  a philosophical 
discourse.  Rather,  I would  like  to  call  to 
arms  all  of  you  in  a war  that  has  two 
fronts.  We  must  continue  the  battle  for 
preseiwation  of  our  medical  freedoms  against 
the  inroads  of  governmental  intrusion  while, 
at  the  same  time,  we  must  strengthen  our 
assult  to  provide  the  finest  medical  care  for 
all  of  our  people. 

Today  this  double-edged  fight  is  mani- 
fest in  defeating  attempts  to  place  medical 
care  for  the  elderly  under  Social  Security. 
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Also,  we  must  intensify  our  efforts  to  imple- 
ment the  Kerr-Mills  Law,  which  provides 
help  to  those  who  really  need  help.  This  is 
for  help  to  the  needy  and  the  needy  aged. 
We  must,  ladies  and  gentlemen,  see  that  the 
Kerr-Mills  Law  is  given  a fair  chance  to 
prove  its  exceptional  worth  in  the  health 
care  system. 

The  Kerr-Mills  Bill  or  Law  is  one  for 
which  we  fought  successfully  and  one  which 
we  know  provides  the  right  answer  to  the 
problems  of  the  health  care  for  the  needy 
aged.  We  won  a tremendous  victory  when 
the  last  Congress  rejected  the  Social  Secur- 
ity approach  and,  instead,  passed  the  Kerr- 
Mills  legislation.  It  was  immediately  signed 
into  law  by  President  Eisenhower  and  the 
states  started  to  work  implementing  it. 

Now,  because  this  law  is  the  embodiment 
of  our  beliefs,  we  must  labor  to  make  it 
work.  Our  efforts  are  essential  to  the  struc- 
ture of  this  law,  especially  since  the  new 
Administration,  the  Kennedy  Administra- 
tion, has  shown  no  enthusiasm  for  support- 
ing and  promoting  the  implementation  of 
this  system  of  state-federal  matching  funds. 

Just  to  give  you  a brief  run-down.  Our 
latest  figures  show  that  the  Kerr-Mills  ap- 
proach is  enjoying  phenomenal  success  in 
the  individual  states.  Even  at  this  moment 
some  of  my  statistics  may  be  out  of  date  for 
the  states  are  moving  at  an  unprecedented 
speed  to  enact  suitable  legislation. 

What  are  the  figures?  Right  now,  seven 
states  and  two  territories  already  have  the 
Kerr-Mills  program  in  effect.  Eight  more 
states  have  enacted  legislation,  one  of  them 
being  my  own  state  of  North  Dakota.  Sev- 
enteen states  have  introduced  legislation,  and 
two  states  have  drafted  measures  to  imple- 
ment the  program.  In  my  opinion,  this  is 
remarkable  progress,  especially  considering 
the  fact  that  the  law  has  been  in  existence 
for  only  a little  over  six  months. 

I should  also  add  that  the  Kerr-Mills  pro- 
gram is  under  consideration  in  seven  states 
and  the  District  of  Columbia.  Several  other 
state  legislatures  will  be  convening  in  the 
coming  months  and  it  is  expected  that  they 
too  will  ratify  this  splendid  law. 

I believe  it  would  be  tragic  to  shoulder  the 
wage  earners  of  this  country  with  additional 
tax  in  the  form  of  increased  Social  Security 
deductions  before  the  Kerr-Mills  Law  has 
been  given  a chance  to  prove  that  it  can  do 


the  job.  This  is  a plan  that  enables  the  in- 
dividual states  to  guarantee  to  every  aged 
American  who  needs  the  help,  the  care  he 
requires. 

The  supporters  of  the  Social  Security  ap- 
proach have  been  deliberately  misleading  the 
public  so  that  people  will  think  that  Social 
Security  is  some  sort  of  insurance  system, 
whereas,  in  reality,  it  is  nothing  more  than 
a compulsory  tax  which  provides  dubious 
returns  to  the  tax  payer. 

Advocates  of  the  Administration’s  King- 
Anderson  Bill,  which  embodies  the  Social 
Security  approach,  say  it  is  “a  Health  Care 
Plan  for  the  Aged.”  Gentlemen,  it  is  no 
such  thing.  The  bill  would  only  provide  hos- 
pitalization and  nursing  home  care  for  some 
old  people.  That  is,  for  those  who  are  cov- 
ered by  Social  Security  and  those  who  need 
the  help  the  most  are  those  who  are  not 
covered  by  Social  Security.  Millions  of  poor 
and  destitute  are  denied  the  limited  services 
provided  by  the  King  Bill. 

Another  misleading  statement  is  that  the 
King  Bill  is  a “Program  of  Prepayment  of 
Insurance  for  Future  Benefits.”  It  has 
been  further  stated  that  it  is  “A  Life  Policy 
of  Paid-up  Medical  Insurance.”  Once  again, 
these  claims  are  false  and  deluding.  The 
Supreme  Court  of  this  country  has  ruled  that 
Social  Security  is  not  insurance  and  that 
payments  to  it  are  taxes  and  not  premiums 
or  contributions. 

Remember,  the  Social  Security  System  is 
merely  a redistributed  tax  plan  which  forces 
today’s  wage  earners  and  their  employers 
(and  remember  it  is  the  employers  also,  and 
they  pass  it  on  to  the  consumer)  to  foot  the 
bill  for  payment  of  benefits  to  yesterday’s 
workers  who  today  are  retired.  Even  the 
Social  Security  Administration  admits  that 
the  security  of  the  plan  ultimately  rests  in 
the  taxing  power  of  the  Federal  Govern- 
ment and  the  willingness  of  the  people  to 
pay  the  taxes.  I don’t  know  how  much 
longer  the  American  people  will  allow  their 
earnings  to  be  gobbled  up  by  the  voracious 
federal  appetite,  but  once  they  finally  de- 
cide that  they  have  had  enough,  then  the 
Social  Security  System  may  go  out  the  win- 
dow, along  with  the  so-called  earned  rights 
and  insurance  income  of  all  the  recipients. 
Social  Security  is  not  insurance  — it  is  a 
tax.  There  is  no  earned  right  to  benefits 
because  Congress  can  scrap  the  entire  sys- 
tem at  its  will. 
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I am  not  talking  as  a Social  Security  ex- 
pert. The  American  Medical  Association 
has  never  taken  an  official  position  on  So- 
cial Security,  for  or  against.  Our  only  con- 
cern is  the  thieat  of  Congress  adding  medi- 
cal and  health  benefits  to  the  present  sys- 
tem. 

I agree  with  the  number  of  Congressmen 
who  have  said  that  tying  any  medical  plan 
to  the  Social  Security  System  could  bank- 
rupt it,  and  I would  suggest  that  if  you 
have  not  ah’eady  done  so,  you  should  read 
the  recent  article  in  the  .J.A.M.A.,  I be- 
lieve by  Mr.  Larson  of  one  of  the  largest 
insurance  companies. 

Those  pushing  the  King  Bill  are  exploit- 
ing, not  only  the  wage  earners  of  this  coun- 
try but  the  wage  earners’  children  as  well, 
because  to  operate  the  King  Bill  under  So- 
cial Security  would  create  a permanent  debt 
on  which  tomorrow’s  workers  and  their  em- 
ployers would  have  to  pay  interest  for  the 
rest  of  their  working  days. 

I also  question  the  claim  made  by  Social 
Security  enthusiasts  that  the  King  Bill  guar- 
antees “free  choice  of  physician,  hospital 
and  nursing  home.”  Now,  as  you  know,  it 
has  been  said,  that  “providers  of  service 
would  be  paid  on  the  basis  of  reasonable 
cost  as  may  be  mutually  agreed  to  by  the 
provider  of  the  service  and  the  Secretary 
of  Health,  Education  and  Welfare.” 

I would  like  to  know  what  happens  when 
the  H.E.W.  Secretary  fails  to  reach  a satis- 
factoiy  agreement  with  a hospital  or  a nurs- 
ing home  to  which  the  individual  wants  to 
go?  Does  he  then  have  free  choice? 

To  my  mind  this  is  simply  misleading  the 
public.  Also,  contrary  to  its  proponents 
claims,  the  King  Bill  will  very  definitely 
include  physicians’  seiwices,  since  hospital 
services  usually  include  those  of  anesthesi- 
ologists, physiatrists,  radiologists  and  path- 
ologists. 

Some  of  you  know  that  I am  a patholo- 
gist and  I speak  with  conviction  when  I tell 
you  that  I am  certainly  not  assured  that 
passage  of  the  King  Bill  would  not  affect 
me  directly. 

Also,  virtually  eveiy  hospital  requires 
physician  certification  before  a patient  is 
admitted.  Therefore,  every  doctor  with  a 
patient  in  a hospital  will  certainly  be  affect- 
ed by  this  legislation. 


All  of  this  uproar  over  the  King  Bill  is 
really  unnecessary  for  the  Kerr-Mills  Law 
will  do  the  job  and  it  will  do  it  better  than 
any  Social  Security  proposal. 

The  Kerr-Mills  Law  has  the  attractive 
advantage  of  being  voluntary  — it  is  not 
compulsory  — it  is  administered  by  the 
states  and  not  the  federal  government.  Each 
state  legislature  can  determine  the  needs  of 
its  citizens  rather  than  having  the  federal 
government  establish  one  rigid,  inflexible 
standard  for  all. 

Since  the  King  Bill,  in  our  judgment,  is 
unnecessary  and  unlikely  to  be  covered  by 
proposed  tax  increases,  it  can  only  be 
classified  as  another  government  spending 
program  which  is  bound  to  result  in  more 
inflation.  If  there  is  any  one  thing  our 
elderly  do  not  need,  it  is  more  inflation. 
Any  aged  person  who  retired  a few  years 
ago  thinking  his  pension  was  enough  for  his 
needs  knows  the  bitter  cruelty  of  inflation. 
This  situation  will  only  worsen  if  the  federal 
government  insists  on  spending  our  tax 
money  for  more  unncessary  schemes. 

Now,  as  you  know,  we  have  come  in  for 
considerable  criticism  for  our  opposition  to 
the  Social  Security  approach.  Personally,  I 
do  not  mind  this  criticism  because  it  is  a part 
of  the  price  we  must  pay  for  medical  leader- 
ship. However,  I know  that  it  bothers  many 
physicians,  some  of  them  good  friends  of 
mine,  especially  that  criticism  which  is  po- 
litically inspired  and  based  on  emotionalism 
rather  than  reason. 

We  must  separate  our  critics  and  oppon- 
ents into  two  groups.  The  first  is  those 
who  disagree  with  our  obviously  ideological 
philosophy.  The  second  includes  those  who 
find  the  American  Medical  Association  a 
convenient  whipping  board  and  stepping 
stone  for  their  own  political  ambitions. 

This  first  group  is  one  whose  opinions 
we  must  respect,  even  though  we  must  dis- 
agree with  them,  violently.  Every  man  has 
a right  to  his  opinions  and  his  beliefs  and 
we  would  be  the  last  ones  to  deny  the  right 
to  hold  opinions  which  do  not  agree  with 
ours.  As  Voltaire  said,  “I  may  disagree 
with  what  you  say,  but  I will  defend  to  the 
death  your  right  to  say  it.”  Now,  this,  of 
course,  is  our  attitude  towards  those  who 
sincerely  believe  that  the  Social  Security 
System  is  the  ideal  mechanism  for  providing 
medical  care  for  the  aged. 
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However,  in  the  other  group,  those  who 
are  fighting  us  merely  for  political  expedi- 
ency, those  who  are  more  interested  in  the 
votes  of  the  elderly  than  in  helping  them, 
those  who  have  concentrated  their  venom  on 
the  American  Medical  Association  with  slan- 
der, half-truths  and  distortions,  with  this 
group  I have  no  patience.  I don’t  mind  be- 
ing criticized  or  opposed  but  I do  object  to 
being  deliberately  maligned  just  because  I 
disagi’ee  with  someone. 

Just  recently  the  medical  profession  was 
profoundly  shocked  when  a member  of  the 
Cabinet  made  a number  of  false  and  mis- 
leading statements  about  the  nation’s  physi- 
cians. The  H.E.W.  Secretary,  Mr.  Ribi- 
coff,  has  made  such  remarks  publicly  on 
more  than  one  occasion.  Mr.  Ribicoff  has 
accused  our  association  of  trying  to  “Fright- 
en” the  American  people  by  calling  the  King 
Bill  socialized  medicine.  He  also  has  said 
we  employ  “sanctions”  against  any  doctor 
who  does  not  toe  the  line  and  agree  with  us 
completely. 

This  second  charge  is,  of  course,  ridicu- 
lous and  does  not  deseiwe  an  answer.  All  I 
can  say  is  that  in  my  many  years  as  a physi- 
cian and  active  member  of  the  American 
Medical  Association,  I have  never  seen  or 
heard  of  any  sanctions  such  as  Mr.  Ribicoff 
speaks  of. 

On  the  other  matter,  the  American  Medi- 
cal Association  is  not  trying  to  frighten  any- 
one. We  are  simply  discharging  our  respon- 
sibilities to  the  American  people  by  pointing 
out  our  fears  concerning  the  King  Bill. 

Now  then,  if  Mr.  Ribicoff  wants  to  at- 
tach political  interpretations  to  our  efforts, 
then  that  is  his  own  business.  However, 
we  think  it  is  high  time  that  a man  of  Mr. 
Ribicoff’s  stature,  who  occupies  a position 
of  enormous  public  trust,  begins  to  be 


truthful  with  Americans  and  he  should 
stop  trying  to  camouflage  medical  care  for 
the  eldei’ly  behind  political  sloganeering. 

It  is  also  doubly  distressing  that  a mem. 
ber  of  the  President’s  Cabinet  would  attack 
America’s  physicians  with  false  and  mis 
leading  statements  while  lobbying  for  hit, 
pet  bill. 

The  first  time  that  Mr.  Ribicoff  attacked 
us  we  thought  he  was  either  misinformed 
or  uninformed.  However,  his  continued  at- 
tacks convince  us  that  he  has  been  deliber- 
ately trying  to  impugn  and  discredit  the  mo- 
tives and  the  integrity  of  America’s  physi- 
cians. 

I might  add  to  my  remarks,  in  connec- 
tion with  Mr.  Ribicoff’s  reference  to  “sanc- 
tion,” that  a year  ago  at  least  two  physi- 
cians who  were  members  of  the  A.M.A., 
and  one  of  them  a very  good  friend  of  mine, 
testified  in  favor  of  the  Forand  Bill  before 
the  House  Ways  and  Means  Comittee.  No 
sanctions  have  been  imposed  on  them  nor, 
I am  sure,  will  any  ever  be.  The  Congres- 
sional Record  shows  that  the  physicians 
were  asked  if  they  expected  any  punitive 
action  by  the  American  Medical  Association 
for  expressing  their  views  and  they  replied 
that  they  did  not. 

Ladies  and  gentlemen,  whether  we  like  it 
or  not,  each  physician  must  be  prepared 
and  must  be  willing  to  get  into  the  fight  to 
preserve  our  medical  freedoms.  We  must 
intensify  our  efforts  on  behalf  of  the  aged 
as  well  as  all  Americans. 

Now,  because  of  our  intense  fight,  we 
must  expect  renewed  criticism.  As  I men- 
tioned, this  is  part  of  the  price  we  must  pay 
for  our  leadership.  However,  personally, 
and  I hope  you  will  agree  with  me,  the  price 
is  worth  the  leadership. 


“The  first  problem  that  an  author  must  solve  is  that  of  docu- 
mentation in  the  field  that  he  proposes  to  investigate,  and  only  in 
this  way  will  he  be  able  critically  and  honestly  to  assess  the  past 
and  make  deductions  for  the  future  . . .”  (T.  Oliaro;  Author’s  code 

of  honour.  Pan.  Med.  1:153  (September)  1959). 
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CHEMOSURGICAL  EXCISION  of 


Carcinoma  of  The  Head  and  Neck 


Doctor  Latenser  describes,  in  this  article,  a 
method  leading  to  more  complete  excision  of  car- 
cinoma occurring  about  the  head  and  neck. 

"In  situ"  fixation  of  tissue,  careful  mapping  of 
the  area,  and  sectioning  in  such  a manner  as 
to  accuralely  locate  extensions  beyond  the  depths 
of  the  excisional  wound,  lead  to  equally  accur- 
ate re-excision  of  "fingers"  of  tumor  tissue  ex- 
tending beyond  the  operation  field.  Obviously, 
careful  chemosurgery  of  this  type  should  elimin- 
ate, to  a major  extent,  the  recurrences  that  often 
lead  to  disaster  for  the  patient. 

—EDITOR 

E'S'ERY  doctor  occasionally  en- 
counters a case  of  skin  cancer 
in  the  region  of  the  head  and 
neck.  As  a rule,  the  majority  of  these 
cases  are  successfully  treated  by  excisional 
biopsy  or  by  irradition  therapy.  Occasion- 
ally, however,  perhaps  in  one  out  of  every 
ten  or  fifteen  cases,  tumor  growth  reap- 
pears in  or  near  the  site  of  the  original  le- 
sion. Every  doctor  is  also  familiar  with 
what  happens  next.  In  too  high  a propor- 
tion of  these  cases  the  disease  slowly  but 
progressively  invades  despite  repeated  at- 
tacks with  fulguration,  surgery,  and  irradia- 
tion. The  tumor  continues  to  spread,  term- 
inating in  death  after  a period  of  slow  dev- 
astation. 

The  chemosurgical  technique  was  original- 
ly developed  by  ]\Iohs  to  prevent  surgical 
failures.  The  unequalled  cure  rate  obtained 
by  this  method  depends  upon  miscroscopic 
demonstration  of  a complete  excision  of  all 
tumor. 

Technique 

A standard  surgical  excision  is  first  ac- 
complished. The  entire  wound  base  is  then 
painted  with  a fixative  paste.  The  fixative 
paste  has-  no  special  ability  to  seek  out  or 
destroy  cancer  tissue.  It  is  merely  used  as 
formalin  is  used : to  harden  tissues  so  that 
a microtome  can  cut  thin,  firm  sections  to 
prepare  microscopic  slides.  The  difference 
lies  in  the  fact  that  in  chemosurgery  the 
fixative  is  applied  before  the  tissues  are 
taken  from  the  wound. 

The  fixative  agent  which  has  been  found 
best  for  this  purpose  is  zinc  chloride.  The 
zinc  chloride  is  incorporated  in  a paste  be- 
cause a liquid  fixative  such  as  formalin 
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would  run  off  the  wound.  Also,  when  the 
fixative  is  applied  in  the  form  of  a paste  a 
given  amount  of  fixative  can  be  kept  in  the 
desired  location.  The  depth  of  penetration 
can  be  controlled  by  vaiying  the  amount  of 
paste  applied. 

The  fixative  needs  from  four  to  six  hours 
to  penetrate  and  to  firmly  fix  the  tissue  to 
a required  depth  of  three-sixteenths  of  an 
inch.  Thereafter,  a two-sixteenths  inch  lay- 
er of  the  fixed  leathery  tissue  is  shaved 
away  from  the  base  of  the  wound.  This 
second  procedure  does  not  require  additional 
anesthetic  as  the  tissues  have  become  quite 
dead  and  painless.  No  bleeding  occurs  dur- 
ing the  second  stage  of  excision  since  the 
blood  vessels  are  thrombosed  to  the  same 
depth.  The  layer  shaved  away  from  the  base 
of  the  wound  is  fairly  rigid,  even  though 
the  tissue  excised  may  be  fat.  This  rigidity 
permits  subdividing  the  specimen  into  firm 
segments  and  the  drawing  of  a map  to 
depict  the  relationship  of  the  various  seg- 
ments to  each  other  and  their  position  in  the 
wound.  The  sheet  of  excised  tissue  is  usual- 
ly cut  into  quadrants,  much  as  a pie  would 
be  quartered.  This  quartering  is  indicated 
on  the  map  and  the  individual  segments  are 
numbered  to  correspond  with  their  respec- 
tive places  on  the  map.  Each  segment,  as 
it  is  taken  from  the  wound,  is  placed  in  a 
separate  jar  of  formalin  which  is  numbered 
according  to  the  map.  The  segments  of 
tissue  are  color-marked  at  the  time  of  sur- 
geiy  so  that  their  medial  and  lateral  borders, 
and  their  anterior  and  posterior  margins, 
can  each  be  identified  under  the  microscope 
in  correct  relationship  to  each  other. 

A miscroscopic  section  is  not  taken 
through  or  across  a segment,  but  is  taken 
as  a single  sheet  to  show  the  entire  under 
surface  of  the  segment.  In  this  manner, 
any  finger  of  tumor  which  penetrates  deep- 
ly down  through  a segment  cannot  pass 

*Read  before  Omaha  Mid-West  Clinical  Society,  November 
2,  1960. 
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through  the  segment  without  being  visual- 
ized on  the  microscopic  slide.  If  tumor  is 
encountered  in  one  area  of  the  wound,  fixa- 
tive is  applied  to  that  area  alone,  and  the 
patient  is  brought  back  for  a third  stage 
excision.  This  final  excision  is  limited  to 
the  area  of  tissue  involved  and  does  not  rep- 
resent complete  re-excision  of  the  wound. 
In  this  way,  removal  of  tissue  which  is  not 
involved  by  tumor  is  minimized,  and  the 
unnecessary  removal  of  important  structures 
such  as  an  ear,  a nose,  or  an  eyelid  is  safely 
avoided. 

Healing 

Wound  healing  is  excellent.  Plastic  closure 
of  such  wounds  at  the  time  of  initial  excision 
is  neither  necessary  nor  desirable.  Healing 
of  even  large  defects  of  two  to  three  inches 
takes  place  slowly  but  with  excellent  cos- 
metic results.  The  undesirable  undermin- 
ing which  is  a part  of  primaiy  plastic 
closure  is  a source  of  possible  tumor  spread 
by  the  surgeon  and  creates  the  secondary 
problem  of  major  breakdowns  in  the  event 
of  tumor  recurrence.  Pedicle  flaps  and 
sliding  grafts,  thus  lost  are  hard  to  replace. 
It  is  preferable  to  do  nothing,  or  to  place 
a split  graft  and  defer  major  plastic  re- 
constructive attempts  until  12  months  have 
passed.  This  is  true  in  cases  not  previously 
treated;  it  is  imperative  in  cases  of  recur- 
rent disease. 

Growth  Pattern 

It  is  typical  that  tumor  invasion  will  fol- 
low the  path  of  least  resistance.  All  dense 
tissues  act  as  a partial  barrier  to  spread. 
Invasion  may  tend  to  penetrate  bone,  tendon, 
cartilage  and  deep  fascia,  but  it  will  also 
tend  in  much  greater  degree  to  fan  out 
across  the  surface  of  such  structures.  Tumor 
will  tend  to  invade  the  suture  lines  of  the 
skull,  into  joint  sockets  and  through  thin 
bone.  Muscle  will  divert  tumor  growth  along 
the  surface  of  the  muscle  body.  The  extent 
of  invasion  will  be  greater  in  areas  of  soft 
or  loose  tissue  such  as  that  under  the  eye. 
It  will  be  limited  in  areas  where  the  skin 
is  densely  bound  to  subjacent  structures,  as 
over  the  bridge  of  the  nose. 

Tumor  growth  will  tend  to  follow  the  path 
of  good  nutrition  as  is  present  along  fascial 
planes  where  blood  vessels  and  lymph  ves- 
sels tend  to  travel. 

Areas  with  impaired  nutrition  will  dis- 
courage growth;  previously  irradiated  tis- 
sue which  has  a poor  blood  supply;  fat, 


which  is  a tissue  with  such  poor  blood  sup- 
ply that  it  often  cannot  support  a skin 
graft;  scar  tissue,  where  nutrition  and  blood 
supply  is  poor,  discouraging  tumor  invasion. 

A number  of  characteristic  patterns  of 
tumor  growth  have  been  revealed  by  this 
technique.  When  invasion  encounters  a 
fascial  plane,  tumor  tends  to  fan  out  across 
the  surface  of  the  facial  plane  rather  than 
to  penetrate  it  deeply.  This  is  seen  in  those 
regions  of  dense  fascia  over  the  sternocleido- 
mastoid muscle  and  over  the  galea  of  the 
scalp  and  forehead. 

Periosteum  and  perichondrium  offer  some 
resistance  to  tumor  invasion  and  tend  to 
divert  the  tumor  grovTh  and  cause  it  to 
fan  out.  This  is  seen  frequently  in  lesions 
of  the  ear  and  nose  when  the  skin  lies  direct- 
ly over  the  cartilage  or  bone. 

Embryological  fusion  planes  can  also 
change  the  direction  of  growth.  An  ex- 
ample is  seen  along  the  sides  of  the  nose 
(nasolabial  fold)  and  along  the  two  edges  of 
the  philtrum  of  the  upper  lip,  or  in  the 
center  of  the  lower  lip.  Tumor  growth  fre- 
quently turns  in  along  such  fusion  planes 
and  follows  the  richer  blood  and  lymph  sup- 
ply which  also  tend  to  course  parallel  to 
the  fusion  planes.  This  characteristic  pat- 
tern of  tumor  growth  can  be  expected  to 
produce  deep  invasion  at  such  points.  Sur- 
gical excision  of  tumor  in  these  areas  must 
therefore  be  carried  deeply,  to  remove  such 
penetrating  fingers  of  tumor. 

Submucosal  spread  is  sometimes  quite 
striking,  even  when  local  invasion  is  not 
particularly  deep.  Sometimes  a sheet  of 
tumor  fans  out  beneath  the  dermis.  At 
times,  strandlike  extensions  which  are  im- 
palpable to  the  touch  are  present.  Usually 
such  strands  extend  many  times  as  far  to 
one  side  of  a tumor  as  to  other.  This  is 
particularly  true  in  cases  of  the  more  highly 
invasive  basal  cell  lesions.  Rarely,  a tumor 
will  enter  a tunnel  of  nerve  sheath  and 
travel  great  distances  within  the  nerve 
sheath  without  any  outward  sign.  An  ex- 
cisional  biopsy  may  well  fall  short  of  com- 
plete removal  of  such  a tumor. 

Advantages  and  Disadvantages 

There  are  many  advantages  offered  by  the 
technique. 

Higher  cure  rates  can  be  achieved  in  the 
treatment  of  skin  cancer  by  the  use  of  the 
chemosurgical  technique  than  by  any  other 
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method,  whether  that  be  surgery,  irradia- 
tion, combined  surgery  and  irradiation,  or 
by  fulguration.  It  is  to  be  emphasized, 
however,  that  chemosurgery  has  no  applica- 
tion in  the  removal  of  lymph  node  metastas- 
es.  The  standard  surgical  technique  of  rad- 
ical lymph  node  dissection,  with  or  without 
ii’radiation,  are  used  in  such  situations. 

The  mortality  rate  is  extremely  low  since 
most  of  the  cases  do  not  require  a general 
anesthetic.  This  is  of  particular  value,  be- 
cause the  majority  of  these  tumors  are  found 
in  the  aged. 

The  cosmetic  effect  is  excellent.  The  tech- 
nique safely  permits  avoidance  of  unneces- 
sary removal  of  structures  which  are  diffi- 


cult to  replace,  such  as  an  eyelid,  a nose, 
or  an  ear. 

There  are  definite  disadvantages.  The 
method  in  extensive  cases  can  be  painful. 
It  is,  also,  in  great  part  dependent  upon 
a pathologist’s  help  being  immediately  avail- 
able; at  times  a dozen  or  more  microscopic 
slides  must  be  made,  many  of  them  as  frozen 
sections. 

The  results  fully  justify  the  effort  re- 
quired to  learn  a new  technique.  Once 
learned,  this  technique  is  easier  and  faster 
for  both  doctor  and  patient  in  the  small  le- 
sions. In  recurrent  lesions,  and  in  some 
of  the  large  lesions,  it  is  an  invaluable  tool 
for  the  surgeon. 


“.  . . The  divorce  rate  for  the  United  States  as  a whole  shows 
that  for  all  marriages,  about  one  in  five  ends  in  divorce.  The 
divorce  I'ate  for  partners  who  married  when  both  were  in  their 
teens  is  even  higher  — about  one  out  of  three  such  mamages  fail.” 
(From  “What  Teenagers  Want  to  Know,”  p.  69). 
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Mucous  Membrane  Lesions 

Of  INTEREST  fo  the  GENERAL  PRACTITIONER* 


This  author's  descriptions,  differential  diag- 
nostic criteria,  evaluation,  and  therapeutic  sug- 
gestions about  the  many  lesions  that  may  involve 
the  mucosal  surface  of  the  mouth  are  clear, 
concise,  and  helpful.  The  relationship  of  the 
lesions  he  describes  to  other  diseases  and  con- 
ditions gives  meaning  to  one's  attempt  to  accur- 
ately determine  the  nature  and  significance  of 
what  he  observes  during  examination  of  the 
mouth. 

—EDITOR 


IT  is  equally  as  impossible  to 
discuss  adequately  and  intelli- 
gently all  diseases  of  the  oral 
mucosae  as  it  is  all  diseases  of  the  heart, 
liver  or  spleen.  My  chief  purpose,  there- 
fore, in  presenting  this  paper  is  to  cover 
briefly  some  of  the  more  common  conditions 
of  the  mucous  membranes  — those  seen  in 
the  daily  routine  practice  of  both  general 
practitioner  and  specialist.  The  importance 
of  a thorough  understanding  and  apprecia- 
tion of  mucosal  lesions  cannot  be  overempha- 
sized if  one  realizes  that  more  than  fifty 
per  cent  of  cutaneous  diseases  have  their 
mucous  membrane  accompaniments,  and  nu- 
merous systemic  diseases  are  preceded  or  ac- 
companied by  conditions  involving  the  oral 
mucosa.  Included  among  the  many  ex- 
amples of  systemic  diseases,  whose  mucous 
membrane  lesions  are  often  of  diagnostic  im- 
portance are:  Lesions  accompanying  acute 
exanthemata,  such  as  the  strawberry  tongue 
of  scarlatina  and  Koplik  spots  in  measles; 
the  bald  spots  in  pellagra;  the  slick  tongue 
of  pernicious  anemia  ulcerations  and  ne- 
crosis in  agranulocytosis;  pigmentation  in 
Addison’s  disease;  glossitis  and  stomatitis 
in  the  deficiency  diseases;  ulcerations 
and  petechial  lesions  accompanying  the  nu- 
merous blood  dyscrasias;  and  petechial  le- 
sions in  infectious  mononucleosis.  No  satis- 
factory classification  of  diseases  of  the  oral 
mucosae  is  entirely  adequate,  but  for  pur- 
poses of  discussion  they  will  be  divided  into 
both  local  and  systemic  conditions. 

Local  Diseases:  Among  the  many  local 
disorders  which  we  would  like  to  cover  very 
briefly  are  the  following : 

1.  Fordyce’s  condition. 

2.  Scrotal  Tongue. 

3.  Hairy  or  black  tongue. 
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4.  Erosive  glossitis. 

5.  Mucocele. 

6.  Saladenitis. 

7.  Verrucae. 

8.  Nevi. 

9.  Perleche. 

10.  Moniliasis. 

11.  Epulis. 

12.  Tores  palatinis. 

13.  Pyogenic  granuloma. 

14.  Herpes  simplex. 

15.  Herpes  zoster. 

16.  Allergic  Stomatitis. 

17.  Sore,  burning  tongue. 

18.  Cheilitis. 

19.  Vincent’s  infection. 

20.  Leukoplakia. 

21.  Carcinoma. 

Fordyce’s  Condition — This  condition  con- 
sists of  flat  or  slightly  raised  tan  or  chamois 
colored  spots  appearing  on  the  lips  and  buc- 
cal mucosa  and  occasionally  present  about 
the  genitalia.  They  are  best  seen  when  the 
mucous  membrane  is  put  on  the  stretch.  The 
lesions  are  supposed  to  be  anomalous  sebace- 
ous glands.  The  condition  is  very  frequently 
encountered,  and  as  a rule,  should  occasion 
no  interference.  Reassurance  is  usually  suf- 
ficient therapy. 

Scrotal  Tongue  — Scrotal  tongue  is  an  en- 
tirely harmless  condition  either  congenital 
or  acquired,  although  occasionally  it  is  the 
result  of  a previous  glossitis.  In  this  con- 
dition, the  tongue  has  deep  grooves  and  clefts 
on  its  dorsal  surface.  Usually  no  symptoms 
are  encountered,  but  varying  degrees  of 
burning  or  sore  tongue  may  accompany  it. 
Treatment  is  unnecessary  in  most  cases,  ex- 
cept when  there  is  an  accumulation  of  food 

*Read  before  Omaha  Mid-West  Clinical  Society,  November 
1,  1960. 
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and  debris  in  the  grooves.  In  such  cases,  a 
bland  alkaline  mouth  rinse  along  with  ade- 
quate brushing  of  the  tongue  is  usually  ade- 
quate therapy. 

Black  or  Hairy  Tongue  — This  condition 
is  usually  found  on  the  posterior  half  of  the 
dorsal  surface  of  the  tongue,  and  may  be 
due  to  coloring  matter  in  food,  pigment-pro- 
ducing fungus,  unknown  causes,  or  associat- 
ed with  some  of  the  antibiotics.  The  con- 
dition represents  an  overgrowth  of  filifonn 
papillae.  Treatment  is  very  unsatisfactory 
unless  the  particular  etiology'  is  determined. 
Cleanliness,  scraping  and  bleaching  of  the 
tongue  with  hydrogen  peroxide,  or  painting 
with  glacial  acetic  acid  occasionally  produces 
very  satisfactory  results. 

Enlarged  Papillae  — These  are  of  interest, 
but  of  no  particular  significance. 

Erosive  Glossitis  — Numerous  names  have 
been  given  to  this  disorder,  including  geo- 
graphic tongue,  wandering  rash,  and  benign 
transitory  placques,  but  perhaps  the  most 
descriptive  is  glossitis  marginalis  erosivum. 
This  is  quite  common,  and  consists  of  var- 
ious sized  and  shaped  red  areas  on  the 
tongue,  the  periphery  of  which  is  bounded 
by  a yellowish-white,  raised,  pseudo  mem- 
brane. These  lesions  often  coalesce,  assum- 
ing a map-like  appearance,  thus  giving  rise 
to  the  so-called  geographic  tongue.  This  con- 
dition is  often  transitory  and  practically 
always  associated  with  some  gastrointestinal 
disturbance.  In  my  experience,  the  condi- 
tion is  best  seen  in  the  early  morning  upon 
arising,  and  occasionally  disappears,  or  at 
least  becomes  less  noticeable,  as  the  day 
progresses. 

IMucocele  — IMucocele  is  merely  a reten- 
tion cyst,  usually  located  inside  the  lower 
lip.  It  appears,  as  a firm,  translucent  nodule 
covered  with  a thin  shiny  mucous  mem- 
brane. Treatmeiit  consists  of  destruction 
of  the  sac,  either  by  electrodesiccation,  ac- 
tual cautery,  or  surgical  dissection. 

Nevi  — Birth  marks  involving  the  mucous 
membranes  may  be  classified  in  a similar 
manner  to  those  involving  the  skin,  namely 
blood  vessel  tumors  or  angiomata,  hunph 
vessel  tumors  or  lymphangiomata,  and  those 
whose  structure  is  primarily  cellular,  known 
as  cellular  nevi  or  moles. 

Perleche  — This  is  a splitting  and  macera- 
tion accompanied  occasionally  by  small  pap- 


ules about  the  commissures  of  the  mouth. 
It  is  now  believed  to  be  due  to  both  strep- 
tococci and  monilia,  and  a deficiency  in  ribo- 
flavin. It  is  frequently  the  result  of  ill  fit- 
ting dentures.  It  is  not  infrequently  as- 
sociated with  a splitting  and  maceration  of 
the  interdigital  webs  of  the  fingers. 

Fungous  Infections  — Fungous  infections 
are  very  deceiving  in  their  clinical  appear- 
ance, often  simulating  mucous  patches  of 
syphilis,  Vincent’s  infection,  erythema  multi- 
forme, and  occasionally  leukoplakia.  The 
condition  presents  itself  either  as  a silvery- 
white  glistening  membrane,  or  rough  door- 
mat type  of  membrane,  and  the  organism  is 
practically  always  monilia  albicans. 

Granuloma  Pyogenicum  — Pyogenic  gran- 
uloma may  be  found  anywhere  on  the  cut- 
aneous surface,  and  is  occasionally  met  with 
about  the  lips  and  tongue.  The  condition  is 
best  described  as  sharply  demarcated  red 
tumor  resembling  “proud  flesh,”  and  ap- 
pearing as  though  it  had  pushed  up  through 
the  normal  mucous  membrane.  It  bleeds 
veiy  easily,  which  is  accounted  for  by  its 
abundance  of  very  vascular  granulation  tis- 
sue. Treatment  consists  of  thorough  destruc- 
tion, preferably  with  the  actual  cautery. 

Epulis  — According  to  Prinz  and  Grenne- 
baum  “Neoplasms  of  the  gingiva  are  usually 
gi’ouped  under  the  general  term,  Epulis.  De- 
pending upon  the  histologic  structure,  these 
may  be,  fibromas,  angiofibromas,  giant  cell 
tumors,  or  osteomas.  Treatment  is  usually 
surgical,  although  they  do  respond  to  the 
judicious  use  of  X ray  or  radium.  Occasion- 
ally, if  the  tumors  are  benign,  such  as  an 
osteoma,  merely  reassurance  is  all  that  is 
necessary. 

Herpes  Simplex  — Herpes  simplex  is  very 
frequently  encountered  about  the  mouth  and 
lips  as  an  extension  to  the  skin  surface. 
It  is  rarely  encountered  in  the  mouth  unless 
aphthous  stomatitis  is  considered  a form  of 
intra-oral  herpes.  As  a rule,  it  is  easily 
diagnosed,  generally  benign,  and  runs  a self- 
limited course.  Occasionally,  however,  it 
is  the  precursor  of  grave  systemic  disease, 
such  as  malaria,  pneumonia,  typhoid  fever, 
and  epidemic  meningitis.  It  is  to  be  dis- 
tinguished from  the  early  lesions  of  impetigo 
contagiosa  and  herpes  zoster.  Treatment  con- 
sists in  attempts  to  discover  the  trigger 
mechanism,  which  more  or  less  triggers  the 
virus,  and  if  this  is  not  possible,  cowpox  or 
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variola  vaccine  intradermally  at  weekly  in- 
tervals for  six  to  eight  weeks  is  of  definite 
value. 

Herpes  Zoster — Herpes  zoster,  or  shingles, 
is  often  confused  with  simple  herpes.  If 
one  bears  in  mind  that  chief  characteristics 
of  pain  preceding  and  accompanying  the 
lesions,  unilateral  involvement,  regional 
adenopathy,  and  often  elevation  of  tempera- 
ture, one  will  have  little  difficulty  in  arriv- 
ing at  a correct  diagnosis. 

Allergic  Stomatitis — Stomatitis  venenata, 
or  inflammation  of  the  mucous  membranes, 
induced  by  external  irritants  has,  until  rela- 
tively recently,  been  given  very  little  atten- 
tion in  the  literature.  For  some  apparently 
unknown  reason,  the  mucous  membranes 
possess  a sort  of  selective  immunity  against 
most  exogenous  irritants.  Not  infrequently, 
however,  a stomatitis  venenata  is  encount- 
ered as  result  of  allergy  to  plastic  materials 
of  dentures,  chewing  gum,  mouth  rinses,  and 
dentrifices. 

Cheilitis  Exfoliativa  — Here  the  lips  are 
chronically  inflammed  and  covered  with 
crusts.  Milder  forms  manifest  themselves 
merely  as  a simple  erythema  with  scaling. 
Often  the  condition  is  associated  with  a 
seborrheic  dermatitis  of  the  scalp  and  a 
blepharitis  marginalis  of  the  lids,  although 
external  sensitivities  (lipsticks),  and  even 
pyorrhea,  occasionally  may  be  responsible. 
Treatment  is  to  attempt  to  locate  the  cause 
and  eradicate  it. 

Pre-cancerous  Lesions  — Leukoplakia,  or 
smokers’  patches,  is  frequently  encountered 
in  a routine  examination  of  patients  over 
forty  years  of  age.  The  condition  is  usually 
present  about  the  lips,  tongue  and  upon  the 
buccal  mucosa  at  the  junction  of  the  teeth 
when  approximated,  and  just  within  the 
commissure.  It  appears  as  whitish  placques 
of  various  shapes,  sometimes  discrete,  oc- 
casionally coalescing  to  form  large  patches 
or  sheets.  The  exact  cause  of  this  condi- 
tion is  unknown,  but  unquestionably  external 
irritants,  such  as  smoking,  electrogalvanic 
current,  pyorrhea,  ragged  edges  of  teeth,  ill- 
fitting  dentures,  hot  spicy  foods,  and  vita- 
min deficiencies,  play  a most  important  part 
and  should  be  corrected  when  discovered. 
Mild  cases  may  be  treated  by  attempting 
to  correct  known  etiologic  factors,  avoiding 
smoking,  and  large  doses  of  Vitamin  A. 
Occasionally,  however,  it  is  necessary  to 
biopsy  the  lesion  to  rule  out  any  carcin- 


omatous degeneration,  and  then  thoroughly 
destroy  the  lesion,  either  by  surgical  ex- 
cision or  the  actual  cautery. 

Carcinoma  — This  will  not  be  discussed 
in  detail.  Cancer  about  the  mouth  is  usually 
easily  diagnosed  in  the  late  stages  and  one 
has  typical  lesions  either  with  or  without 
glandular  involvement.  However,  at  this 
stage  it  is  usually  too  late.  It  is  the  early 
stage  which  has  progressed  either  from  leu- 
koplakia or  from  small  keratotic-like  papules 
which  bleed  easily  and  form  crusts,  which 
should  arouse  our  suspicions.  All  such 
lesions,  especially  in  elderly  individuals, 
should  be  considered  carcinomatous  until 
proven  otherwise. 

Syphilis  — In  view  of  the  fact  that  today 
early  syphilis  is  more  or  less  a rarity,  we 
will  merely  confine  ourselves  to  late  syphilis. 
Late  syphilis  involves  the  mucous  mem- 
branes in  many  ways.  The  solitary  gumma 
of  the  tongue  may  simulate  the  chancre  clin- 
ically, but  the  outstanding  differentiation 
lies  in  the  fact  that  the  darkfield  is  negative, 
the  serologic  reaction  is  usually  positive,  and 
unless  there  is  much  secondary  infection  lit- 
tle if  any  regional  adenopathy  is  present. 
In  addition  to  the  solitary  gumma,  syphilis 
is  responsible  for  two  very  interesting 
changes  in  the  tongue.  The  first  is  known 
as  an  interstitial  glossitis,  and  is  the  result 
of  healing  and  cicatrization  of  multiple 
gummas.  Here  the  tongue  is  thick,  sclerotic, 
grooved,  and  is  often  protruded  with  diffi- 
culty. Occasionally  there  is  an  associated 
leukoplakia.  The  other  condition  is  termed 
an  atrophic  glossitis.  Here  the  tongue  is 
smooth,  glistening  and  the  papillae  have  been 
lost.  This  condition  simulates  the  tongue 
found  in  pernicious  anemia.  Quite  often  all 
the  above  late  changes  due  to  sphyilis  will 
be  encountered  in  the  same  individual. 

Tuberculosis  — Tuberculosis  of  the  oral 
mucosa,  when  present,  is  usually  secondary 
to  either  pulmonaiy  or  laryngeal  infection. 
The  ulcers  are  usually  painful,  necrotic,  and 
the  border  is  undermined,  as  contrasted  with 
the  punched  out  sides  of  a gumma,  or  the 
pearly  everted  edge  of  a carcinomatous  ulcer. 

Erythema  Multiforme  — Erythema  multi- 
forme is  an  acute  inflammatory  disease  of 
the  skin,  manifesting  itself  in  bright  red 
papules,  macules,  vesicles,  bullae,  and  oc- 
casionally pustules.  Although,  as  the  name 
implies,  the  lesions  are  multiform,  usually 
one  type  of  lesion  predominates.  As  a rule. 
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the  extensor  surfaces  of  the  body  are  in- 
volved by  predilection.  Mucous  membrane 
lesions  appear  suddenly,  and  are  usually 
vesicular  or  bullous,  although  these  rupture 
rapidly  leaving  a bright  inflammatory  and 
somewhat  tender  eroded  base.  Often  a glazed 
white  pseudomembrane  is  present.  Some- 
times symptoms  produced  by  erythema  mul- 
tiforme are  rather  marked  and  the  patient 
is  very  toxic. 

Dermatitis  Medicamentosa  — There  is  no 
drug  found  free  in  nature  or  yet  synthesized 
to  which  some  individual  is  not,  or  will  not, 
in  the  future  be  allergic.  Thus,  granting 
cutaneous  involvement,  there  is  no  reason 
whatsoever  why  we  do  not  expect  to  en- 
counter the  mucous  membrane  accompani- 
ments. As  a rule,  the  manifestations  are 
those  similar  to  erjThema  multifoiTne,  al- 
though one  drug,  namely  Dilantin,  is  known 
to  produce  a rather  pathognomonic  easily 
recognized  condition  manifested  by  marked 
hypertrophy  of  the  gingivae. 

Pemphigus — Pemphigus,  when  it  involves 
only  the  mucous  membranes,  cannot  be 
diagnosed  with  absolute  certainty  without 
a biopsy.  The  vesicles  and  bullae  are  thin- 
walled,  flaccid,  and  arise  from  a noninflam- 
matory, apparently  normal,  skin.  The  lesions 
rupture  easily,  leaving  large,  tender,  denud- 
ed surfaces.  When  the  lesions  are  limited 
entirely  to  the  mucous  membranes,  one  must 
resort,  as  a rule,  to  either  biopsy  or  await 
cutaneous  involvement  before  an  accurate 
diagnosis  can  be  made.  Occasionally,  the 
finding  of  acantholytic  cells  from  the  base 
of  a vesicle  will  establish  the  diagnosis. 

Lichen  Planus  — This  disease  should  be 
discussed,  if  for  no  other  reason,  because 
of  its  close  resemblance  to  leukoplakia.  Lich- 
en planus  of  the  mouth  accompanies  lichen 
planus  of  the  skin  in  about  twenty-five  per 
cent  of  the  cases.  The  cutaneous  diagnosis 
is  not  particularly  difficult  and  the  disease, 
although  known  to  recur  and  of  a chronic 
nature,  occasions  no  serious  sequelae.  Oc- 
casionally, however,  lichen  planus  of  the 
mouth  precedes  or  exists  to  the  exclusion  of 
cutaneous  involvement.  In  such  cases,  a 
diagnosis  is  difficult  and  may  easily  be  con- 
fused with  leukoplakia  in  which  there  is  no 
cutaneous  accompaniment,  as  well  as  lupus 
erythematosus,  which  does,  as  a rule,  in- 
volve the  cutaneous  surface.  The  mucous 
membranes  in  lichen  planus  look  as  though 
they  have  been  touched  with  silver  nitrate. 
The  individual  lesions  appear  as  bluish-white 


lines,  placques,  or  striae,  and  seem  to  be 
imbedded  in  the  mucosa  rather  than  definite- 
ly elevated  as  a leukoplakia.  Where  the 
lines  cross,  there  can  be  seen  small  bead- 
likp  areas.  The  lesions  are  not  infrequently 
circinate.  Diagnosis  is  usually  substantiated 
by  the  cutaneous  eruption,  which  consists 
of  pruritic  polygonal  shaped,  slightly  scaly 
papules  with  a purplish  sheen  to  tangential 
light,  and  found  for  the  most  part  on  the 
flexor  surfaces  of  the  forearms.  Biopsy  is 
frequently  necessary  in  both  the  mucous 
membrane  lesions  as  well  as  their  cutaneous 
accompaniments.  Treatment  of  the  mucous 
membrane  lesions  themselves  is  very  un- 
satisfactory, often  persisting  after  the  cutan- 
eous lesions  have  yielded  to  mercury,  ar- 
senic, bismuth,  or  irradiation.  Recently, 
however.  Vitamin  A lozenges,  as  much  as 
200,000  units  daily,  have  been  of  definite 
value  in  certain  selected  cases. 

Lupus  Erythematosus  — Lupus  erythema- 
tosus, when  unaccompanied  by  cutaneous 
lesions,  is  indistinguishable  from  lichen 
planus  or  leukoplakia.  Fortunately,  the  skin 
manifestations  are  usually  present  and,  in 
most  cases,  easily  recognized.  The  disease 
begins  as  scaly  lesions  over  the  malar 
eminences  which  gradually  coalesce  and 
spread  over  the  bridge  of  the  nose  in  a but- 
terfly or  bat-wing  fashion.  Individual  le- 
sions show  rather  marked  atrophy  with  fol- 
licular plugging.  Occasionally,  the  disease 
exists  in  a disseminated  form  in  which  the 
lesions  are  more  widespread,  the  patient 
toxic,  and  in  which  there  is  existing  leu- 
kopenia. Such  cases,  until  the  use  of  ster- 
oids, usually  terminated  fatally.  The  mucous 
membrane  lesions  are  sharply  demarcated 
with  central  erosions  and  peripheral  bluish- 
purple  or  reddish  borders.  When  the  lesions 
are  present  on  the  vermillion  border  of  the 
lips,  they  are  very  similar  in  appearance 
to  the  discoid  lesions  of  the  skin.  When  in 
doubt  as  to  exact  diagnosis,  a biopsy  should 
be  done  as  all  of  these  conditions  have  dis- 
tinctive histologic  characteristics. 

Addison’s  Disease  — This  is  one  of  the 
many  causes  of  hyperpigmentation  of  the 
mucous  membranes.  When  accompanied  by 
marked  asthenia,  loss  of  weight,  cutaneous 
pigmentation,  and  hypotension,  diagnosis  is 
practically  clinched. 

Peutz- Jaeger’s  Disease  — Here  there  are 
noted  tannish-brown  to  even  black,  usually 
macular,  discolorations  of  the  lips  and  buc- 
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cal  mucous  membranes,  frequently  accom- 
panied by  intestinal  polyposis.  As  a rule, 
the  intestinal  polyposis  is  of  a benign  nature, 
but  malignancy  has  been  known  to  accom- 
pany such  mucosal  lesions. 

Vitamin  Deficiencies  — The  mucous  mem- 
branes are  frequently  associated  with  vit- 
amin deficiencies,  such  as  the  splitting  at 
the  commissures  accompanying  riboflavin- 
osis,  the  bald  tongue  of  pellagra,  sore  tongue 
and  glossitis  associated  with  purpuric  and 
hemorrhagic  lesions  in  scurvy,  and  not  in- 
frequently in  mild  chelitis  associated  with 
Vitamin  A deficiency. 

Leukemia  — The  various  types  of  leu- 
kemia may  likewise  manifest  themselves 
about  the  oral  mucosae,  either  as  a sole 
manifestation  or  accompanied  by  cutaneous 
manifestations.  The  mucosal  lesions  are 
usually  hemorrhagic  or  necrotic,  although 
occasionally  isolated  nodules  have  been  not- 
ed. 

Infectious  Mononucleosis — Recently  there 
has  been  described  small  petechial  lesions 


of  the  palate  associated  with  this  condi- 
tion. It  appears  early  and  is  of  definite 
diagnostic  value  when  seen. 

Conclusions 

1.  Some  of  the  more  common  lesions  of 
the  oral  mucosa  have  been  discussed. 

2.  Many  of  these  lesions  are  benign  in 
natui’e,  local  in  character,  and  their 
importance  rests  for  the  most  part 
in  their  recognition  as  such,  and  thor- 
ough reassurance  to  the  patient. 

3.  Mucosal  manifestations  of  systemic 
disorders  have  been  discussed,  and 
their  importance  stressed. 

4.  To  diagnose  many  of  these  conditions 
accurately  requires  thorough  correla- 
tion of  all  available  clinical  and  lab- 
oratory findings,  including  hematolog- 
ical, bacteriological,  histological  stud- 
ies. 

5.  The  importance  of  a thorough  knowl- 
edge of  the  more  common  mucous 
membrane  lesions  is  emphasized. 


The  basic  philosophy  of  Social  Secui’ity  is  Marxian  inasmuch 
as  part  of  the  purpose  is  to  redistribute  income.  Such  redistribution 
must  be  on  a compulsory  basis  because  the  producers  of  wealth 
do  not  care  to  be  stripped  by  a redistribution  process.  They  do 
not  surrender  the  money  they  have  earned  unless  they  are  com- 
pelled to,  except  in  the  case  of  the  genuinely  needy.  (Challenge  to 
Socialism,  15:  No.  32,  Aug.  17,  1961). 
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The 

Infant's  Watering  Eye 

The  I960  TREATMENT  AND  MANAGEMENT 


After  the  infant  reaches  seven  to  ten  days  of 
age,  tearing  and  exudation  may  be  noted  in  an 
eye  — the  "watering  eye."  This  is  due  to 
stenosis  of  the  lower  end  of  the  nasolachrymal 
duct.  If  treated  at  once,  a single  probing  of  the 
duct  may  result  in  cure.  If  the  condition  be  per- 
mitted to  continue,  inflammation  sets  in.  If  treat- 
ment is  delayed  for  six  months  or  so,  concretions 
may  form  at  the  inferior  end  of  the  duct,  and 
treatment  becomes  more  complicated  and  pro- 
longed. 

—EDITOR 

The  newborn  is  thought  to  start 
fonning  tear^  seven  to  ten  days 
after  birth.  The  secretions  pres- 
ent before  this  time  have  been  attributed  to 
the  irritating  effect  of  the  silver  nitrate  or 
antibiotic  drops  used  at  the  time  of  birth. 
When  these  secretions  persist  during  the 
first  week,  a conjunctivitis  is  considered 
present,  and  any  of  the  usual  treatments  for 
conjunctivitis  are  found  satisfactory. 

The  newborn  that  shows  signs  of  tearing 
with  or  without  exudation  after  the  seventh 
to  tenth  day  is  the  subject  of  this  communi- 
cation. In  five  per  cent  of  all  newboms 
tearing  and  exudation,  which  may  resemble 
a conjunctivitis,  will  persist  in  spite  of  all 
treatment.  These  are  the  youngsters  with 
the  watering  eye.  Proper  early  recognition 
and  treatment  can  effect  a permanent  cure. 
These  babies  have  their  difficulty  because  in 
all  newborns,  the  lower  end  of  the  nasolac- 
rymal  duct  is  not  patent,  and  in  five  per  cent 
they  remain  closed,  retaining  the  tears.  In 
the  other  95  per  cent  the  appearance  of  the 
tears  causes  a spontaneous  opening  of  the 
duct. 

Broggi^  states,  “The  history  of  pooling  of 
tears  or  epiphora  in  any  infant  over  ten  days 
of  age  should  be  considered  serious.”  If  the 
duct  is  not  patent,  creating  a dacryostenosis, 
it  soon  leads  to  infection  of  the  sac  with  ex- 
udation and  the  typical  dacryocystitis.  The 
dacryostenosis  is  easily  corrected,  but  the 
dacryocystitis  is  more  difficult  to  cure  the 
longer  it  has  been  present.  This  difficulty 
results  from  the  foinnation  of  calcareous  de- 
posits at  the  dependent  portion  of  the  sac. 

The  optimum  time  to  treat  dacryostenosis 
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is  as  soon  as  the  diagnosis  has  been  made. 
The  history  of  the  pooling  of  tears  in  the 
lacrymal  lake,  or  epiphora,  should  make  one 
very  suspicious  of  stenosis.  The  continua- 
tion of  the  condition  with  the  appearance  of 
exudate  should  be  a danger  signal  for  im- 
mediate attention  to  the  stenosis  which  must 
be  present.  In  infants  up  to  2 to  3 months 
of  age,  if  it  is  possible  to  hold  the  youngster 
still,  the  tear  sac  should  be  probed  immedi- 
ately. This  can  be  done  as  an  office  proce- 
dure without  any  anesthetic.  One  probing 
is  usually  sufficient,  especially  if  the  infant 
is  under  one  month  of  age.  Groggi^  feels 
that  the  apparent  spontaneous  cures  result- 
ing from  conseiwative  treatment,  such  as 
massage  over  the  sac,  leave  at  best  a pat- 
ent stenotic  duct  which  is  readily  subject  to 
further  insults  of  recurrent  obstruction  with 
inflammation. 

If  the  dacryostenosis  persists  vdthout  ade- 
quate treatment,  it  soon  will  become  a dac- 
ryocystitis. Up  to  the  third  month,  ade- 
quate treatment  will  still  give  good  results, 
but  may  require  more  than  one  probing  be- 
fore a cure  is  obtained.  Broggi^  divided  his 
patients  in  a group  under  three  months  of 
age  and  a second  group  over  six  months  of 
age.  In  the  gi’oup  three  months  and  young- 
er one  probing  was  sufficient  to  obtain  a 
permanent  cure.  In  the  second  group,  over 
six  months  old,  the  first  probing  uncovered 
calcified  obstruction  in  the  lower  end  of  the 
sac,  and  more  than  one  probing  was  neces- 
sary to  cure  the  condition.  Dana^  cites  the 
necessity  of  performing  a dacrycystorhynos- 
tomy  on  a four  month  old  youngster  because 
of  the  calcareous  deposits  and  failure  of  sev- 
eral attempts  to  cure  by  probing. 

One  out  of  every  five  youngsters  with 
daciyostenosis  or  daciyocystitis  has  a bi- 
lateral situation.  Some  men  feel  that  if  one 
side  is  affected,  the  fellow  side  should  also 

*Read  before  Omaha  Mid-West  Clinical  Society,  October  31., 
1960. 
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be  probed.  This  is  rather  extreme,  but  indi- 
cates how  seriously  some  ophthalmolo^sts 
view  the  condition. 

Conclusion 

1.  Congenital  dacryostenosis  is  best  treat- 
ed by  probing  as  soon  as  the  diagnosis  is  es- 
tablished. If  carried  out  by  the  second  to 
third  month,  it  can  be  done  as  an  office  pro- 
cedure without  the  need  for  a general  anes- 
thetic. 

2.  If  the  child  is  uncooperative  because 
of  age,  a general  anesthesia  for  probing  is  in- 
dicated. If  the  first  probing  does  not  effect 
a cure,  a second  and  even  a third  should  be 
performed. 


3.  If  the  condition  has  been  present  too 
long,  and  probing  is  not  successful  in  obtain- 
ing a cure,  dacryocystorhynostomy  must  be 
considered  and  performed.  The  permanent- 
ly tearing  eye  with  exudation  is  a constant 
source  of  danger  to  the  individual’s  sight 
throughout  the  remainder  of  life. 
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Most  hospitals  have  a salaried  specialist  on  the  staff:  A study 

of  370  hospitals  in  New  York  revealed  that  51%  have  a radiolo- 
gist or  pathologist  full  time  and  37%  part  time;  and  32%  have  other 
specialists  full  time,  31%  part  time.  Of  all  practicing  physicians, 
15%  are  engaged  in  full-time  hospital  employment.  (From  Pat- 
terns of  Disease). 
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SPECIAL  ARTICLE  : 


Medico-Legal 

Problems 


MEDICAL-LEGAL  problems  are 
very  much  a part  of  the  physi- 
cian’s practice  today. 

Many  authorities  are  of  the  opinion  the 
incidence  of  malpractice  cases  is  on  the  in- 
crease. However,  the  size  of  the  judgments 
awarded  has,  in  general,  been  smaller.  This 
is  felt  to  be  due  to  improvements  in  the  mal- 
practice laws  and  better  handling  of  mal- 
practice cases  by  the  profession  itself. 

I have  been  a member  of  the  legal  ad- 
visory committee  of  The  Nebraska  State 
Medical  Association  for  approximately  fif- 
teen years.  I can  say  that  there  has  been 
no  reduction  in  the  number  of  threats  and 
suits  filed  in  this  state  annually. 

Fortunately  for  us,  the  vast  majority  of 
cases  have  remained  in  the  threat-stage 
which  brings  up  what  precipitates  medical- 
legal  action  and  also  what  might  be  done  to 
prevent  such  action. 

First  of  all,  the  physician  who  has  a 
friendly  relationship  with  his  patient  is  in 
a far  better  position  to  withstand  an  un- 
expected calamity  than  the  physician  whose 
relationship  with  the  patient  is  just  the  op- 
posite. While  there  is  no  guarantee  such  a 
friendly  relationship  will  eliminate  legal  ac- 
tion, there  is  fai’  less  chance  of  a patient 
bring-ing  suit  against  the  doctor  whom  he 
considers  his  friend. 

It  is  of  interest  to  study  the  reasons  why 
a patient  decides  to  bring  suit  for  malprac- 
tice. It  has  been  very  noticeable  that  cause 
No.  1 has  been  where  a doctor  has  gotten 
what,  in  the  patient’s  opinion,  is  a poor  re- 
sult. 

No.  2,  the  first  factor  is  further  com- 
pounded by  the  doctor  who  has  had  diffi- 
culty to  collect  an  account  which  the  pa- 
tient feels  he  or  she  does  not  owe  — or 
feels,  for  some  reason,  is  unjust.  The  physi- 
cian institutes  strenuous  measures  to  collect 
the  account.  The  patient,  in  turn,  brings 
action  against  the  doctor  on  the  basis  of  his 
poor  result. 

If  the  doctor  were  to  resort  to  one  of  two 
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procedures,  he  veiy  often  could  save  himself 
the  disagreeableness  and  anxiety  of  having 
an  action  filed  against  him.  First  of  all, 
he  should  allow  the  statute  of  limitation  on 
the  malpractice  to  run  before  ever  attempt- 
ing to  sue  the  patient  for  his  account.  As 
you  know,  the  statute  of  limitation  gives  the 
doctor  at  least  two  years  longer  to  collect 
the  account. 

Second,  if  it  actually  appears  that  the  pa- 
tient has  a bad  result,  and  it  is  apparent  he 
has  no  intention  of  paying  his  account,  it 
is  much  wiser  for  the  physician  to  forget 
the  account  than  be  too  insistent  in  his  col- 
lection and  find  himself  in  litigation  that 
could  prove  costly. 

Informed  Consent 

It  is  very  important  for  physicians  to  pay 
attention  to  the  change  in  legal  trends.  It 
is  no  longer  sufficient  to  merely  have  the 
patient’s  consent  for  a certain  therapeutic 
procedure.  Many  of  the  courts  have  expect- 
ed the  doctor  to  explain  all  the  adverse  com- 
plications that  might  arise  from  such  a pro- 
cedure. Emphasizing  the  point  that  many 
of  the  actions  today  do  not  directly  involve 
malpractice  itself;  the  majority  of  actions 
are  brought  against  physicians  in  many 
types  of  practice. 

As  has  been  demonstrated  by  a survey 
carried  out  by  the  American  Medical  Asso- 
ciation’s law  department,  headed  by  Mr.  C. 
Joseph  Stetler,  the  following  statistics  are 
pertinent : 

— That  44  per  cent  of  the  A.M.A.  mem- 
bership are  specialists; 

— That  50  per  cent  of  the  malpractice 
suits  involved  specialists; 

— That  63  per  cent  of  those  suits  had  to 
do  with  surgical  procedures; 

— That  67  per  cent  of  those  procedures 
were  done  in  hospitals. 

Let  me  emphasize,  again,  the  point  that 
suits  are  more  often  filed  today  because  of 
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poor  results  of  treatment  than  because  of 
alleged  actual  malpractice. 

Another  point  that  I think  is  worth  em- 
phasizing is  that  the  profession  in  general, 
probably  does  not  realize  how  many  of  its 
members  have  malpractice  action  filed  against 
them.  When  such  an  action  has  been  filed, 
it  has  become  quite  a serious  emotional  haz- 
ard to  the  defendant  physician,  partly  be- 
cause of  the  embarrassment  created  by  such 
an  action,  and  partly  because  he  does  not 
know  what  the  result  of  such  an  action 
might  mean  professionally  or  economically. 

If  the  defendant  physician  has  a fairly 
definite  idea  how  to  conduct  himself  under 
such  circumstances,  I think  it  has  been 
quite  clearly  shown  that  he  does  not  have 
too  much  reason  to  be  more  than  sensibly 
concerned. 

Mr.  Stetler  has  further  shown  in  his 
A.M.A.  survey  that  there  are  living  today 
18,500  physicians  who  have  had  malpractice 
claims  or  suits  brought  against  them,  which 
makes  it  quite  apparent  that  the  problem  is 
certainly  not  rare.  As  already  stated,  the 
majority  of  actions  are  not  those  involving 
true  malpractice;  rather,  it  is  dealing  with 
a disappointed  patient  which,  of  course, 
every  practicing  physician  has. 


In  other  words.  I’ve  tried  to  say  when 
a person  is  served  with  a summons  that 
there  is  no  need  for  him  to  panic.  It  might 
be  of  interest  to  know  that  there  have  been 
two  physicians  in  this  state  in  the  last  few 
years  who  have  experienced  vascular  acci- 
dents that  were  fatal  while  in  the  process 
of  defending  themselves  in  a malpractice 
action. 

The  first  step  every  potential  defendant 
should  take  is  to  immediately  contact  the 
people  who  are  qualified  to  represent  him, 
namely,  his  insurance  carrier  and  his  at- 
torney. 

In  conclusion,  proper  relationship  be- 
tween physician  and  patient  is,  without  a 
doubt,  the  most  effective  prophylaxis 
against  malpractice  action. 

There  is  nothing  rare  about  doctors  being 
threatened  with  legal  action.  It  is  no  long- 
er a reflection  on  the  doctor’s  ability  in  the 
vast  majority  of  cases. 

There  is  an  encouraging  note  in  the  fact 
that  judges  are  more  rigid  in  their  demands 
on  the  plaintiff  to  prove  malpractice;  and, 
in  general,  judgments  in  malpractice  cases 
over  the  country  are  smaller  than  they  were 
foh  a time. 


“Proctosigmoidoscopy  is  the  most  important  procedure  in  the 
examination  of  the  rectum  and  colon.  In  our  experience,  over  80 
per  cent  of  the  detected  lesions  could  have  been  discovered  only  by 
this  tecnique  . . .”  (Emerson  Day:  The  Cancer  Detection  Examina- 
tion. Ca  11:103,  June,  1961). 
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WHAT'S  NEW  f 


Whaf's  New  In  Microbiology 

SPASTIC  COLITIS  OR  AMEBIASIS? 


HEN  confronted  with  a patient 
complaining  of  recurrent  intest- 
inal symptoms  of  pain,  bor- 
borygmus  and  mushy,  gassy  stools,  we  physi- 
cians in  this  geogi’aphic  area  rarely  think 
of  amebiasis.  The  reasons  are  many.  First 
of  all,  one  usually  associates  amebiasis  with 
the  tropical  diseases,  consciously  or  uncon- 
sciously, and  thereby  discounts  it  as  a likely 
diagnoses.  Secondly,  the  tendency  is  to  as- 
sociate amebiasis  with  the  textbook  picture 
of  E.  histolytica  amebic  dysentery,  con- 
sciously or  unconsciously,  and  thereby  dis- 
count the  whole  host  of  lessor  amebic  infes- 
tations. Thirdly,  most  textbooks  covering 
the  subject  treat  E.  histolytica  rather  thor- 
oughly, but  relegate  other  amebic  parasites 
to  the  usually  or  definitely  non-pathogenic 
category.  So  much  is  this  philosophy  in- 
gi’ained  in  our  thinking  that  a parasitologist 
recently  reported  stool  examinations  NEGA- 
TIVE, when  in  fact  they  contained  Dienta- 
moeha  fragilis  and  Endolimax  nana.  His  in- 
formation indicated  they  were  “non-patho- 
genic.”  This  is  reminiscent  of  the  “nega- 
tive” chest  X-ray  report  made  on  the  basis 
of  no  obviously  active  disease.  The  prob- 
lem, of  course,  hinges  on  the  interpretation 
of  the  word  pathogenic.  It  is  in  error  to  re- 
port these  stools  negative,  but  that  is  an- 
other story. 

Fourthly,  and  a most  impoi’tant  reason,  is 
that  adequate  stool  examinations  are  consid- 
ered time-consuming  and  difficult  to  do. 
Laboratory  technicians,  by  and  large,  dislike 
doing  them.  The  net  result  is  that  few 
stool  examinations  are  done  and  minimal 
reliance  is  placed  on  the  results  obtained 
from  those  that  are  done. 

Lastly,  it  is  far  too  easy  to  make  a diag- 
nosis of  “spastic  colitis,”  treat  with  anti- 
spasmatics  and  a word  about  living  habits, 
and  dismiss  the  patient  from  one’s  mind. 
Not  all  of  this  need  be  so.  There  are  rela- 
tively simple  means  whereby  those  cases  of 
amoebic  colitis  amongst  us  bearing  the  diag- 
nosis of  spastic  colitis  can  be  uncovered  and 
treated. 

First  of  all,  a few  erroneous  impressions 
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should  be  corrected,  Amoebiasis  does  exist 
as  an  endemic  disease,  not  only  in  the  trop- 
ics but  everyhere,  including  Nebraska.  Sev- 
eral cases  will  be  cited  to  bear  this  out. 

Disease  can  be  produced  by  amoeba  other 
than  E.  histolytica.  This  fact  has  been 
pointed  out  in  Nebraska  as  long  ago  as  1927 
by  Covey.  1 Harrison^  and  Cecil  and  Loeb® 
in  their  textbooks  of  medicine  fail  to  men- 
tion non-F.  histolytica  amebiasis,  but  Mac- 
Kie,  Hunter  and  Wolfe^  in  their  more  com- 
plete treatise  on  tropical  medicine  state  “The 
syndrome  commonly  ascribed  to  this  organ- 
ism (Dientamoeba  fragilis)  consists  of  I'e- 
ciiy'Hng  episodes  of  flatulence*  associated 
with  the  evacuation  of  two  or  three  loose, 
‘mushy’  stools  each  day.  There  is  no  mucus, 
blood,  or  inflammatory  exudate  in  the  feces.” 
Also  “heavy  infections  of  the  intestinal 
tract  (by  Giardia  lamblia)  are  not  infre- 
quently accompanied  by  chronic  recurring 
diarrhea*  and  variable  degrees  of  flatulence 
and  distension.  There  is  no  blood  or  inflam- 
matory exudate  in  the  stools.  Constipation 
is  usual  in  the  inteiwals  between  attacks.” 
How  many  would  subject  a patient  with 
those  symptoms  to  laxative  and  cleansing 
enema  followed  by  a barium  enema  to  nile 
out  cancer,  but  would  neglect  a good,  thor- 
ough stool  examination? 

An  18-year-old  white  man  (D.M.) 
presented  himself  to  our  clinic  in  Sep- 
tember, 1960,  complaining  of  recurrent 
episodes  of  diarrhea  for  five  years. 
There  was  never  blood  associated  with 
his  diarrhea,  but  he  always  experienced 
a marked  amount  of  tenesmus  and  bor- 
boiygmus.  There  was  never  a month 
in  which  he  was  free  from  one  or  more 
attacks.  When  they  came  they  lasted 
several  days.  His  diagnosis  here  and 
elsewhere  had  been  “functional  bowel 
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disorder.”  His  treatment,  antispasmod- 
ics.  He  had  never  been  out  of  the  state. 
On  laxative  stool  examination  his  speci- 
men was  loaded  with  Dientamoeba  fra- 
gilis.  Two-week  treatment  with  Diodo- 
quine  removed  the  amoeba  from  his  in- 
testinal tract  and  his  symptoms  along 
with  them.  Follow-up  examinations  for 
two  months  were  negative.  The  patient 
remained  symptom-free,  and  grateful 
through  his  last  visit  in  April,  1961. 

An  18  - year  - old  central  - Nebraska 
woman  (R.L.)  had  been  having  recur- 
rent diarrhea  for  many  years.  Her 
physician  told  her  flatly  she  had  a neiw- 
ous  bowel  and  that  he  was  tired  seeing 
her  about  it.  Physical  examination  re- 
vealed abdominal  distension,  tympany 
and  hyperperistalsis.  A laxative  stool 
contained  10  to  15  motile  amoebic  tro- 
phozoites per  “high  powered  field,”  later 
identified  as  Endolimax  nana.  Follow- 
ing two  weeks  of  Diodoquine  therapy, 
her  symptoms  had  not  abated,  and  a re- 
peat stool  examination  revealed  per- 
sistence of  the  amoebic  infestation. 
Following  ten  days  of  atabrine  and  sev- 


en days  of  carbarsone,  her  stools  were 
clear  and  her  symptoms  gone.  She  re- 
mained thus  through  the  next  month 
until  the  end  of  the  school  term,  her 
first  month  of  diarrhea-free  existence 
for  several  years. 

In  addition  to  these  cases  we  have  ob- 
served and  treated  one  other  with  Dienta- 
moeba fragilis  infestation,  one  other  with 
Endolimax  nana  infestation,  and  one  with 
mixed  Dientamoeba  fragilis  and  Endolimax 
nana.  The  latter  had  a right  lower  quad- 
rant mass  and  tenderness  variously  suspect- 
ed as  being  chronic  appendicitis,  but  who 
responded  to  atabrine-carbarsone  treatment 
with  disappearance  of  the  mass  and  tender- 
ness. All,  with  the  exception  of  the  latter, 
were  Nebraska  patients  with  long  histories 
of  recurrent  diarrhea. 

There  is  available  to  Nebraska  physicians 
through  the  State  Health  Department,  a 
simple  method  for  diagnosing  amebiasis.^ 
Developed  in  1949,  and  recently  discussed 
very  thoroughly  by  Brooke,®  it  consists  of 
collecting  a series  of  stool  specimens  follow- 
ing Epsom  salt  catharsis.  Labeling  them  in 


Figure  1.  A two-vial  kit  for  collecting  stool  specimen,  showing  method  of  preservation  and  examination 
for  recovering  stages  of  intestinal  parasites.  (From  Brooke,  M.  M.,  Sc.  D. : PVA-Fixative  Tecnique  in  the 
Laboratory  confirmation  of  Amoebiasis.  Triangle  4:326  (Dec.)  1960.) 
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sequence,  a portion  of  each  is  immediately 
emulsified  in  PVA  (polyvinyl  alcohol)  fixa- 
tive and  shipped  to  the  State  Health  Labora- 
tory for  staining  and  examination  (figure 
1).  Experience  has  shown  that  cysts  and 
trophozoites  thus  fixed  can  be  shipped  half- 
way round  the  world  and  examined  several 
months  later  without  loss  of  diagnostic 
character] sties. Portions  of  the  first-passed 
stool,  emulsified  in  a 5-10  per  cent  forma- 
lin-containing vial,  can  similarly  be  shipped 
for  examination  for  ova  and  larvae  of  other 
intestinal  parasites  as  well  as  amoebic  cysts. 
These  kits  can  be  obtained  free  of  charge  by 
writing  the  Director  of  Laboratories,  State 
Capitol  Building,  State  Health  Department, 
Lincoln,  Nebraska.  It  seems  reasonable 
that  a few  kits  of  this  nature  should  be 
available  in  every  physician’s  office  for  use 
as  an  important  diagnostic  tool  in  problems 
involving  recurrent  diarrhea. 

Summary 

Recurrent  abdominal  distress  with  diar- 
rhea, frequently  diagnosed  as  spastic  or 
neiwous  colitis,  may  be  undiagnosed  intest- 
inal amebiasis.  Not  all  cases  of  amoebic 
colitis  are  caused  by  E.  histolytica,  but  may 
be  the  result  of  a heavy  infestation  of  Di en- 


tamoeba fragilis,  Endolimax  nana,  Giardia 
lamblia  or  other  intestinal  protozoan  para- 
sites. Such  parasitic  infestations  are  en- 
demic in  Nebraska  and  should  be  considered 
in  every  differential  diagnosis  of  mild  but 
chronically  recurring  diarrhea.  A simple, 
inexpensive  method  of  making  such  a diag- 
nosis through  the  use  of  State  Health  De- 
partment facilities  is  recommended. 
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“Localized  cancer  is  usually  small  and  characteristically  does 
not  produce  symptoms  . . . Therefore,  the  only  method  of  detecting 
cancer  in  the  most  favorable  stage  for  cure  is  periodic  examination 
of  the  asymptomatic  adult.”  (Emerson  Day:  The  Cancer  Detec- 

tion Examination.  Ca.  11:103,  June,  1961). 
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SPECIAL  CONTRIBUTION 


Neurological  Nuances  of 

Neoplastic  Diseases 


(Leukemia,  lymphoma  and  myeloma  will 
be  discussed  separately). 

ITH  almost  any  neurologic  syn- 
drome, and  especially  in  older 
age  groups,  the  diagnostician 
will  consider  extraneurologic  malignancy  as 
one  of  the  etiologic  possibilities.  Some  cases 
are  ultimately  “diagnosed  backwards ad- 
mitted for  a neurologic  syndrome,  studied 
mostly  from  a neurologic  standpoint,  the  le- 
sion skillfully  or  fortuitously  tracked  do\vn 
to  its  primary  source  — or  ultimately  diag- 
nosed at  the  postmortem  table. 

Among  patients  with  malignant  disease, 
the  following  clinical  groups  are  encoun- 
tered : 

1.  Those  in  whom  malignant  disease  is  not 
diagnosed  or  not  suspected. 

2.  Those  who  have  now,  or  have  had  (even 
long  ago),  a malignant  neoplasm  diagnosed 
and  treated  sufficiently  early  that  meta- 
stases  appear  unlikely.  There  are  no  clinical 
findings  of  metastases.  The  relationship 
between  the  primary  malignancy  and  the 
present  neurologic  syndrome  cannot  imme- 
diately be  established. 

3.  Those  known  to  have  malignancy  and  in 
whom  metastatic  disease  is  anticipated. 

4.  Those  known  to  have  metastatic  malignant 
tumor. 

The  neurologic  manifestations  of  malig- 
nant disease  then  may  be; 

1.  The  first  and  only  immediate  clinical  mani- 
festations of  any  disease  whatsoever. 

2.  Part  of  a more  general  picture  of  maligiiant 
disease,  concomitant  to  symptoms  referable 
to  the  primary  neoplasm  or  metastases  in 
other  systems. 

3.  A later  manifestation. 

4.  A terminal  manifestation. 

5.  “Silent”  or  obscured,  to  be  discovered  only 
on  postmortem  examination. 

Statistics  concerning  the  prevalence  of 
secondary  neurologic  involvement  are  often 
confusing  because  they  do  not  delineate  into 
which  of  the  above  five  categories  reported 
cases  belong. 

Interestingly,  the  neurologic  pictures  of 
extraneurologic  malignancy  are  not  simply 
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encompassed  by  syndromes  of  metastatic  le- 
sions of  the  brain  or  spinal  cord.^  The  neu- 
rologic nuances,  guises  and  disguises  of  the 
secondary  effects  of  maligancy  are  many; 

1.  Metastatic  invasion  of  the  nervous  system. 

2.  “Toxic”  carcinomatous  syndromes  (“neuro- 
myopathies”). 

3.  Undiagnosed  visceral  malignancy. 

4.  Hypoglycemic  syndromes. 

.5.  Primary  carcinoma  of  endocrine  glands. 

6.  Vascular  lesions:  Endocarditis  (nonbacteri- 
al)  with  cerebral  embolism.  Thrombophle- 
bitis. 

7.  Other  biochemical  syndromes. 

Metastatic  Invasion  of  the  Nervous 
System 

This  clinical  group  may  be  outlined  ac- 
cording to  the  presenting  or  predominant 
site  of  metastatic  invasion  in  the  nervous 
system.  These  anatomical  syndromes  may 
overlap  or  merge. 

Skull  and  Dura.  These  are  uncommon 
sites  of  metastasis,  readily  diagnosed  by 
X ray  although  the  primary  source  may  be 
silent  and  remain  undiagnosed  until  biopsy 
reports  return.  Stomach,  lung,  prostate, 
thyroid  and  breast  tumor  (none  outstand- 
ingly a predominant  source)  are  recorded 
as  usual  primary  neoplasms. 2- ^ 

Cerebrum.  The  most  frequent  sources  of 
cerebral  metastasis  are  lung  and  breast 
cancer.  Skin,  gastrointestinal  and  renal  can- 
cer follow  in  frequency,  then  adrenal,  blad- 
der, testis  and  uterus.  In  children,  meta- 
static brain  tumors  usually  arise  from 
adrenal  gland  (neuroblastoma)  and  kid- 
ney.^- ® 

Approximately  10  per  cent  of  patients 
with  carcinoma  of  the  lung  reveal  clinical 
signs  and  symptoms  of  intracranial  involve- 
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ment  as  the  Tpresenting  complaint.  Even- 
tually, almost  50  per  cent  of  patients  with 
carcinoma  of  the  lung  develop  intracranial 
metastases.®’  ® 

In  one  neurosurgical  clinic,  4 per  cent 
of  all  intracranial  tumors  were  found  to  be 
metastatic.  Reports  of  general  pathological 
statistics  indicate  that  metastatic  intra- 
cranial lesions  may  run  as  high  as  18  per 
cent  of  all  brain  tumors.^ 

Pulmonary  neoplasms  usually  metasta- 
size in  the  first  year.  ]\Iany  (two-thirds) 
of  mammary  cancers  metastasize  in  the  sec- 
ond and  third  years  after  removal.  Cancer 
of  internal  genitalia  may  not  metastasize  for 
one  to  tv^o  years  after  surgery.  Carcinoma 
of  kidney  and  thyroid,  and  melanoma  may 
not  metastasize  until  four  years  after  sur- 
gery.2 

One  neurosurgical  clinic  learned  that  only 
one-third  of  the  cases  of  lung  cancer  could 
be  diagnosed  by  routine  chest  X rays.^ 

Again,  many  of  these  patients  come  to  neu- 
rologic or  neurosurgical  attention  first.  In 
half  of  these,  clues  concerning  etiolog\'  are 
minimal  and  latent,  discovered  only  by  care- 
ful study.  Even  then,  a consistent  percent- 
age (up  to  17  per  cent  in  some  clinics)  are 
diagnosed  only  at  autopsy . ® Females, 
with  a higher  incidence  of  breast  cancer, 
have  a better  opportunity  to  early  diagnosis. 

The  following  clues  may  be  helpful : 

Patient’s  age  over  40. 

Relatively  short  present  illness;  seldom  over  a 
few  months;  often  much  less. 

May  be  rapid  onset  and  evolution. 

A progressive  course,  though  may  be  intermit- 
tent or  fluctuating. 

Elevated  sedimentation  rate.i® 

Papilledema  not  common  until  late. 

Spinal  fluid  protein  elevated  in  many  cases. 
Carcinoma  cells  in  spinal  fluid  sediment. 

Cerebral  metastases  may  be  solitary  or 
multiple.  ]\Iost  of  them  are  supratentorial, 
subcortical  in  a cerebral  hemisphere,  usually 
in  a segment  supplied  by  the  middle  cerebral 
artery.  Increased  intracranial  pressure  is 
more  apt  to  be  present  with  a temporal  lobe 
mass  or  multiple  metastases.  Cerebral  hemi- 
spheres are  more  often  involved  than  cere- 
bellum and  cerebellum  more  than  brainstem. 

Epileptic  seizures  appear  as  the  initial 
symptom  in  almost  10  per  cent  of  these 
supratentorial  lesions  and  become  definite 
symptoms  in  about  27  per  cent  of  these  cases. 


The  hypophysis  may  be  involved  by  meta- 
static carcinoma,  occasionally  in  solitaiy 
fashion ; this  usually  remains  asjTnptomatic. 

Carcinoma  cells  in  cerebrospinal  fluid 
sediment  are  reported  in  18  per  cent  of  cases 
of  metastatic  cerebral  tumors. In  some 
instances  this  examination  provided  the  first 
clue  in  unsuspected  cases.  The  number  of 
neoplastic  cells  in  the  spinal  fluid  appears 
related  to  metastatic  activity.  A routine 
search  should  be  made  in  all  cases  where  a 
metastatic  lesion  must  be  considered. 

The  EEC  is  as  valuable  in  detecting  meta- 
static carcinoma  as  it  is  in  detecting  primaiy 
brain  neoplasms.  Lesions  smaller  than  2 
cm.  in  diameter  may  be  missed.  Those  in 
temporal  and  frontal  lobes  are  more  fre- 
quently detected.’'-^® 

Meninges  and  Suharachnoid  Space.  Men- 
ingeal carcinomatosis,  commonly  arising 
from  pulmonary,  breast  and  gastric  carci- 
noma, may  disclose  the  following : 

Many  of  the  features  cited  for  cerebral  meta- 
stasis (above),  excepting  usually  a less  rapid 
onset  and  no  focal  findings. 

“.Meningitis”  clinical  picture;  headache  often 
outstanding. 

“Encephalitis”  clinical  picture  with  mental 
changes  predominant  (acute  or  chronic  brain 
syndrome). 

Radicular  (sensory  nerve  root)  syndrome, 
quickly  multiple  or  widespread. 

Cauda  equina  syndrome. 

Cranial  nerve  palsies  (especially  extra-ocular 
muscles). 

Spinal  fluid  findings: 

Increased  protein 
Increased  cells  (lymphocytic) 

Decreased  sugar 
Malignant  cells 

Focal  cerebral  signs  (as  aphasia,  hemiplegia) 
rare. 

EEG  and  air  studies  usually  not  helpful  in  di- 
agnosis. 

Subarachnoid  bleeding  associated  with 
meningeal  invasion  is  said  to  be  typical  of 
melanomas  and  hypemephromas.^^ 

The  clinical  picture  may  actually  mimic 
a subacute  infectious  neurologic  disease  with 
gradual  onset  of  headache,  nausea  and  vom- 
iting, a mild  febrile  elevation,  ocular  neiwe 
palsy,  meningism,  somnolence,  acute  brain 
syndrome  (delirium)  and  an  increase  of 
cells  in  the  spinal  fluid. 

Once  this  condition  is  diagnosed,  life  ex- 
pectancy is  usually  less  than  three  months. 


550 


Nebraska  S.  M.  J. 


Cranial  Nerves.  These  are  usually  in- 
volved from: 

1.  Distal  primary  sites,  as  part  of  the  picture 
of  meningeal  carcinomatosis,  described 
above. 

2.  Adjacent  primai'y  neoplasm  originating  in 
orbit,  nose,  paranasal  sinuses,  pharynx  or 
inner  ear,  occasionally  larynx,  parotid  gland 
and  glomus  jugulare.  This  involvement  is 
mostly  extracranial,  at  least  initially. 

By  the  time  cranial  nerves  are  involved, 
these  neoplasms  are  in  advanced  stages. 
Malignant  lesions  in  the  posterior  nasal 
sinuses,  pharynx  and  inner  ear  are  particu- 
larly difficult  to  diagnose  early.  Neurologic 
symptoms  are  the  first  symptoms  in  25  per 
cent  of  cases.i® 

Most  of  the  ear-nose-throat  neoplasms  are 
squamous  cell  carcinomas,  but  lymphosar- 
coma, ectopic  mixed  salivary  tumors,  fibro- 
sarcoma, Hodgkin’s  disease,  and  even  my- 
eloma are  occasionally  seen.i’^ 

Nasopharyngeal  neoplasms  tend  to  be  “si- 
lent” until  they  block  a nasal  passage  or 
eustachian  tube  or  spread  to  cei’vical  lymph 
chains.  Pain  does  not  become  a prominent 
symptom  until  ulceration  or  bone  invasion 
occur.  Unilateral  tinnitus  and  deafness  are 
eventually  followed  by  unilateral  sixth  cra- 
nial nen^e  palsy,  thence  third  and  fifth  nerve 
involvement,  or  a fifth  and  sixth  paralysis 
appears.  If  the  metastases  spread  more  pos- 
teriorly, nerves  IX  to  XII  may  be  among 
the  first  involved. 21 

Paranasal-sinus  neoplasms  commonly 
arise  in  maxillary  or  ethmoid  sinuses.  They 
are  more  common  in  men.  Fairly  obvious 
local  symptoms  usually  precede  cranial  nerve 
involvement.^*’  22 

Carcinoma  of  the  middle  ear  may  occur 
after  longstanding,  chronic  otitis  media,  or 
spontaneously.  Hearing  loss  and  local  dis- 
charge are  the  only  initial  symptoms. 

A rapidly  growing  tumor  of  the  parotid 
gland  accompanied  by  paralysis  of  the  VII 
nerve  is  almost  invariably  malignant.^* 

Orbital  neoplasms  (sarcoma,  neuroblas- 
toma, glioma,  lacrimal  cell,  lymphoma,  my- 
eloma, leukemia)  and  ocular  neoplasms 
(retinoblastoma,  melanoma)  may  spread  in- 
to the  subarachnoid  space,  baso-frontal  re- 
gion of  skull,  anterior  cranial  nerves  (I 
through  VI),  cavernous  sinus  and  brain  sub- 
stance.2*’ 


Glomus  jugulare  t u m o r s (also  called 
chemodectomas  and  nonchromaffin  para- 
gangliomas) may  arise  in  the  jugular  fossa 
in  the  temporal  bone  beneath  the  bony  floor 
of  the  middle  ear.  Most  patients  are  fe- 
males, ages  30-60,  with  a fairly  long  present 
history,  often  as  long  as  seven  years.  The 
customary  growth  is  upwards  and  often 
manifests  itself  first  as  a local  ear  condi- 
tion with  unilateral  tinnitus,  hearing  loss, 
aural  discomfort  and  discharge,  as  well  as  a 
visible  polypoid  mass  protruding  from  the 
eroded  membrana  tympani.  Later,  more 
prominent  local  pain,  dizziness  and  seventh 
nerve  loss  may  be  followed  by  fifth  neiwe 
and  ninth  to  twelfth  nerve  involvement. 
While  many  of  these  tumors  are  benign,  they 
may  become  malignant  and  metastas- 
ize.is.  25,  26  Occasionally  these  tumors  arise 
from  the  carotid  body  in  which  case  symp- 
toms may  be  more  confined  to  the  neck. 
Rarely  they  may  present  first  as  an  intra- 
cranial tumor  arising  from  the  temporal 
bone.2'^’  2*’  29 

Ne^'ves  of  Neck  and  Mediastinum. 

Cervical  sympathetic  plexus 

Phrenic  nerve 

Recurrent  laryngeal  nerve 

Interruption  of  cervical  sympathetic  fi- 
bres, to  produce  at  least  unilateral  ptosis 
and  miosis,  is  commonly  the  result  of  malig- 
nancy in  patients  over  50.  Most  of  these  are 
involvements  of  the  cervical  sympathetic 
trunks,  with  carcinomas  of  lung  strikingly 
common.  Of  benign  tumors,  thyroid  aden- 
omas and  neurofibromas  are  usually  found.*® 

Interruption  of  phrenic  nerve  (paralysis 
of  diaphragm)  and  recurrent  laryngeal 
nerve  (paralysis  of  vocal  cord)  may  like- 
wise develop  with  primary  or  metastatic 
malginancy  deep  in  the  neck  or  in  thoracic 
viscera. 

Spinal  Cord.  Metastatic  syndromes, 
which  overlap  and  merge,  may  be  anatomic- 
ally outlined  thus: 

1.  Vertebral,  with  or  without  pathologic  frac- 
ture and  compression. 

2.  Epidural  mass  lesion. 

Spinal  cord  compression 
Sensory  nerve  root  invasion 
Cauda  equina  invasion 

3.  Intramedullary  invasion. 

No  level  of  the  cord  is  spared  this  possi- 
bility; even  prostatic  carcinoma  may  metas- 
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tasize  maximally  to  the  cei'S'ical  spine,  on  oc- 
casion. 

In  females,  breast,  lung,  and  hunphoma 
provide  the  most  frequent  primary  source; 
in  males,  lung,  kidney,  lymphoma,  myeloma, 
and  prostate.  Thyroid  neoplasms,  while  less 
common,  often  metastasize  to  vertebrae.® 

The  vertebral  - epidural  metastatic  syn- 
drome is  by  far  the  most  common:®^ 

Acute  or  subacute  onset. 

Back  and  radicular  pain. 

Rapid  progression  in  hours  or  days. 

Paraplegia. 

Sensory  loss  below  level  of  lesion. 

Herpes  zoster  at  level  of  compression. 

Spinal  fluid  block  frequent  but  not  invariable. 

Elevated  spinal  fluid  protein.  (Glucose  normal). 

High  incidence  of  diagnosis  by  X rays  of  spine. 

Myelography  often  indicates  nature  of  patho- 
logic lesion  if  other  examinations  do  not. 

While  breast  carcinoma  is  readily  recog- 
nized, carcinoma  of  lung  and  kidney  and 
hunphoma  may  be  definitely  missed  and  di- 
agnosed only  after  laminectomy  and  biopsy 
or  at  postmortem. 

Carcinoma  of  breast  with  epidural  spread 
commonly  discloses ; 

A history  of  back  and  radicular  pain. 

Vertebral  lesioiis  on  X ray. 

Relatively  gradual  progression. 

Carcinoma  of  lung  or  kidney  with  epidural 
spread  commonly  discloses : 

No  clue  as  to  origin  in  at  least  2.5  per  cent  of 
cases. 

Often  no  pain. 

No  findings  in  vertebral  X rays. 

Rapid  onset  and  progression. 

Lesions  of  cauda  equina  commonly  pre- 
sent : 

Severe  low  back  pain. 

Radiation  into  one  or  both  legs,  coccyx,  perine- 
um. 

Insidious  weakness  and  sensory  loss. 

^'ertebral  lesions  on  X ray. 

^'ery  high  spinal  fluid  protein  levels. 

Primary  bone  neoplasms  of  the  vertebrae 
are  of  many  types.  ^Multiple  myeloma  is  the 
most  frequently  primaiy  malignancy  in  this 
site,  affecting  the  age  group  of  40-60.  Sar- 
comatous degeneration  of  osteitis  deformans 
(Paget’s  disease)  may  readily  impinge  on 
intraspinal  structures.®®  Osteogenic  sar- 
coma, chondrosarcoma  and  Ewing’s  sar- 


coma occasionally  occur  in  the  verte- 
brae.®®- ®^-  ®®  Chordoma  comprises  another 
not  common  Wpe  of  tumor  of  the  vertebral 
column,  arising  from  embryonic  remnants 
of  the  notocord.  About  10  per  cent  of  these 
metastasize.  ]\Iost  arise  in  the  sacrococcy- 
geal area  (50% ) ; about  35  per  cent  appear 
intracranially  (basi-sphenoid,  clivus,  odon- 
toid process,  sella) ; 15  per  cent  may  be  lo- 
cated anywhere  along  the  vertebral  col- 
umii 

Intramedullary  spinal  cord  metastasis  is 
less  conmion,  possibly  found  in  only  one  or 
two  per  cent  of  cases  of  metastatic  disease 
affecting  the  spinal  cord.^®  Lung,  breast, 
kidney  and  melanoma  appear  to  provide 
most  sites  of  origin.  Differentiation  from 
epidural  malignancy  m a y be  suspected 
when : 

Pain  and  tenderness  not  outstanding. 

Lower  motor  neurone  weakness  present  at  seg- 
mental level  of  lesion  with  spastic  paresis  be- 
low. 

Xo  findings  on  spinal  puncture. 

Xo  findings  on  X ray  of  spine. 

Myelogram : intramedullary  enlargement  or  no 
findings. 

Plexus. 

Brachial 

Lumbosacral 

The  brachial  plexus  may  be  invaded  by 
carcinoma  of  the  breast,  lung,  or  thyroid 
gland,  occasionally  from  other  neck,  salivaiy 
gland,  larjmgeal,  esophageal  or  thjTnus  mal- 
ignancies. Syndromes  of  shoulder  pain  and 
those  appearing  like  ceiwical  neiwe  root  irri- 
tation are  conmion.^^  Often  an  early  clue 
lies  in  the  finding  of  an  accompanying  Hor- 
ner’s syndrome  or  vocal  cord  paralysis.  Pan- 
coast’s syndrome  (or  superior  pulmonaiy 
sulcus  syndrome)  consists  of:^“ 

An  apical  pulmonary  lesion. 

Nearby  rib  erosion. 

Pain  in  shouldei,  scapula  or  arm. 

Atrophy  of  hand  muscles. 

Horner’s  syndrome. 

Other  signs  of  lower  plexus  disease. 

Progession  to  total  paralysis  and  anes- 
thesia of  the  arm  may  occur. 

The  lumbosacral  plexus  may  be  invaded 
by  malignancy  originating  in  the  pelvis, 
retroperitoneal  and  renal  sites  to  cause  low 
back  and  leg  pain.  Muscles  of  the  whole 
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limb  may  become  involved,  proximal  as  well 
as  distal.  Although  pain  may  start  in  one 
root  distribution,  it  soon  encompasses  more 
and  even  becomes  bilateral.^® 

Peripheral  Nerve.  With  recent  enthusi- 
asm centered  on  nonmetastatic  carcinomat- 
ous neuromyopathy  (to  be  described  below), 
sight  has  almost  been  lost  of  the  fact  that 
malignant  tumors  do  infiltrate  peripheral 
nerves.^'^  Degenerative  changes  of  myelin 
and  axones  are  found  extending  from  the 
sites  of  invasion. 

Proximal  trunks  and  nerves  are  first  and 
principally  involved. 

Neoplasms  in  Children.  The  following 
neoplasms  are  common  in  children  :■**’ 

Leukemias. 

Brain  tumor  (primary). 

Malignant  tumors  of 

Kidney. 

Adrenal  and  sympathetic  nervous  system. 

Bone,  connective  tissue. 

Eye  and  orbit. 

Leukemias  are  discussed  in  another  chap- 
ter. Primary  brain  tumors  are  not  within 
the  scope  of  this  discussion. 

Kidney  neoplasm  (commonly  Wilm’s  tu- 
mor) occurs  usually  in  a child  under  age  five. 
Local  mass  and  renal  symptoms  are  primary 
findings.  Metastasis  to  the  brain  is  com- 
mon. 

Adrenal  or  sympathetic  - nervous  - system 
neoplasms  (neuroblastomas)  arise  from 
adrenal  medulla  or  peri-adrenal  tissue.  Oc- 
casionally they  appear  anywhere  in  the 
sympathetic  chain  (retroperitoneum,  medi- 
astinum, cervical).  The  child  is  usually  un- 
der age  three.  A mass-lesion  is  followed 
by  metastases  to  liver,  bones,  orbits,  men- 
inges, and  lymph  nodes. 

“Toxic”  Carcinomatous  Syndromes 
(Carcinomatous  Neuromyopathies) 

Besides  metastatic  invasion,  malignancies 
may  exert  other  pathologic  influences  on  al- 
most any  part  of  the  nervous  or  striated 
muscular  systems.®®  These  effects  are  ten- 
tatively believed  to  be  “toxic,”  “metabolic,” 
possibly  viral  or  immunologic.  These  phe- 
nomena are  reported  to  occur  occasional- 
ly long  before  the  primary  neoplasm  is 
manifest;  they  may  or  may  not  disappear 
with  removal  of  the  lesion ; and,  rarely,  they 


first  appear  following  removal  of  the  le- 
sion. 

The  incidence  and  severity  of  neurologic 
syndromes  is  not  related  to  the  size  or 
growth  rate  of  the  neoplasm.  Carcinoma  of 
the  lung  is  most  frequent  in  these  cases,  but 
other  primary  sites  may  be  found,  as  ovary, 
prostate,  breast,  and  rectum.  Mixed  syn- 
dromes are  common  but  for  study,  an  ana- 
tomical breakdown  will  be  used. 

The  following  are  the  most  frequent  and 
best  delineated  of  the  many  possible  syn- 
dromes seen  :®2. 53. 54. 55,  so 

1.  Cerebellar  degeneration. 

2.  Sensory  neuropathies,  both  radicular  and 
peripheral  nerve. 

3.  Myasthenic  syndromes. 

4.  Myopathies. 

Ce7'ehrum.  Reported  particularly  with 
lung  carcinoma,  without  findings  of  cerebral 
metastases,  are  patients  with  a syndrome  of 
severe  eynotional  depression,  ch7'onic  brain 
s7jndrome  (dementia),  and  fluctuating  state 
of  consciousness.^'^’  T h es  e symptoms 
may  make  their  appearance  two  to  six 
months  before  attention  is  called  to  the  basic 
disease.  Although  hepatic  insufficiency  ap- 
pears ruled  out  in  the  cases  reported,  blood 
ammonia  levels  and  possible  pulmonary  in- 
sufficiency (with  CO,  narcosis)  deserve  fur- 
ther study. 

Lymphocytes  up  to  48  per  cu.  mm.  and 
protein  to  120  mg.  per  100  cc.  may  be 
found  in  spinal  fluid  of  these  cases.  There 
is,  of  course,  no  evidence  of  spinal  block. 

Ce7-ebellum.  Subacute,  cortical  cerebellar 
degeneration  may  appear,  progressing  rap- 
idly (weeks  or  months)  or  occasionally 
slowly  over  a year’s  time.  It  may  be  ac- 
companied by  degeneration  of  the  spinal  pos- 
terior columns  (which  carry  position  and 
vibratory  sense)  and  chronic  brain  syndrome 
(dementia).®®’  ®® 

Ataxia,  tremor,  dysarthria  and  nystagmus 
are  typical.  Spinal  fluid  changes  may  be 
found  as  described  under  Cereb7'um. 

Brain  Stem  (Pons,  Medulla).  Various 
bulbar  palsies,  including  ptosis  and  paralysis 
of  extra-ocular  muscles  may  occur.  Exten- 
sor (Babinski)  plantar  responses  are  com- 
mon. Widespread  degeneration  of  motor 
cells  in  these  areas  may  be  found  at  autopsy. 
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Spinal  Cord.  At  least  some,  occasionally 
considerable,  degeneration  of  posterior  col- 
umns occurs  among  these  cases®®  Less  fre- 
quently, degeneration  of  lateral  columns 
( pyramidal  tract)  and  anterior  horn  cells  oc- 
curs. 

The  Guillain-Barre  picture  of  myeloneu- 
ropathy  has  also  been  described  as  occur- 
ring, even  as  the  first  manifestation  of  pul- 
monary carcinoma.®^ 

Sensory  (Posterior)  Roots  and  Ganglia. 
This  is  a common  site  of  affliction,  charac- 
terized by  degeneration  and  loss  of  neurones, 
often  with  intense  lymphocytic  infiltration. 
Pain,  burning,  paresthesias  and  dysesthesias 
may  be  severe  and  considerable  sensory  loss 
may  occur  in  radicular  distributions.  Inter- 
estingly, these  syndromes  may  vanish  spon- 
taneously and  unpredictably  even  before  di- 
rect evidence  of  cancer  is  discovered.®^- ®3- 
Spinal  fluid  protein  is  generally  elevated. 

Peripheral  Nerve.  Clinical  pictures  of  de- 
generation of  peripheral  nerves  have  been 
observed  and  with  unexplainable  remissions. 
H o w eve  r,  considerable  peripheral  nerve 
symptomatology  may  also  be  due  to  loss  of 
neurones  in  spinal  anterior  horns  and  the 
sensory  root  ganglia. 

Motor  End-Plate  (Neuromuscular  Junc- 
tion). Carcinomatous  myasthenia,  a s>ti- 
drome  resembling  myasthenia  gravis,  may 
occur,  particularly  with  pulmonary  carci- 
noma (and  especially  the  small  cell  broncho- 
genic carcinoma).  Head  (“bulbar”),  neck 
and  particularly  proximal  limb  musculature 
becomes  quite  weak  and  reveals  considerable 
sensitivity  to  curare-like  drugs.®®  Apparent- 
ly some  of  these  cases  respond  definitely  to 
neostigmine,®®-®®  but  this  observation  is  not 
confirmed  by  others.®"-  ®®  Interestingly,  these 
cases  often  reveal  a temporary  increase  in 
strength  with  exercise.  The  electromyo- 
gram appears  of  diagnostic  value,  revealing 
particularly  quantitative  differences  from 
myasthenia  gravis. 

Striated  Muscle.  A myopathy  (variously 
called  polymyositis  and,  if  skin  lesions  ac- 
company, dermatomyositis)  may  occur  also 
with  the  common  carcinomas  of  lung,  breast, 
stomach,  ovaries,  and  others.  An  acute  rash 
(often  following  exposure  to  sun)  is  followed 
by  proximal  muscular  pain  and  weakness, 
then  atrophy.  More  insidious,  chronic 


forms  are  not  characterized  by  skin  changes 
or  pain.  In  many  instances  these  sjonp- 
toms  precede  recognition  of  the  neoplasm.®® 
Dysphagia  is  common  and  may  be  demon- 
strable on  barium  swallow.  Biopsy  reveals 
varying  mixtures  of  chronic  inflammation 
and  degeneration  of  muscle.  Electromy- 
ographic findings  are  often  diagnostic  of 
polymyositis.  Serum  aldolase  and  glutamic- 
oxalacetic  transaminase  levels  are  elevated.'^® 

Undiagnosed  Visceral  Malignancy 

Syndromes  of  pain,  personality  or  mood 
change,  weakness  and  lassitude  with  “no 
findings”  on  examination  may  lead  the  pa- 
tient to  neurologic  or  psychiatric  consulta- 
tion or  both.  Our  present  tendency  to  rely 
on  single,  and  more  or  less  routine.  X-ray 
studies  may  be  misleading. 

Carcinoma  of  the  body  or  tail  of  the  pan- 
creas is  most  representative  of  this  gi’oup. 
These  patients  are  usually  men  (2:1)  over 
the  age  of  45.  Epigastric  pain,  emotional 
disturbance  and  depression  may  comprise 
the  total  clinical  picture  for  many  weeks  or 
even  months.  If  the  pain  spreads  to  the 
left  upper  quadrant  or  back,  or  is  aggravat- 
ed by  lying  down,  these  may  be  clues.  Dis- 
tortion, mass  or  sensitivity  in  the  pancreatic 
region  on  X-ray  study  of  the  gastrointestinal 
tract,  hypoalbuminemia,  blood  in  stools,  or 
hyperglycemia  may  also  provide  direction. 
Systemic  venous  thrombosis  occurs  in  50 
per  cent  of  these  cases.®®- 

Retroperitoneal  and  renal  carcinoma  may 
mask  as  spinal,  nerve  root,  even  herniated 
disc  syndromes.^®- 

Esophageal,  colonic  and  rectal  carcinomas 
also  may  occasionally  present  the  “undiag- 
nosed” picture  of  pain  and  mood  change. 
The  routine  “negative”  X-ray  study  of  the 
gastrointestinal  tract  may  miss  early  cases. 

In  recent  years  there  is  increasing  aware- 
ness of  malignant  carcinoid  tumors  of  the 
gastrointestinal  tract.'^®-  ’^®  This  malignancy, 
too.  may  be  missed  because: 

It  is  often  located  at  small  bowel  sites  and 
may  not  appear  on  early  X-ray  studies. 

It  may  present  misleading  symptoms  in  several 
systems:  pulmonary,  cardiac,  gastrointest- 

inal, neurologic. 

Anxiety-tension-like  episodes  may  be  a major 
complaint. 

Episodic  emotional  symptoms,  blushing,  “black- 
outs,” syncope,  may  occur.77 
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Hypoglycemic  Syndromes 

Malignancy  may  produce  symptomatic 
and  severe  hypoglycemia  whose  manifesta- 
tions are  neurological.  The  following  malig- 
nancies may  do  this ; 

1.  Adenocarcinoma  of  pancreatic  islet  cells. 

2.  Large  fibrous  sarcomas. 

3.  Hepatoma  (primary  carcinoma  of  liver). 

4.  Extensive  liver  damage  from  metastases. 

Recent  literature  bears  somewhat  frequent 
descriptions  of  fibrosarcomas  and  “fibrous 
mesotheliomas”  of  low  malignancy  associat- 
ed with  severe  hypoglycemia.'^*’  *2. 83, 

84,  85,86,87  These  are  usually  diaphragmatic, 
retroperitoneal,  or  pelvic  in  location.  They 
are  nonpancreatic  and  contain  no  demon- 
strable islet  cells.  They  produce  hypogly- 
cemia only  after  becoming  large  and  displac- 
ing viscera.  Hypoglycemia  disappears  with 
removal  of  the  tumor.  The  physiologic 
mechanism  has  not  been  demonstrated  as  yet. 

Persistent  hypoglycemia,  to  the  extent  of 
coma  or  convulsion,  or  both,  is  seen  in  many 
patients  with  primary  carcinoma  of  the 
liver.**’  **’ 

Carcinoma  of  Endocrine  Glands 

Several  endocrine  gland  neoplasms  may 
produce  a variety  of  neurologic  symptoms 
by  excessive  secretion. 

1.  Pancreatic  islet  cell  adenocarcinoma — 

Hypoglycemia. 

2.  Thyroid  adenocarcinoma — 

Chronic  thyrotoxic  myopathy. 

3.  Parathyroid  adenocarcinoma — 

Muscular  weakness,  hypotonia 
Organic  cerebral  mental  syndrome 
Coma 

4.  Adrenal  pheochromocytoma^S  — 

Headache 

Hypertensive  cerebral  vascular  syndromes 
“Anxiety-tension”  symptoms 

5.  Adrenal  cortical  adenocarcinoma  (Cush- 
ing’s) — 

Depressed  mood 
Muscular  weakness 
Neuropathy 
Headache 
Convulsions 

6.  Adrenal  cortical  adenocarcinoma  (Aldoster- 
onism)— 

Hypertensive  cerebral  vascular  syndromes 

Episodic  muscular  weakness 

Paresthesias 

Headache 

Tetany 

7.  Thymomas  (the  status  of  the  thymus  as  an 
endocrine  gland  is  uncertain) — 

Myasthenia  gravis? 


The  relationship  between  thymic  gland 
malignancy  and  myasthenia  gravis  remains 
puzzling.  Somehow  they  appear  associated 
but  the  connecting  links  are  not  understood. 
Thymomas  are  found  in  about  15  per  cent 
of  patients  with  myasthenia  gravis  and  a 
greater  number  of  these  are  malignant  than 
in  nonmyasthenics  with  thymoma.  Their 
presence  is  considered  a grave  prognostic  sign. 
Their  removal  does  not  cause  amelioration  of 
the  myasthenic  disorder.  Myasthenia  has 
been  known  to  appear  after  the  surgical  re- 
moval of  a thymoma.®^’ 9®’ 

Vascular  Lesions 

Nonbacterial  thrombotic  endocarditis  is 
commonly  associated  with  carcinoma.  Car- 
cinoma of  the  lung  provides  most  cases ; car- 
cinoma of  gall  bladder,  pancreas,  stomach 
and  internal  female  genitalia  are  otherwise 
likely  sources.  The  clinical  manifestations, 
originating  usually  in  the  mitral  valve,  are 
largely  those  of  cerebral  embolism.  In  most 
instances  there  are  certain  or  very  sugges- 
tive clinical  evidences  of  the  presence  of  car- 
cinoma when  cerebral  embolism  occurs.  Oc- 
casionally a malignancy  is  present  which 
has  not  metastasized,  is  still  localized  and  is 
surgically  removable.  In  some  clinics  it  is 
reported  that  as  high  as  10  per  cent  of  the 
cases  of  cerebral  embolism  are  due  to  non- 
bacterial thrombotic  vegetations  on  cardiac 
valves.  This  type  of  embolism  provides  one 
of  the  most  common  forms  of  cerebral  vas- 
cular insult  in  patients  with  cancer. 

This  complication  is  most  significant  as 
it  may  be  confused  with  cerebral  metastasis 
in  cases  where  surgical  treatment  of  the  pri- 
mary neoplasm  is  feasible. 1®®’  ^®*’  A 
concurrent,  unexplained  thrombophlebitis  is 
common  in  many  of  these  cases  and  may  as- 
sist to  alert  the  physician  to  the  diagnosis 
of  occult  neoplasm. 

Other  Biochemical  Syndromes 

These  include  neurologic  symptoms  due 
to 

1.  Adrenal  insufficiency. 

2.  Hepatic  insufficiency. 

3.  Renal  insufficiency. 

4.  Hypercalcemia. 

5.  Adrenal  hyperfunction  (Cushing’s). 

6.  Polycythemia. 

7.  Macroglobulinemia. 

Metastatic  Invasion  of  the  Adrenal  Gland. 
Carcinomatous  invasion  of  the  adrenal  cor- 
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tex  is  common,  but  only  rarely  does  it  pro- 
voke a symptomatic  insufficiency  (Addi- 
son’s disease) d®®- This  syndrome 
may  manifest  itself  with,  among  other 
things,  neurologic-like  signs; 

Marked  asthenia,  personality  change  (depressed, 
paranoid). 

Tremor. 

Crises  of  weakness,  shock. 

Convulsions. 

Coma. 

Liver  Involvement.  This  is  usually  a late 
occurence  in  metastatic  disease.  The  liver 
may  occasionally  be  so  extensively  invaded 
by  metastatic  carcinoma  that  multiple  bio- 
chemical defects  produce  the  syndrome  of 
“hepatic  coma”  with  several  of  its  promi- 
nent neurologic  features : 

Organic  mental  changes. 

Tremor. 

Spasticity,  pareses. 

Convulsions. 

Coma. 

Renal  Involvement.  Carcinomas  of  the 
pelvis  (cervix,  prostate,  uterus,  rectum,  blad- 
der) and  retroperitoneal  areas  may  com- 
monly block  the  ureters  sufficiently  to  re- 
sult in  uremia  with  its  neurologic  mani- 
festations : 

Organic  mental  changes. 

Tremors,  myoclonus,  tetany. 

Focal  neurologic  deficits. 

Convulsions. 

Coma. 

Hypercalcemia.  Expected  in  cases  with  ex- 
tensive bone  metastases,  this  is  an  unex- 
plained occurrence  in  an  occasional  case 
of  carcinomatosis  ivithout  bone  metas- 

tases.iii- 112. 113, 114 

This  may  be  manifested  by : 

Acute  or  chronic  organic  mental  syndromes. 

Drowsiness. 

Hypotonia  and  muscular  weakness. 

Adrenal  Hyperfunction.  Recent  reports 
indicate  some  relationship  between  carci- 
noma and  adrenal  hyperfunction. n®>  n®  Cush- 
ing’s syndrome  appears  in  a small  number 
of  patients  with  malignancy.  The  explana- 
tion for  this  is  not  known  as  yet.n'i’  n®  Many 
of  these  patients  disclose  pulmonary  carci- 
noma, chiefly  the  undifferentiated  “oat  cell” 
t y p e.ii9- 120. 121. 122. 123. 124, 125, 126  Qccasional 


cases  are  reported  with  carcinoma  of  pan- 
creas, ovaiy  and  prostate  as  well  as  thy- 

momas.121. 128. 129. 130. 131, 132, 133  gut  few  of 

these  patients  disclose  the  gross  clinical  pic- 
ture of  Cushing’s  syndrome.  In  most  it  is 
readily  evident  on  biochemical  (even  routine 
laboratory)  study  and  gross  and  microscopic 
examination  of  the  adrenal  glands. 

Polycythemia.  Particularly  hyperneph- 
roma, occasionally  renal  adenocarcinoma, 
cerebellar  hemangioblastoma  and  uterine 
myoma  give  rise  to  a distinct  and  even  severe 
polycythemia  due  to  excessive  secretion  of 
erythropoietic  substance. lo®.  lO'i.  iss,  i36, 137,  i38, 
139,  140  Thrombosis  of  intracranial  vessels  is 
not  an  uncommon  complication  resulting. 

Macroglohulinemia  is  a feature  with  some 
neoplasms.  Neurologic  features  and  retinal 
changes  may  be  prominent  in  a small  num- 
ber of  these  patients  due  to  increased  blood 
viscosity,  infiltrative,  exudative,  thrombotic 
and  hemorrhagic  vascular  changes.^^^ 

Focal  vascular  syndromes. 

Diffuse  or  multifocal  syndromes. 

Subarachnoid  hemorrhage. 

Neuropathy. 

Spinal  cord  softening  and  infiltration. 

Mixed  forms. 

Pituitary  involvement  with  metastases  is 
not  rare  but  clinical  syndromes  seldom  re- 

Sult.110.142 

Summary 

Extraneurologic  malignancy  may  manifest 
a number  of  neurologic  nuances,  guises  and 
disguises.  These  neurologic  phenomena  can 
present  the  first,  unclear  clues  that  the  pa- 
tient has  malignant  disease.  In  the  patient 
with  previously  diagnosed  malignancy,  the 
question  may  arise  whether  the  recently  de- 
veloping neurologic  syndrome  indicates  re- 
currence or  metastasis. 

Not  all  of  these  phenomena  are  due  simply 
to  metastasis. 

Cerebral  metastases  and  meningeal  car- 
cinomatosis represent  well  known  neurologic 
syndromes.  The  ear-nose-throat  area  may 
provide  primary  carcinoma  with  cranial 
nerve  deficits  as  first  symptoms.  Interrup- 
tion of  ceiwical  sympathetic  trunks  (Hor- 
ner’s syndrome),  phrenic  nerve  (paralysis  of 
diphragm),  and  recurrent  laryngeal  nerve 
(paralysis  of  vocal  cord)  should  always  alert 
the  clinician  to  the  possibility  of  carcinoma. 
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Vertebral  destruction  and  epidural  spinal 
cord  compression  syndromes  (including 
cauda  equina)  are  commonest  manifestations 
of  metastatic  malignancy  to  the  spinal  cord. 
Paraplegia  rapidly  ensues. 

Nonmetastatic  carcinomatous  effects  in- 
clude the  neuromyopathies  manifested  usual- 
ly by  cerebellar  degeneration,  sensory  radi- 
culitis and  neuropathy,  myasthenic  syn- 
dromes and  myopathy  (polymyositis). 

Undiagnosed  visceral  malignancy  (espe- 
cially carcinoma  of  body  or  tail  of  the  pan- 
creas) may  lead  the  patient  to  neurologic  or 
psychiatric  consultation  because  of  pain, 
personality  and  mood  changes,  and  “no 
findings.”  Malignant  carcinoid  tumors  may 
present  episodic  emotional  distress,  blush- 
ing, “blackouts”  and  syncope. 

Several  malignancies  (pancreatic  islet- 
adenocarcinoma,  large  nonpancreatic  fibro- 
sarcomas and  hepatomas)  may  produce  se- 


vere hypoglycemia  with  its  major  neurologic 
symptomatology. 

Carcinoma  of  several  endocrine  glands, 
with  excessive  secretion,  may  produce  sec- 
ondaiy  neurologic  syndromes. 

Nonbacterial  thrombotic  endocarditis  may 
occur  with  carcinoma  and  result  in  cerebral 
embolism  (even  before  the  primary  has 
metastasized).  This  complication  must  not 
be  confused  with  cerebral  metastasis. 

Occasionally  other  secondary  biochemical 
syndromes  may  appear  with  neurologic  fea- 
tures: Metastatic  invasion  of  the  adrenal 

glands  with  resulting  insufficiency;  exten- 
sive metastases  to  the  liver  with  resultant 
hepatic  insufficiency;  blockage  of  ureter 
with  uremia  occurring ; rarely  hypercalcemia 
of  unexplained  origin. 

NOTE:  The  list  of  References  will  not  be 

published  with  this  article  but  will  be  available 
with  reprints). 


“All  over  the  counti'y  today,  doctors  are  becoming  more  and 
more  aware  of  the  special  needs  of  teenagers,  needs  that  aren’t 
always  medical.  In  some  large  cities,  clinics  for  teenagers  are 
beginning  to  appear. 

“Why  this  new  interest  in  teenage  medicine,  or  ephebiatrics, 
as  it  is  officially  called?  Because  doctors  are  beginning  to  realize 
that  they  can  be  of  special  assistance  to  teenagers  in  a world  that 
seems  to  need  such  help  badly.”  (“What  Teenagers  Want  to  Know,” 
p.  89). 
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ORGANIZATION  SECTION  ^ 


Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 

November  4,  Norfolk,  Norfolk  State  Hos- 
pital 

November  18,  Hastings,  klary  Lanning 
Hospital 

December  2,  Alliance,  Central  School 
Building 

ANNUAL  CLINICAL  SESSION,  NEBRAS- 
KA CHAPTER,  AMERICAN  ACADEMY 
OF  GENERAL  PRACTICE  — November 
19,  1961,  Hotel  Stephenson,  Falls  City. 

MEDICAL  ASPECTS  OF  SPORTS;  Third 
National  Conference,  sponsored  by  the 
A.M.A. ; November  26;  Cosmopolitan  Ho- 
tel, Denver,  Colorado  (in  conjunction  with 
A.M.A.  Clinical  Meeting). 

CLINICAL  MEETING  AMERICAN  MED- 
ICAL ASSOCIATION  — November  28- 
December  1,  1961,  Denver. 

NEBRASKA  STATE  OBSTETRIC  AND 
GYNECOLOGIC  SOCIETY  — Flamingo 
Hotel,  Las  Vegas,  Nevada,  December  1 
and  2,  1961.  (See  “Preliminary  Pro- 
gram” under  “Announcements.”) 

SIXTH  ANNUAL  POSTGRADUATE 
COURSE,  DISEASES  OF  THE  CHEST 
— Recent  Advances  in  the  Diagnosis  and 
Treatment  of  Diseases  of  the  Heart  and 
Lungs;  Los  Angeles,  California;  Decem- 
ber 4 to  8,  1961 ; Statler-Hilton  Hotel ; tui- 
tion, A.A.C.P.  members,  $75;  nonmem- 
bers, $100;  for  details,  write  American 
College  of  Chest  Physicians,  112  East 
Chestnut  Street,  Chicago  11,  Illinois. 

FIRST  INTER  - AMERICAN  CONFER- 
ENCE ON  CONGENITAL  DEFECTS  — 
Sponsored  jointly  by  The  National  Foun- 
dation and  the  University  of  Southern 
California;  Statler  Hotel,  Los  Angeles; 
January  22-24,  1962. 

AMERICAN  COLLEGE  OF  SURGEONS— 
Will  hold  the  following  regional  meetings 
during  1962: 

Los  Angeles,  California,  January  29 
through  February  1,  1962;  for  surgeons 
and  graduate  nurses;  surgeons  at  Stat- 
ler-Hilton; nurses  at  Biltmore. 

Detroit,  Michigan,  March  5-7,  1962 ; Mem- 
phis, Tenn.,  March  26-28,  1962;  and 
Washington,  D.C.,  April  16-18,  1962. 


SEVENTH  ANNUAL  HALL  OF  HEALTH 
At  the  1961  Nebraska  State  Fair 

How  interested  are  people  in  their  own 
health  and  that  of  their  community?  If  the 
1961-Hall-of-Health  exhibit  at  the  Nebraska 
State  Fair  is  any  kind  of  a barometer  then 
it  can  be  said  that  they  are  very  interested. 
The  successful  exhibit  attracted  51,689  fair 
visitors  during  the  six-day  event. 

Those  visiting  the  exhibit  building  were 
exposed  to  facts  and  information  on  many 
phases  of  health.  At  the  display  of  the 
Public  Health  Education  Division  of  the  Ne- 
braska State  Department  of  Health,  they 
had  access  to  hundreds  of  public  health  pub- 
lications by  merely  filling  out  an  order  blank. 
You  could  even  make  application  for  a birth 
certificate.  Moving  across  the  aisle  they 
saw  a heart  lung  machine  demonstrated  by 
the  Nebraska  Heart  Association.  Although 
many  people  have  heard  of  this  apparatus, 
few  have  actually  seen  it  or  know  how  it  op- 
erates. Next  in  the  adjoining  booth  they 
could  find  out  the  facts  about  fluoridation 
from  the  Nebraska  State  Dental  Association 
members  who  were  there  to  discuss  and  pre- 
sent information  on  the  addition  of  this  ad- 
ditive to  drinking  water.  As  the  visitors 
moved  along  to  the  next  booth,  they  were 
given  literature  and  told  of  the  work  of  the 
Nebraska  Division,  American  Cancer  So- 
ciety. 

Reaching  the  South  end  of  the  building 
they  were  approached  by  a nurse  or  lay 
worker  who  asked,  “would  you  like  to  be 
tested  for  diabetes?”  Many  did,  as  a total 
of  2,219  were  tested.  Of  this  number  20 
were  found  with  positive  reaction  and  each 
was  referred  to  his  family  physician  for 
further  testing.  The  family  physician  was 
also  notified. 

After  receiving  the  results  of  his  diabetes 
test  the  visitor  next  approached  the  booth 
of  the  Nebraska  Veterinary  Association 
which  was  showing  an  exhibit  on  rabies. 
iMany  persons  stopped  to  see  the  exhibit  and 
ask  questions  of  the  members  who  staffed 
the  booth.  The  next  exhibit  in  line  was  the 
Nebraska  Blue  Cross  - Blue  Shield  display. 
Here  many  visitors  stopped  to  comment  that 
they  had  this  coverage  or  to  ask  questions 
about  obtaining  this  plan.  In  the  adjacent 
booth  was  the  exhibit  of  the  Nebraska  Tu- 
berculosis Association  where  they  could  test 
their  knowledge  of  this  disease.  The  display 
listed  ten  questions  about  tuberculosis  which 
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Your  coninbufions  fo 
the  Heart  Fund  have  enabled 
Research  investiqators  to 
develop  life-savinq  instmmeni. 
such  as  this  Hearr-Lunq 
machine 

Machines  of  this  type  have 
been  used  to  successiui  y 
complete  thousands  of  tiejri 
operations  in  Nebraska  and 
throuqhout  the  United  States 


HEART-LUNG  MACHINE 
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could  be  answered  by  pressing  the  yes  or  no 
button.  Some  persons  were  well  informed, 
others  were  not.  Before  leaving  here  they 
were  given  literature  concerning  tuberculo- 
sis. 

Across  the  aisle  the  Nebraska  Society  of 
X-ray  Technicians  displayed  a number  of 
X rays  of  various  parts  of  the  body.  Tech- 
nicians were  on  duty  to  explain  the  pictures. 
The  adjoining  booth  was  staffed  by  the  Ne- 
braska Pharmaceutical  Association  which 
portrayed  the  field  of  pharmacy  and  pro- 
vided information  concerning  the  opportun- 
ities in  this  field. 

To  many  a foot  weary  visitor  the  cool 
breeze  emanating  from  the  air-conditioned 
theater  beckoned,  and  they  sat  down  to  rest 
and  watch  health  films  covering  everything 
from  arthritis  to  tuberculosis.  During  the 
Aveek  attendance  amounted  to  8,944  persons. 
Forty-one  different  films  were  shown  for  a 
total  of  221  showings. 

Before  leaving  the  building,  everyone 
stopped  to  see  the  intriguing  exhibit  the 
“Plastic  Twins”  which  Avas  obtained  by  the 
Nebraska  State  IMedical  Association.  This 
neAv  exhibit  built  by  the  American  Medical 
Association  at  a cost  of  $10,000,  Avas  truly  a 
shoAv  stopper.  People  thronged  around  the 
exhibit  to  Avatch  the  fourteen  and  one-half 
minute  presentation  Avhich  Avas  tape  record- 
ed. The  tAvins  are  5 feet  7 inches  tall  and 
correspond  generally  to  the  statistical  aver- 
age American  Avoman.  The  exhibit  is  unique 
in  that  it  is  the  only  one  in  Avhich  the  dif- 
ferent systems  of  the  body  have  been  divided 
betAveen  tAvo  models  for  greater  visibility. 
One  model  shoAved  25  organs  of  the  body, 
such  as  the  brain,  stomach,  and  the  blood 
system  Avhile  the  other  shoAvs  the  skeleton, 
consisting  of  200  bones,  and  the  nervous  sys- 
tem. In  observing  the  various  groups  Avhich 
Avatched  the  presentation,  it  Avas  interesting 
to  note  many  individuals  Avho  expressed  sur- 
prise Avhen  they  found  that  some  of  the  or- 
gans of  their  body  Avere  not  located  Avhere 
they  had  assumed  they  Avere. 

With  the  completion  of  this  presentation 
the  fair  visitor  had  completed  his  tour  of  the 
Hall  of  Health.  This  is  the  completion  of 
the  seventh  year  for  this  exhibit  and  it  is 
felt  that  the  visitors  have  been  presented  the 
greatest  array  of  health  information  that 
Avould  ever  be  available  to  them  at  any  one 
time.  If  they  have  been  made  more  mindful 
of  their  OAvn  health  and  that  of  their  com- 


munity then  the  Hall  of  Health  has  served  as 
a useful  tool  in  a program  of  health  educa- 
tion for  the  citizens  of  Nebraska. 


Medicare  in  Operation 

FolloAving  is  a letter  from  the  Office  for 
Dependents’  Medical  Care; 

“The  retention  of  certain  servicemen  be- 
yond their  normal  date  of  expiration  of  ac- 
tive duty  tours  is  essential  in  order  that  the 
augmentation  of  the  Uniformed  Services 
called  for  by  the  President,  can  be  attained. 
Implementation  poses  many  problems. 
Among  them  is  the  valid  identification  of 
the  extendees’  dependents  Avho  Avill  remain 
eligible  for  certain  benefits  Avhile  their  spon- 
sors remain  on  active  duty. 

The  extension  of  tours  of  duty  may  result 
in  some  dependents  being  Avithout  a valid 
Identification  C a r d for  some  time.  The 
basis  of  identification  of  dependents  is,  as 
you  knoAA',  the  Uniformed  Services  Identifi- 
cation and  Privilege  Card  (DD  Form  1173). 
Each  card  carries  an  expiration  date  of  eligi- 
bility. This  date,  in  the  case  of  dependents 
of  noncareer  personnel,  is  the  same  as  the 
expected  date  of  the  sponsor’s  tour  of  ac- 
tive duty. 

In  the  past,  the  “expiration  date”  on  the 
ID  Card  has  been  the  governing  factor  in 
determining  that  eligibility  still  exists.  Since 
the  involuntary  extension  of  the  tours  of 
duty  of  many  servicemen  is  effective  almost 
immediately,  the  probability  exists  that  some 
still-eligible  dependent  Avives  and  children 
may  apply  for  civilian  medical  care  to  Avhich 
they  are  still  entitled.  They  may  not,  hoAV- 
ever,  have  in  their  possession  the  required 
proof  of  their  eligibility. 

No  change  is  contemplated  in  the  provi- 
sion of  the  contract  Avhich  states  that  claims 
may  not  be  processed  for  payment  until  the 
dependents  have  proA^en  their  eligibility  to 
receive  care.  Service  personnel  are  being 
advised  that  it  is  their  responsibility  to  take 
necessaiy  action  to  “up-date”  the  evidence  of 
dependents  eligibility. 

It  is  most  probable,  hoAvever,  that  some 
dependents  Avill  be  in  need  of  authorized 
medical  care  from  civilian  sources  prior  to 
the  time  this  action  has  been  completed.  In 
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such  cases,  the  dependent  has  been  instruct- 
ed to  explain  the  situation  to  the  physician 
and  hospital  authorities.  They  have  been  ad- 
vised to  present,  if  available,  some  tangible 
evidence  such  as  allotment  checks,  official 
orders,  directives,  or  personal  letters  which 
state  the  pertinent  facts  to  the  physician 
or  hospital  to  help  support  the  dependent’s 
claim  of  continued  eligibility. 

The  Office  for  Dependents  Medical  Care 
is  not  empowered  to  broaden  the  “good 
faith”  aspect  of  their  contract.  The  number 
of  dependents  temporarily  “unidentified” 
who  require  medical  benefits  will  not  be 
large. 

In  view  of  the  situation  at  hand,  I would 
appreciate  your  assistance  in  encouraging 
physicians  and  hospitals  to  exercise  patience 
and  understanding  during  the  next  several 
months  when  their  services  are  requested  by 
dependents  of  these  extendees. 

I must  emphasize,  however,  that  no  claims 
may  be  processed  for  payment  unless  the  de- 
pendent has  provided  a valid  DD  Form  1173 
or  a statement  of  eligibility  as  required  by 
the  contract  and  as  outlined  in  ODMC  Let- 
ter No.  1-60.” 

Sincerely, 

W.  D.  Graham 

Brigadier,  General,  MC,  USA 
Executive  Director 


A READER’S  POINT  OF  VIEW 

The  following  letter,  prompted  by  the  edi- 
torial “Design,”  published  in  the  October, 
1961  issue,  is  published  because  it  brings  up 
some  questions  that  are  difficult  to  answer 
and  makes  some  suggestions  of  merit. 

Editor 

Nebraska  State  Medical  Journal 
2900  Jackson  Drive 
Lincoln  2,  Nebraska 

Dear  Sir: 

The  editorial,  “Design”  published  in  the 
October  issue,  does  indeed  reveal  the  com- 
prehensive plan  of  the  socialists  to  make  the 
practice  of  medicine  a business  of  the  federal 
government.  The  objective  of  convincing 
the  electorate  that,  “medicine  is  a public 


utility,  and  deserves  to  be  regulated  as  such,” 
has  succeeded  well. 

It  is  suggested  that  medicine’s  plan  of 
resistance  to  this  design  has  been  faulty,  in 
that  we  have  not  played  the  game  according 
to  the  pattern  established  by  the  socialists. 
We  have  been  too  polite,  have  avoided  the 
political  infighting  of  half-truth  and  innu- 
endo, and  have  forgone  the  offensive  in  fa- 
vor of  defense  only. 

The  federal  government  has  been  in  the 
practice  of  medicine  for  many  years,  through 
the  medical  agencies  of  the  Armed  Forces, 
the  Public  Health  Service,  and  the  Veterans 
Administration.  There  are  millions  of  vet- 
erans who  are  familiar  with  the  quantity  and 
quality  of  its  medical  care,  and  private  medi- 
cine should  remind  them  of  the  production 
line  methods,  treatment  by  commitees,  lim- 
itation of  medication  to  “standardized”  lists, 
limitation  of  physician  choice  to  watch- 
standers.  They  should  be  asked  pointedly  if 
this  is  what  they  now  want  for  themselves 
and  their  dependents  as  the  only  available 
method  of  medical  care. 

Organized  medicine  has  a permanent  of- 
fice and  staff  in  Washington.  Long  over 
due  is  their  use  in  publicizing  the  federal 
government’s  existing  medical  practices.  For 
example,  the  average  patient  stay  in  a gen- 
eral federal  hospital  is  in  excess  of  thirty 
days,  compared  to  a little  over  seven  days 
for  comparable  civilian  institutions.  The 
consequent  huge  disparity  in  cost  could  be 
made  a forceful  item  to  the  disadvantage  of 
the  socialists.  Voluminous  material  in  fed- 
eral records  is  readily  available  for  use. 

Sincerely, 

C.  D.  Bell,  M.D. 

Lincoln,  Nebr. 


A Letter  Explaining  “Policy”  of 
National  Foundation — 

The  following  letter  is  printed  so  that  all 
may  understand  the  underlying  policy-deci- 
sions of  the  National  Foundation  in  relation 
to  payment  or  nonpayment  of  fees  for  care 
of  patients  suffering  with  “acute  or  residual 
paralytic  poliomyelitis.” 
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August  7,  1961 


Fritz  Teal,  M.D. 

President 

Nebraska  State  Medical  Association 
Lincoln,  Nebraska 

Dear  Doctor  Teal: 

Occasionally  National  Foundation  chapters  are 
billed  by  physicians  for  personal  professional  sei’v- 
ices  in  the  care  of  patients  with  acute  or  residual 
paralytic  poliomyelitis.  Although  this  is  not  a wide- 
spread practice,  it  is  at  times  a source  of  embar- 
rassment in  that  current  chapter  patient  aid  policies 
do  not  authorize  payment  of  professional  fees. 

These  policies,  which  became  effective  in  1959, 
were  a result  of  considerable  study  and  discussion. 
Prior  to  that  time,  it  had  been  pennissible  for  Na- 
tional Foundation  chapters  to  reimburse  physicians 
for  their  services,  and  approximately  one-third  of 
our  3100  chapters  had  been  doing  so  in  some  degree. 

Our  decision  to  eliminate  such  payments  was  in- 
fluenced by  several  factors.  We  realized  the  over- 
riding necessity  of  having  unifonn  national  poli- 
cies, since  it  is  quite  common  for  physicians  to  treat 
polio  patients  from  several  chapter  areas.  We 
were  also  aware  of  the  fact  that  physicians  in  some 
communities  had  been  objecting  to  the  practice 
of  the  payment  of  fees  because  of  the  problems 
of  third  party  involvement  and  fee  schedules  which 
had  not  worked  out  to  eveiyone’s  satisfaction. 

Physicians’  criticisms  were  generally  character- 
ized by  a resolution  introduced  into  the  American 
Medical  Association  House  of  Delegates  in  June 
1959  by  the  Tennessee  State  Medical  Society.  This 
resolution,  which  was  subsequently  modified  and 
passed  by  the  House  of  Delegates  in  June  1960, 
in  effect  expressed  disapproval  of  our  past  prac- 
tice of  permitting  payments  of  physicians’  fees 
within  the  judgment  of  the  Chapter  Executive  Com- 
mittee. 

Our  studies  of  the  problem,  w'hich  began  in  1958, 
had  led  to  the  conclusion  that  we  could  not  develop 
a comprehensive  and  fair  fee  policy  devoid  of  exer- 
cised controls  by  a substantial  number  of  lay  ad- 
ministrators of  individual  chapters.  Moreover,  we 
questioned  the  wisdom  of  encouraging  the  expendi- 
ture of  voluntary  contributions  from  a dedicated 
segment  of  our  national  population  to  cover  the 
costs  of  physicians’  services  if  the  patient  is  un- 
able to  pay. 

Current  patient  aid  policies  are  based  on  the  con- 
cept that  the  high  cost  of  catastrophic  illness  de- 
rives from  the  numerous  seiwices  and  lengthy  hos- 
pitalizations necessary  for  adequate  care  of  chronic 
disabling  diseases  rather  than  from  medical  fees. 
We  believe  that  the  economic  burden  of  catastrophic 
illness  should  preferably  be  alleviated  by  giving  as- 
sistance for  the  burdensome  ancillary  costs  of  es- 
sential long-term  or  intensive  cai’e.  Moreover,  we 
believe  that  National  Foundation  assistance  to  fam- 
ilies afflicted  with  such  chronic  diseases  should  be 
available  to  all  who  might  suffer  severe  economic 
hardship  from  such  an  event.  Thus  our  current 
policy  peiTnits  assistance  to  families  of  private  as 
well  as  non-private  patients  without  involvement 
in  the  traditional  patient-physician  relationship,  and 
without  concern  in  the  matter  of  the  physician’s 
and  surgeon’s  fee. 


I write  this  letter  to  you  in  the  hope  that  it  might 
aid  in  the  interpretation  of  our  concept  to  the  medi- 
cal pi'ofession,  and  perhaps  minimize  misunder- 
standings. I should  like  to  add  that  our  staff 
would  be  happy  to  continue  discussions  of  this  com- 
plex problem  and,  if  modifications  of  chapter  pa- 
tient aid  policies  are  desirable,  such  would  be  given 
serious  consideration. 

William  S.  Clark,  M.D. 

Director  of  Medical  Care 

(National  Foundation) 


DOCTOR  DIPLOMATS 

Five  physicians  from  Tulsa,  Oklahoma, 
members  of  the  First  Presbyterian  Church 
of  Tulsa,  are  giving  up  their  practices  for 
six-week  periods  to  serve  voluntarily  at  the 
Miraj  Medical  Center  in  Miraj,  India. 

Dr.  C.  S.  Lewis,  one  of  these  five  Tulsa 
physicians,  recently  reported  to  the  A.M.A. 
on  the  progress  of  the  project  labeled  “Doc- 
tors in  Asia.” 

The  first  of  the  group  of  volunteer  physi- 
cians flew  to  Miraj  in  mid-August.  He  will 
return  at  the  end  of  September  and  the  next 
doctor  will  make  the  trip.  In  all,  the  five 
physicians  will  donate  a total  of  thirty  weeks 
to  the  program.  The  project  is  endorsed  by 
the  Tulsa  County  Medical  Society.  Funds 
for  medical  equipment,  transportation  and 
other  expenses  were  raised  through  church 
and  public  contributions. 

Other  groups  of  American  physicians  are 
also  becoming  interested  in  the  possibility 
of  initiating  a similar  venture  in  their  own 
communities.  For  example,  several  doctors 
met  with  Doctor  Lewis  during  his  A.M.A. 
visit  to  discuss  the  feasibility  of  adopting  an 
overseas  program  which  would  provide  med- 
cal  care  to  another  area  of  the  world  equally 
in  need  of  such  assistance. 

Still  another  example  of  American  physi- 
cians demonstrating  their  interest  and  will- 
ingness to  serve  in  foreign  mission  fields  on 
a temporary  basis  is  shown  by  the  large 
number  of  doctors  who  have  written  to  the 
A.M.A.  Department  of  Internal  Health  in 
the  last  few  months  to  inquire  about  such 
services.  This  new  Department  administers 
a program  approved  last  June  by  the  A.M.A. 
House  of  Delegates  whereby  members  of  the 
A.M.A.  may  volunteer  for  service  in  the  for- 
eign mission  fields  on  a temporary  basis 
when  emergencies  arise.  Cooperating  with 
A.M.A.  in  this  program  are  missionary 
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agencies  representing  every  denomination 
sponsoring  American  medical  missionaries. 

Physicians  interested  in  volunteering  for 
such  services  are  asked  to  write  directly  to 
the  A.M.A.  Department  of  Internal  Health, 
535  N.  Dearborn  Street,  Chicago  10,  Illinois. 


DIAGNOSIS  OF  TUBERCULOSIS 
(July  18,  1961) 

The  implementation  of  the  Nebraska  Ar- 
den House  Conference  on  Tuberculosis 
places  weight  on  diagnosis. 

This  means  diagnosis  of  very  early  disease 
and  estimation  of  progress,  not  only  of  ar- 
rest, but  of  cure.  This  includes  history 
with,  also,  history  of  contacts,  physical  ex- 
amination, tuberculin  test,  X ray,  and  sput- 
um examination,  and/or  other  material  such 
as  exudate. 

This  calls  for  investigation  in  several 
fields.  Assistance  is  available,  if  necessary, 
in  laboratory  differentiation  of  acid  fast  or- 
ganisms, that  is  to  determine  whether  or 
not  they  are  tubercle  bacilli  or  organisms 
simulating  them.  Also  demonstration  of 
other  agents  that  may  be  causing  patholog- 
ical changes  that  simulate  tuberculosis. 

X-ray  examination  and  tuberculin  testing 
should  always  be  used.  Tuberculin  testing, 
of  course,  is  more  valuable  in  infants,  chil- 
dren, and  adolescents,  but  also  in  those 
adults  who  may  be  exposed  to  the  disease 
such  as  students,  nurses,  technicians,  and 
so  forth. 

Consultation  is  always  available.  And 
along  this  line,  discussion  with  Dr.  Rogers, 
and  Dr.  Nutzman  has  assured  this  assistance 
to  those  who  may  ask.  Dr.  Nutzman  will 
be  more  than  pleased  to  help  in  your  prob- 
lems of  diagnosis,  laboratory  examination, 
and  X-ray  interpretation. 

There  is  a brochure  of  small  size  which  is 
very  accurate  and  concise,  compiled  by  the 
American  Thoracic  Society,  which  was  re- 
cently known  as  the  Trudeau  Society  and 
which  is  a medical  branch  of  the  National 
Tuberculosis  Association.  This  can  be  rec- 
ommended very  highly. 

Committee  on  Tuberculosis, 
Nebraska  State  Medical  Society, 
J.  Harrj^  Murphy,  M.D., 
Chairman. 


ANTITUBERCULOSIS  DRUGS 
AVAILABLE 
(July  18,  1961) 

In  persuance  of  the  recommendations  of 
the  Nebraska  Arden  House  Conference  on 
Tuberculosis  which  was  presented  to  the 
Nebraska  State  Medical  Society  in  February 
1961,  these  are  some  points  that  were  includ- 
ed at  that  report. 

First,  the  objective  of  this  conference  is 
elimination  of  tuberculosis  by  treatment. 

Second,  there  are  funds  that  are  just  now 
made  vailable  in  the  State  Department  of 
Health  at  Lincoln,  Nebraska,  for  the  private 
physician  whose  patient  would  be  unable  to 
meet  the  cost  of  antituberculous  drugs;  and 
these  are  available  as  well  to  the  dispensaries 
for  use  with  those  patients  who  receive  them 
in  their  treatment. 

Third,  these  drugs  will  be  sent  to  the 
physicians,  either  private  or  clinic  physi- 
cians, on  application  to  the  State  Health  De- 
partment. 

Fourth,  the  application  should  contain  the 
patient’s  name,  diagnosis  with  stage  of  the 
disease,  tuberculin  test,  sputum  examination, 
and  chest  X-ray  report. 

There  is  a brochure  of  small  size  which  is 
very  accurate  and  concise,  that  has  been 
compiled  by  the  American  Thoracic  Society, 
recently  known  as  the  Trudeau  Society, 
which  is  a medical  branch  of  the  National 
Tuberculosis  Association.  This  can  be  rec- 
ommended very  highly. 

These  drugs  will  be  available  for  treat- 
ment of  acute  cases  and  also  those  cases 
wherein  treatment  may  have  been  discon- 
tinued on  account  of  nonavailability  of  drugs. 
These  drugs  will  be  available  also  for  pro- 
phylactic treatment,  for  example  in  those 
cases  of  primaiy  type  tuberculosis  in  which 
treatment  is  elected. 

Fifth,  occasional  reports  of  progress  are 
asked  to  aid  in  keeping  the  Tuberculosis 
Register  current. 

Committee  on  Tuberculosis, 

J.  Harry  Murphy,  M.D., 
Chairman. 
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Medicine  in  the  News 

From  the  Lincoln  Journal — 

Omaha  is  one  of  two  cities  in  the  nation 
where  Project  IMore  is  being  launched  as  a 
pilot  program  — to  get  more  doctors  — by 
the  American  Academy  of  General  Practice. 

Project  More  has  been  created  as  the  gen- 
eral practice  physicians’  all-out  effort  to  in- 
terest more  high  school  and  junior  college 
students  in  a medical  career. 

New  York  City  is  the  location  for  the 
other  More  project. 

Some  20  Omaha  doctors  will  take  part  in 
Project  More.  They  will  visit  schools  to 
explain  the  medical  profession  to  the  stu- 
dents. 

From  the  Norfolk  News — 

Hundreds  of  persons  came  from  miles 
around  to  shake  hands  with  an  old  Irish 
countr>^  doctor  during  a special  day  set  aside 
in  his  honor  in  September. 

By  proclamation  of  city  officials,  the  day 
was  designated  as  “Doctor  McKee  Day”  in 
Atkinson  in  honor  of  the  71 -year-old  physi- 
cian who  has  administered  to  the  health  of 
the  community  and  has  been  a leader  in  civic 
affairs  for  the  past  46  years. 

Highlighting  the  day’s  events  was  the  par- 
ade on  main  street  featuring  a large  repre- 
sentation of  the  some  3,000  babies  which  the 
doctor  helped  to  bring  into  the  world. 

From  the  Lincoln  Journal — 

The  new  southeast  Nebraska  mental  health 
clinic  for  which  the  Legislature  earmarked 
$74,250  will  open  about  January  1,  1962,  on 
the  Bryan  Memorial  Hospital  campus  in  Lin- 
coln. 

Dr.  Thaddeus  Krush  of  Omaha,  commun- 
ity services  director  for  the  state  mental 
health  program,  said  inquiries  for  the  staff 
posts  of  psychiatrist,  psychologist  and  psy- 
chiatric social  worker  at  the  new  clinic  have 
been  received. 

It  was  emphasized  the  clinic  will  not  inter- 
fere with  private  psychiatric  practice,  that 
clients  must  be  medically  indigent. 

The  Clinic  is  designed  to  serve  about  200,- 
000  residents  in  14  southeastern  Nebraska 
counties,  including  Lancaster. 


Doctors  in  the  News 

Doctors  Offerman  and  Frazier  Receive 
Editorial  Mention — 

The  following  editorial  from  the  Nebraska 
State  Journal  (Sept.  27,  1961)  indicates  ap- 
proval of  political  action  by  the  medical  pro- 
fession : 

Nebraska  physicians,  nonnally  reticent  about  get- 
ting- into  the  pool  of  public  opinion,  made  two  siz- 
able news  splashes  recently.  And  they  appear  to 
be  set  for  a long  swim. 

Dr.  Arthur  J.  Offennan  of  Omaha,  president  of 
the  Nebraska  State  Medical  Association,  urged  that 
organization  to  set  up  a political  action  committee 
and  take  an  active  part  in  public  affairs. 

At  nearly  the  same  time.  Dr.  Maurice  Frazier 
of  Lincoln,  retiring  chainuan  of  the  State  Board  of 
Health,  suggested  some  definite  legislative  changes 
to  members  of  the  Nebraska  Public  Health  Asso- 
ciation. 

Noting  that  the  1961  Legislature,  through  its 
Budget  Comm.ittee,  failed  completely  to  understand 
the  need  for  improved  health  seiwices  in  the  state. 
Dr.  Frazier  declared  “This  association  and  citizens 
must  support  some  new  system  of  taxation.”  He 
also  called  for  a larger  legislative  body. 

Particular  galling  to  Dr.  Frazier  was  the  fact 
that  nothing  has  been  done  to  raise  Nebraska  from 
its  ranking  of  50th  among  the  states  in  state 
health  department  financing.  This  should  bother 
a lot  of  other  persons  too. 

Dr.  Frazier  pointed  up  a distinct  public  problem. 
Dr.  Offerman  has  offered  the  best  possible  way 
to  help  solve  it. 

If  the  medical  profession  of  the  state  will  join 
in  diagnosing  and  prescribing  a remedy  for  Ne- 
braska’s ailments,  the  recoveiy  of  the  state  could 
make  medical  history. 

Doctor  Carl  J.  Potthoff  Receives 
A.M.A.  Appointment — 

Doctor  Carl  J.  Potthoff,  Professor  of  Pre- 
ventive Medicine,  was  appointed  Chairman 
of  the  Committee  on  Emergency  Medical 
Identification,  established  last  June  by  the 
Trustees  of  the  American  Medical  Associa- 
tion. This  committee  will  study  problems 
of  and  devices  for  the  identification  of  civil- 
ians under  peace  and  war  conditions,  and 
make  recommendations.  Other  members  of 
the  committee  are ; 

Colonel  Sterrett  E.  Dietrich,  MC,  U.S. 
Army 

Richard  J.  Ackart,  M.D.,  American  Hos- 
pital Association 

Ralph  H.  Kunstadter,  M.D.,  American 
Academy  of  Pediatrics 
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Carl  N.  Neupert,  M.D.,  Association  of 
State  and  Territorial  Health  Officers 

Harry  Sands,  Ph.D.,  United  Epilepsy 
League 


Nebraska  Graduate  Moves  Up  in  the  Army — 

Major  Halbert  H.  Schwamb,  35,  son  of 
Mr.  and  Mrs.  E.  H.  Schwamb,  5417  Sher- 
wood Drive,  Mission,  Kansas,  has  been  as- 
signed to  the  Medical  Section,  Headquarters, 
Fifth  U.S.  Army,  Chicago. 

Prior  to  his  arrival  in  Chicago,  Major 
Schwamb  was  assigned  as  the  Chief  of  the 
Neurology  Services  at  Brooke  General  Hos- 
pital at  Fort  Sam  Houston. 

Major  Schwamb  attended  Lincoln  High 
School,  Lincoln,  Nebraska,  and  was  gradu- 
ated from  the  University  of  Nebraska,  Lin- 
coln, where  he  received  a Bachelor  of  Sci- 
ence degree.  He  then  attended  the  Univer- 
sity of  Nebraska  at  Omaha,  Nebraska,  and 
obtained  a Doctor  of  Medicine  degree. 

Major  Schwamb  entered  the  Army  in  June 
1950. 

He  is  a member  of  the  Ameiican  Medical 
Association,  American  Academy  of  Neurol- 
ogy and  the  American  Board  of  Neurology. 

Major  Schwamb  and  his  wife,  Frances,  re- 
side at  410  Westgate,  Park  Forest,  Illinois. 


Codeveloper  of  BCG  Vaccine  Is  Dead — 

Doctor  Camille  Guerin,  codeveloper  of  the 
vaccine  BCG,  which  has  been  used  through- 
out the  world  in  combating  tuberculosis,  died 
on  June  9,  1961,  in  his  Paris  home,  at  the 
age  of  89  years.  His  partner  in  the  work 
on  BCG  was  Doctor  Albert  Calmette. 


Doctor  Francis  M.  Pottenger  Dead — 

A contemporary  who  had  a great  deal  to 
do  with  development  and  dissemination  of 
information  about  tuberculosis,  Francis  M. 
Pottenger,  died  on  June  10,  1961,  at  the  age 
of  91.  Doctor  Pottenger,  an  honorary  mem- 
ber of  the  American  Thoracic  Society,  was 
a leading  authority  on  tuberculosis,  past 
president  of  the  American  Sanitorium  Asso- 
ciation, and  was  one  of  the  delegates  to  the 
Fifth  International  Congress  (on  tubercu- 
losis) in  1905. 


Human  Interest  Tales 

Dr.  F.  Thomas  Waring  released  from  the 
armed  forces  has  opened  an  office  in  Fre- 
mont. 

Dr.  Earl  F.  Leininger,  McCook,  has  been 
elected  chairman  of  the  State  Board  of 
Health. 

Dr.  and  Mrs.  Carl  G.  Amick,  Loup  City, 
have  recently  returned  home  from  a trip  to 
Europe. 

Dr.  J.  J.  Connolly,  Fullerton,  was  recently 
called  to  active  duty  with  the  Air  Force  Med- 
ical Corps. 

Dr.  and  Mrs.  Don  Morgan,  McCook,  at- 
tended the  flying  physicians’  meeting  in  Las 
Vegas  in  September. 

Dr.  Herbert  L.  Davis,  Omaha,  presented  a 
paper  at  the  September  meeting  of  the  Amer- 
ican Chemical  Society  in  Chicago. 

Dr.  Donald  Kuxhausen,  Ft.  Leavenworth, 
Kansas,  has  moved  to  McCook  where  he  is 
associated  with  the  members  of  the  McCook 
Clinic. 

Dr.  Russell  Gorthey,  Lincoln,  was  a guest 
speaker  at  a meeting  of  the  Nebraska  So- 
ciety of  Clinical  Hypnosis  held  in  Blair  in 
September. 

Dr.  and  Mrs.  C.  J.  Miller  of  Ord  recently 
celebrated  their  50th  wedding  anniversary. 
Some  200  guests  attended  a reception  in 
their  honor. 

Dr.  and  Mrs.  C.  B.  Dorwart,  Sidney, 
served  as  hosts  for  the  August  meeting  of 
the  Cheyenne,  Kimball,  Deuel  County  Medi- 
cal Society. 

Dr.  Harold  Neu,  Omaha,  presented  a pa- 
per at  the  meeting  of  the  American  Con- 
gress of  Physical  Medical  and  Rehabilitation 
in  Cleveland  in  August. 

Dr.  James  J.  O’Neil,  Omaha,  has  been 
notified  of  his  appointment  to  the  Board  of 
Regents  of  the  International  College  of  Sur- 
geons for  the  State  of  Nebraska. 

Dr.  Cecil  Wittson,  Omaha,  was  the  guest 
speaker  at  the  September  meeting  of  the 
Central  Nebraska  Chapter  of  the  Council 
for  Exceptional  Children  in  Cozad. 

Dr.  Thaddeus  P.  Krush,  Omaha,  was  a 
guest  speaker  at  a meeting  of  members  of 
the  American  Association  of  University 


November,  1961 


569 


Women,  which  was  held  in  Hastings  in  Sep- 
tember. 

The  Lincoln  County  Medical  Society  and 
Auxiliary  hosted  the  members  of  the  Lin- 
coln County  Bar  Association  and  their 
wives  at  a dinner  in  North  Platte,  in  Sep- 
tember. 

Dr.  John  R.  Schenken,  Omaha,  was  a 
guest  speaker  at  the  joint  meeting  of  the 
College  of  American  Pathologists  and  the 
Society  of  Clinical  Pathologists,  in  Seattle, 
in  October. 


Announcements 

(Continued  from  page  519) 

The  American  College  of  Allergists  Announces — 

The  American  College  of  Allergists  an- 
nounces its  Graduate  Instructional  Course 
and  Eighteenth  Annual  Congi*ess,  April  1-6, 
1962,  Hotel  Radisson,  Minneapolis,  Minne- 
sota. For  further  information,  write  to : 
John  D.  Gillispie,  M.D.,  2141  Fourteenth 
Street,  Boulder,  Colorado. 

Alcohol  and  Civilization — 

A postgraduate  symposium  on  “Alcohol 
and  Civilization”  will  be  held  Saturday 
through  Monday,  November  11-13,  1961,  at 
the  University  of  California  Medical  Center, 
San  Francisco.  Twenty-five  distinguished 
scholars  and  investigators  from  five  coun- 
tries will  explore  the  role  of  alcohol  in  con- 
temporary society  from  many  viewpoints,  in- 
cluding that  of  medicine,  socialologj%  anthro- 
pology, basic  biologj',  and  the  law. 

Copies  of  the  program  and  applications 
for  enrollment  may  be  obtained  from  Con- 
tinuing Education  in  Medicine  and  the 
Health  Sciences,  University  of  California 
Medical  Center,  San  Francisco  22,  Califor- 
nia. 

Medical  Arts  Award  Program  Open  to 
Students,  Interns,  Residents — 

Chicago,  Illinois  — An  expanded  award 
program  for  medical  illustration  and  medical 
photography  is  tiow  open  for  entries  from 
medical  students,  interns  and  residents,  it 
is  announced  by  Russell  F.  Staudacher,  ex- 
ecutive director  of  the  Student  American 
iMedical  Association. 

The  S.A.M.A.  Medical  Arts  Award  Pro- 


gi'am,  wdth  cash  awards  to  the  top  three  en- 
tries in  each  of  three  categories  — photo- 
micrography, medical  photography  (black 
and  white  and  color),  medical  illustration  — 
is  sponsored  by  Eaton  Laboratories  Division 
of  The  Norwich  Pharmacal  Company. 

Winners  of  the  1962  Eaton  Awards  will 
be  announced  at  the  12th  annual  meeting  of 
S.A.M.A.,  to  be  held  in  Washington,  D.C., 
next  May  9-13. 

Official  entry  blanks,  with  complete  rules, 
are  available  from  S.A.M.A.  headquarters, 
430  North  Michigan  Avenue,  Chicago  11, 
Illinois.  Deadline  for  entries  is  Februaiw  15, 
1962. 

Prize  winning  prints  and  illustrations  will 
be  incorporated  into  a traveling  exhibit 
which  will  be  available  for  showings  at 
medical  schools  and  hospitals  throughout  the 
nation  immediately  after  the  S.A.M.A.  con- 
vention. 

-\.M.A.  Announces  Conference  on 
Medical  Care — 

The  12th  County  Medical  Societies  Con- 
ference on  Disaster  Medical  Care  will  be  held 
in  Chicago,  November  4-5,  1961,  at  the  Pal- 
mer House. 

Awards  Offered  for  Best  Papers  on 
Allergy  or  Related  Condition — 

The  Women’s  Auxiliary  of  the  American 
College  of  Allergists  is  again  anouncing  two 
awards  which  have  become  features  of  the 
Annual  Meeting.  These  awards  will  be  pre- 
sented at  the  Eighteenth  Annual  Congress 
of  the  American  College  of  Allergists  con- 
vening April  1,  1962,  at  the  Hotel  Radis- 
son, Minneapolis,  Minnesota. 

The  Bela  Schick  Award  will  be  made  for 
the  best  paper  written  by  an  Associate  Mem- 
ber of  the  American  College  of  Allergists. 
In  addition  to  a certificate  of  excellence  this 
award  carries  a cash  prize  of  $150.00. 

The  Clemens  Von  Pirquet  Award,  a cash 
prize  of  $250.00,  and  a certificate  of  award 
will  be  presented  to  the  intern,  resident  or 
medical  student  submitting  the  best  paper 
on  any  aspect  of  allergy  or  its  related  fields. 
Papers  competing  for  this  award  are  to  be 
submitted  in  full  in  quadruplicate  prior  to 
February  15,  1962,  in  order  to  permit  the 
committee  on  judging  to  make  the  correct 
selection  for  the  prize.  The  winning  essay- 
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ist  need  not  be  present  at  the  meeting  to 
receive  the  award. 

The  Women’s  Auxiliary  has  again  set 
aside  funds  for  the  establishment  of  tuition 
Scholarships  for  attendance  at  the  Annual 
Postgraduate  Course  of  the  American  Col- 
lege of  Allergists. 

All  applications  and  submissions  are  to  be 
mailed  to : Mayer  A.  Green,  M.D.,  Program 
Chairman,  6111  Jenkins  Arcade,  Pittsburgh, 
Pennsylvania. 


News  and  Views 

Blue  Shield’s  Record  for  First  Quarter, 

1961,  Exceptional — 

The  nationwide  Blue  Shield  Plans  paid  out 
more  than  $206,000,000  for  surgical-medical 
care  rendered  to  members  during  the  first 
three  months  of  1961,  the  National  Asso- 
ciation of  Blue  Shield  Plans  reported  re- 
cently. 

“The  $206,321,765  paid  on  behalf  of  Blue 
Shield  members  to  the  medical  profession 
represented  a record  high  for  a three-month 
period,  and  accounted  for  nearly  92  per  cent 
of  the  total  income  of  these  medical-surgical 
Plans,”  the  national  association  indicated  in 
its  report.  At  the  same  time,  the  75  Blue 
Shield  Plans  were  reported  to  have  expended 
less  than  10  per  cent  of  total  income  for 
administrative  expenses. 

The  national  association  also  indicated 
payments  to  the  medical  profession  over  the 
past  decade  had  increased  from  approximate- 
ly $165,000,000  in  1951  to  the  1960  figure 
of  $731,131,187. 

William  H.  Heavey,  New  Executive  Director 
Blue  Cross-Blue  Shield,  Nebraska — 

Nebraska’s  Blue  Cross-Blue  Shield  were 
fortunate  in  the  appointment  of  Mr.  William 
H.  Heavey  as  Executive  Director  of  the 
Plans  following  the  death  of  Mr.  Joseph 
Burger.  Mr.  Heavey  had  been  assistant  to 
Mr.  Burger  with  the  title.  Assistant  Execu- 
tive Director,  for  a long  time  and  was  com- 
pletely familiar  with  the  operation  of  these 
Plans  in  Nebraska.  Mr.  Heavey  was  ap- 
pointed Acting  Director  to  relieve  Mr.  Bur- 
ger during  the  last  days  of  the  latter’s  ill- 
ness, and  moved  into  the  niche  occupied  by 
Mr.  Burger  with  complete  smoothness.  The 


Association  can  be  assured  that  the  Blues  in 
our  State  will  move  on  and  up  as  they  have 
in  the  past. 

Doctors  and  .Social  .Security — 

Medical  World  Neivs  carried  an  article  on 
September  15,  showing  the  results  of  a sur- 
vey to  determine  how  many  doctors  are  now 
on  social  security.  This  article  states;  “40 
per  cent  of  the  nation’s  working  physicians 
are  already  on  the  active  rolls.  And  more 
than  60  per  cent  have  some  credits.” 

The  article  goes  on  to  state : 

“Many  are  hospital  staff  physicians  who 
voted  in  favor  of  Social  Security  coverage 
for  themselves  despite  the  A.M.A.’s  implac- 
able opposition.  And  they  did  this  even 
though  non-profit  institutions  are  ordinarily 
excused  from  participation  in  the  Social  Se- 
curity program.  Others  are  Federal  em- 
ployees, teachers,  administrators,  or  private 
physicians  with  part  - time  salaried  posi- 
tions.” 

The  Social  Security  Administration  says 
their  estimates  are  actually  conservative, 
and  the  trend  is  actually  upward. 

Nebraska  Doctors  Become  Fellows  in  the 
American  College  of  Surgeons — 

Among  1103  surgeons  inducted  into  the 
American  College  of  Surgeons  on  October 
7,  1961,  were  seven  from  Nebraska.  This 
ceremony  took  place  during  the  47th  Annual 
Congress  of  the  College.  Those  receiving 
this  honor  were  the  following : 

Houtz  G.  Steenburg,  Aurora 

Alexander  J.  Filip,  Grand  Island 

John  C.  Clyne  and  Kenneth  T.  McGinnis, 
Lincoln 

Edward  M.  Malashock,  John  M.  McKain, 
and  Claude  H.  Organ,  Omaha 


Mergenphaler  and  Medical  Literature — 

Shoppers  patronize  a large  department 
store  because  of  the  “large  selection”  of 
merchandise.  The  variety  of  the  available 
items  from  which  to  choose  is  considered  a 
strong  attraction.  This  point  of  view  is  not 
always  held  by  medical  critics,  as  they  dis- 
parage large  number  of  medical  journals 
and  the  large  selection  of  widely  varied  arti- 
cles on  medicine  and  related  subjects.  The 
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Pennsylvania  Medical  Journal  indicates  that 
some  actually  have  advocated  censorship  to 
reduce  the  selection  that  results  from  a mul- 
tiplicity of  medical  journals. 

The  present  large  volume  of  medical  writ- 
ing and  the  resulting  need  to  discriminate 
are  considered  highly  desirable.  We  are  in 
need  of  communication  among  ourselves  and 
there  is  no  better  way  to  achieve  this  than 
through  the  printed  word.  To  spread  the 
news  of  all  this  would  be  much  more  diffi- 
cult if  it  were  not  for  the  labors  of  the  in- 
ventors of  the  Linotype  machine.  1961  is 
the  Diamond  Anniversary  of  this  invention, 
without  which  medical  journals  would  be 
much  fewer,  smaller  and  much  more  expen- 
sive. In  the  past  three  quarters  of  a century, 
the  very  complicated  initial  model  has  grown 
both  more  complex  and  more  useful.  This 
invention  has  done  much  to  provide  the 
physician  with  free  and  easy  access  to  all 
the  knowledge  and  all  the  wisdom  that  he 
can  assimilate. 


The  Level  of  Dental  Health — 

Untreated  dental  conditions  are  among 
the  most  common  of  all  diseases  afflicting 
the  American  people.  Although  the  precise 
incidence  and  prevalence  of  untreated  den- 
tal disease  is  unknown,  various  studies  have 
indicated  that  the  amount  and  incidence  are 
high.  There  is  a considerable  disparity  be- 
tween the  need  for  dental  care  and  what  is 
being  done  about  it. 

Several  reasons  have  been  advanced  for 
the  deficiencies  in  the  dental  health  of  this 
nation.  One  of  the  most  important  appears 
to  be  the  low  priority  set  on  dental  care  for 
the  American  people.  Other  factors  include 
the  shortage  and  maldistribution  in  the  num- 
ber of  practicing  dentists  and  the  inability 
of  many  to  pay  for  comprehensive  dental 
care.  There  is  some  evidence  of  reluctance 
of  dentists  to  increase  their  productivity. 

Recommendations  for  improving  dental 
health  include  a campaign  of  public  health 
education  on  the  importance  of  dental  care. 
There  is  a need  for  an  increase  in  the  num- 
ber, not  only  of  dentists,  but  of  dental  as- 
sistants. Fluoridation  is  capable  of  reduc- 
ing the  incidence  of  dental  decay.  Scientific 
researchers  should  make  an  all  out  effort  to 
discover  better  methods  of  protection  against 
dental  morbidity  of  all  types. 


Deaths 

CARROLL  — Anthony  G.  Carroll,  M.D., 
Martinez,  California  — Doctor  Anthony  G. 
Carroll,  62,  died  September  10,  1961,  after 
a lingering  illness.  Born  July  4,  1899,  in 
Butte,  Montana,  Dr.  Carroll  graduated  from 
The  Creighton  University  School  of  Medi- 
cine in  1924.  After  interning  at  St.  Joseph’s 
Hospital  in  Omaha,  Nebraska,  he  practiced 
for  7 years  in  Bellwood,  Nebraska.  He  then 
moved  his  practice  to  Martinez,  California, 
where  he  had  been  located  for  the  past  20 
years. 


The  Woman's  Auxiliary 

Dawson  County — 

Miss  Donna  Margritz,  Lexington,  a former 
recipient  of  the  Dawson  County  Medical 
Auxiliary  Scholarship  Loan  Fund,  presented 
the  September  Auxiliary  program. 

Miss  Margritz,  who  received  a $125  loan 
as  a freshman  in  nurses’  training,  spoke 
about  her  training  and  experiences  as  a nurs- 
ing student. 

Mrs.  S.  H.  Perry,  Gothenburg,  announced 
that  Miss  Bonny  Kerstein,  Gothenburg,  has 
been  awarded  the  1961  loan  for  her  second 
year  of  training. 

Mrs.  P.  B.  Olsson,  Lexington,  read  a re- 
cent letter  describing  the  current  Berlin 
situation  from  Volker  Claus,  Berlin,  Ger- 
many. Mr.  Claus  was  the  International 
Christian  Youth  Exchange  student  who  re- 
sided with  the  Olssons,  last  year. 

The  meeting  was  held  September  22,  at 
the  home  of  Mrs.  V.  D.  Norall,  county  aux- 
iliary president,  with  11  members  present: 
Mesdames  Chas.  Sheets,  Cozad;  B.  W.  Pyle, 
S.  H.  Perry,  D.  0.  Inslee,  Gothenburg;  A.  W. 
Anderson,  John  Finegan,  Lawrence  Kelly, 
Wm.  Long,  D.  A.  McGee,  V.  D.  Norall,  P. 
B.  Olsson,  Lexington. 

Thirty-sixth  Annual  Business  Meeting  of  the 
Woman’s  Auxiliary  to  Nebraska  State 
Medical  Association,  IMay  2,  1961 — 

The  meeting  was  called  to  order  by  the 
president,  Mrs.  Wayne  Waddell,  following 
a 12 :30  luncheon  at  the  Sheraton-Fontenelle 
Hotel  in  Omaha,  Nebraska.  The  President 
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brought  greetings  to  all  present.  Mrs.  P.  O. 
Marvel  gave  the  invocation,  followed  by  all 
members  repeating  the  Auxiliary  Pledge. 

All  the  past  presidents  at  the  meeting  were 
recognized  and  welcomed.  The  district 
councilors  present  were  also  recognized. 

Otoe  County  Auxiliary  was  congratulated 
on  reorganizing. 

Mrs.  Carnazzo,  general  convention  chair- 
man, was  presented.  She  announced  the  no- 
host breakfast  on  Wednesday  morning,  also 
the  Wednesday  luncheon  with  Mrs.  MacKer- 
sie,  national  auxiliary  president,  as  guest 
speaker. 

The  minutes  of  the  1960  Annual  Meeting 
were  printed  in  the  Nebraska  State  Medical 
Journal,  so  were  not  read.  They  were  ap- 
proved as  printed. 

Mrs.  Christlieb,  first  vice  president,  took 
the  chair  while  the  president,  Mrs.  Wad- 
dell, gave  her  annual  report.  She  comment- 
ed that  the  auxiliary’s  program  was  centered 
around  the  national  theme:  “Preserve  and 
Enhance  the  Heritage  of  American  Medi- 
cine,” with  special  emphasis  on  good  citizen- 
ship, legislation,  health  careers  and  A.M.E.F. 

Mrs.  Waddell  reported  on  her  activities 
for  the  year  as  president  and  thanked  all  for 
their  help  and  cooperation. 

First  Vice  President,  Mrs.  Christlieb,  re- 
ported 16  organized  county  auxiliaries  with 
a membership  of  719  and  53  members  at 
large. 

Mrs.  Rundquist  reported  on  members  at 
large,  including  35  renewals  and  18  new 
members. 

Advisor,  Mrs.  Farrell,  reported  on  her  trip 
to  Washington.  At  the  Nebraska  breakfast 
she  was  recognized.  At  this  time  she 
thanked  the  Senators  on  behalf  of  the  Ne- 
braska Medical  Auxiliary  for  their  vote 
against  the  Forand  Bill.  , 

Treasurer,  Mrs.  Hillyer,  made  the  follow- 


ing report : 

Cash  on  hand,  9-1-60 $ 538.55 

Receipts,  1960-61  2,160.00 

Total  Receipts  $2,698.55 

Total  Disbursements  1,007.84 

Balance,  4-30-61  $1,690.71 


This  report  was  placed  on  file  for  audit. 

Mrs.  Offerrnan,  for  auditing  committee, 
reported  that  the  Treasurer’s  books  were  in 
order. 

Mrs.  Offerrnan  gave  the  report  of  the  Fi- 
nance Committee  and  moved  that  the  report 
be  accepted.  It  was  seconded,  voted  on,  mo- 
tion carried. 

Convention  bills  were  not  complete  so  will 
be  allowed  tomorrow. 

Corresponding  Secretary,  Mrs.  Arthur 
Bryant,  gave  her  annual  report. 

The  reports  of  County  Auxiliary  Presi- 
dents were  given  as  follows : 

Adams  County  — given  by  Mrs.  Robert  C. 
Smith 

Buffalo  County  — given  by  Mrs.  Bryant 
for  Mrs.  L.  Bauer 

Dawson  County  — given  by  Mrs.  Victor 
Norall 

Douglas  County  — given  by  Mrs.  Carnaz- 
zo 

Four  County  — given  by  Mrs.  Bryant  for 
Mrs.  Cram 

Holt-Northwest  — no  report 

Gage  County  — given  by  Mrs.  R.  Brown 

Northwest  County  — given  by  Mrs.  Bry- 
ant for  Mrs.  DeFlon 

Lancaster  County  — given  by  Mrs.  Brols- 
ma 

Madison  Six  County  — given  by  Mrs. 
Peakes  for  Mrs.  Salter 

Lincoln  County  — given  by  Mrs.  Bruce 
Claussen 

Platte  County  — given  by  Mrs.  Julian 
Meyer 

Scottsbluff  County  — given  by  Mrs.  Bry- 
ant for  Mrs.  Lovett 

6th  Councilor  District  — given  by  Mrs. 
Marvel  for  Mrs.  Bell 

Tri  County  II  — given  by  Mrs.  A.  J.  Mer- 
rick 

Otoe  County  — given  by  Mrs.  Kenner 

Mrs.  Hillyer  made  the  motion  that  county 
president  reports  be  accepted.  It  was  sec- 
onded, voted  on,  motion  carried. 
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Mrs.  Sharrar  moved  that  reports  of  the 
standing  committees  not  be  read,  since  they 
were  read  at  the  morning  session.  The  mo- 
tion was  seconded,  voted  on,  and  carried. 

It  was  recommended  by  Executive  Board : 
that  proposed  budget  for  1961-1962  be  ac- 
cepted and  placed  on  file;  that  revisions  of 
By-Laws  be  accepted  and  adopted  as  pre- 
sented. 

Mrs.  Jakeman  made  the  motion  that  the 
recommendations  of  the  Executive  Board  be 
accepted.  It  was  seconded,  voted  on,  and  mo- 
tion carried. 

At  the  morning  meeting  of  the  Executive 
Board,  Mrs.  Covey  made  the  motion  that  the 
Nebraska  State  Medical  Auxiliary  give  $200 
to  be  divided  equally  between  A.M.E.F. 
and  N.M.F. 

Mrs.  Teale  made  motion  we  accept  this 
motion  of  Mrs.  Covey’s  as  made  at  the  Ex- 
ecutive Board.  It  was  seconded,  voted  on, 
and  carried. 

New  Business: 

Pamphlets  ‘Facts  and  Figures”  available 
for  county  presidents  for  review  and  study. 

Members  were  urged  to  contact  any  local 
voting  members  attending  Annual  Y.W.C.A. 
Convention  in  Denver  and  ask  them  to  try 
to  prevent  any  action  backing  social  security 
approach  to  medical  care  for  the  aged  pro- 
gram. 

“Zonta-Magazines  for  Friendship”  pro- 
gram was  presented.  Members  were  asked 
to  participate  in  sending  old  magazines  over- 
seas. 

Operation  ‘‘Coffee  Cup”  was  explained. 
Purpose  is  to  invite  groups  in  for  coffee  and 
have  them  hear  Ronald  Regan  record  pre- 
senting problems  in  Federal  Aid  to  Health 
Program.  Explain  situation  and  have  them 
write  to  Congressmen  opposing  such  a pro- 
gram. 

Mrs.  Waddell  announced  that  A.M.E.F. 
awards  will  be  made  at  Wednesday  luncheon. 

First  Award  Tri  County 

Second  Award  Gage  County 

Third  Award Dawson  County 

Ml’S.  Marvel  conducted  a memorial  serv- 
ice for  five  deceased  members  of  the  aux- 
iliary. Those  remembered  at  this  time  were  : 


Mrs.  Warren  Thompson 
Mrs.  Clarence  Rubendall 
Mrs.  Charles  Nemek 
Mrs.  C.  M.  Peirce 
Mrs.  Eugene  E.  Simmons 

Mrs.  Farrel  gave  the  following  report  of 
the  nominating  committee: 

President Mrs.  Frank  Tanner 

President-Elect Mrs.  John  Christlieb 

1st  Vice  Pres _Mrs.  R.  B.  Rundquist 

2nd  Vice  Pres.  ..Mrs.  John  McGreer,  Jr. 

Treasurer  Mrs.  Harold  Ladwig 

Directors:  One  Year 
Mrs.  W.  W.  Bartels 
Mrs.  Sam  Perry 

Directors:  Two  Years 
Mrs.  Roy  Cram 
Mrs.  Donald  Bucholz 

There  being  no  nominations  from  the 
floor,  Mrs.  Whitney  Kelley  moved  that  the 
nominations  be  closed  and  that  the  secretai’y 
be  instructed  to  cast  a unanimous  ballot  for 
the  slate  as  presented  by  the  Nominating 
Committee.  It  was  seconded,  voted  on,  and 
carried. 

Mrs.  Tanner  announced  the  following: 

Recording  Secretary  — Mrs.  Steve  Stat- 
ton 

Corresponding  Secretary  — Mrs.  Oiwis 
Neely 

Mrs.  P.  0.  Marvel  conducted  installation 
services  for  the  new  officers. 

Mrs.  Waddell  presented  the  President’s 
Pin  to  Mrs.  Tanner,  who  brought  greetings 
to  the  gi’oup. 

Resolutions  were  presented  by  Mrs.  Wood- 
ward for  Mrs.  Brillhart  expressing  gratitude 
to  all  who  have  contributed  to  success  of  this 
convention,  and  for  the  accomplishments  of 
the  past  year.  She  moved  that  resolutions 
be  accepted  as  read.  It  was  seconded,  voted 
on,  and  motion  carried. 

Mrs.  Waddell  presented  the  gavel  to  Mrs. 
Tanner. 

The  meeting  was  adjourned. 

Mrs.  R.  Brown, 
Recording  Secretary. 
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Know  Your 
Blue  Shield  Plan 


Abuse  of  Insurance — 

In  the  September  11  edition  of  Medical 
Economics,  there  was  an  excellent  article 
by  Edward  R.  Annis,  M.D.,  on  “Abuse  of 
Insurance.” 

Dr.  Annis  told  how  he  explains  to  his  pa- 
tients that  health  insurance  doesn’t,  and 
shouldn’t,  pay  for  diagnostic  procedures,  and 
why. 

He  compared  health  insurance  with  auto- 
mobile insurance,  pointing  out  that  automo- 
bile insurance  doesn’t  pay  for  tune-ups,  rou- 
tine repairs,  spark  plugs,  batteries,  new 
tires  and  regular  maintenance  such  as  oil 
and  grease  jobs.  These  things  could  be  paid 
for.  Dr.  Annis  stated,  but  the  cost  of  the 
insurance  would  be  prohibitive.  “It’s 
cheaper  to  pay  for  car  maintenance  — or 
health  maintenance  — out  of  your  own  pock- 
et.” 


Dr.  Annis  further  explained  that  any  pa- 
tient that  tries  to  get  coverage  for  unin- 
sured procedures  is  not  using,  but  abusing 
his  insurance.  “Any  time  someone  sneaks 
them  in  under  false  pretenses,  he’s  hiking 
the  future  premiums  for  all  of  us.” 

The  article  closed  with  the  statement,  “It’s 
time  we  doctors  threw  more  weight  behind 
the  type  of  health  insurance  that  preserves 
some  personal  responsibility.  As  William  E. 
North,  president  of  the  National  Associa- 
tion of  Life  Underwriters,  said  not  long 
ago:  ‘We  must  help  more  people  to  appre- 

ciate that  the  only  completely  dependable 
security  is  that  which  they  themselves  buy, 
own,  or  control.’ 

“There’s  no  better  way  to  check  abuses.” 


The  number  of  local  groups  of  Alcoholics 
Anonymous  rose  from  8211  in  1960,  to  8615 
as  of  March  31,  1961,  according  to  the  So- 
ciety’s first  annual  report  to  the  public. 
This  is  a worldwide  net  increase  of  404 
groups.  It  represents  a gain  of  5 per  cent 
for  the  fellowship  of  recovered  alcoholics. 


“The  average  citizen  has  been  led  to  be- 
lieve he  and  his  employer  are  contributing 
to  a fund  and  that  some  day  he  will  call  up- 
on this,  his  own  money,  to  carry  him  over 
his  nonearning  years.  But  this  isn’t  what 
Social  Security  representatives  said  before 
the  U.S.  Supreme  Court.  They  stated  that 
Social  Security  was  not  an  insurance  pro- 
gram, and  was  not  based  on  any  actuarial 
standards.  They  stated  that  social  security 
dues  are  a tax  for  the  general  use  of  the  Gov- 
ernment, and  the  payment  of  that  tax  does 
not  automatically  entitle  anyone  to  benefits. 
Benefit  payments  are  a welfare  program 
which  can  be  curtailed  or  cancelled  anytime 
Congress  should  so  decide.”  (From  Ronald 
Reagen:  Encroaching  Control). 


There  are  presently  about  2.5  million 
people  — one  out  of  every  30  persons  em- 
ployed in  the  United  States  — working  at 
maintaining  the  nation’s  heath.  According 
to  the  Progress  in  Health  Services  ...  it  is 
quite  possible  that  within  the  last  ten  years 
the  health  field  has  skyrocketed  from  sev- 
enth to  third  place  among  major  U.S.  indus- 
tries in  terms  of  persons  employed.  (From 
National  Association  of  Blue  Shield  Plans 
Newsletter,  September,  1961). 
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Books 


October  was  a busy  month  for  the  book  publish- 
ers. Of  thirteen  books  received  this  past  month, 
five  came  from  the  presses  of  the  C.  V.  Mosby  Com- 
pany in  St.  Louis,  and  these  will  be  reviewed  in  this 
issue  of  your  Nebraska  State  Medical  Journal.  The 
other  books  will  be  reviewed  in  the  December  issue. 

For  many  readers  it  is  sufficient  to  say  that  the 
fourth  edition  of  “Pathology”  by  W.  A.  D.  Anderson, 
M.D.,  is  now  available.  Dr.  Anderson,  who  is  Pro- 
fessor of  Pathology  and  Chairman  of  the  Depart- 
ment of  Pathology  at  the  University  of  Miami  School 
of  Medicine,  has  enlisted  the  help  of  34  outstanding 
leaders  in  this  field,  in  the  writing  of  the  present 
book.  Among  his  co-authoi’s  are  two  men  who  are 
familiar  to  most  Nebraska  doctors  — John  R.  Schen- 
ken,  M.D.,  Chairman  of  the  Department  of  Ana- 
tomic Pathology  and  Clinical  Pathologj'  at  the  Uni- 
versity of  Nebraska  College  of  Medicine,  and  Alan 
R.  Moritz,  M.D.,  Director  of  the  Institute  of  Path- 
ology at  Western  Reseiwe  University  School  of 
Medicine  in  Cleveland.  For  obvious  reasons,  the 
nature  and  effects  of  radiation  have  been  given 
an  adequate  discussion.  Also  fascinating  to  this 
reader  was  the  chapter  on  fungus  infections. 

While  presented  in  an  order  and  foiTn  to  serv'e 
as  a textbook  for  medical  students,  this  book  is 
sufficiently  comprehensive  and  complete  to  be  use- 
ful to  the  practicing  physician  and  to  the  specialist 
whose  field  is  limited  to  pathology. 

New  chapters  have  been  added  on  hjqjersensitiv- 
ity  diseases,  including  so-called  collagen  diseases, 
and  on  mesenchymal  tumors  of  soft  tissues.  Con- 
siderable attention  in  several  areas  has  been  given 
to  the  knowledge  gained  by  histochemistry  and 
electron  microscopy.  New  findings  and  newly  rec- 
ognized conditions  have  been  stressed,  especially,  in 
those  areas  where  such  additional  knowledge  is  of 
clinical  significance  or  has  altered  some  of  our 
basic  concepts.  Examples  which  may  be  mentioned 
are  the  carcinoid  syndrome,  aldosteronism,  familial 
chronic  idiopathic  jaundice,  and  pulmonary  alveolar 
proteinosis. 

“PATHOLOGY”  — (fourth  edition),  edited 
by  W.  A.  D.  Anderson,  M.D.  Published  in  Oc- 
tober, 1961  by  the  C.  V.  Mosby  Company  of  St. 
Louis,  Missouri.  1389  pages  with  1385  illus- 
trations and  7 color  plates.  $18.00. 


Of  particular  interest  to  our  readers  in  general 
practice,  to  those  who  practice  pediatrics,  and  to 
those  who  limit  their  practice  to  dermatology  is 
the  2nd  edition  of  “Practical  Pediatric  Dermatol- 
ogy” by  Morris  Leider,  M.D.,  Associate  Pi’ofessor 
of  Dermatology  at  the  New  York  University  Post- 
Graduate  Medical  School. 

There  ought  to  be  no  need  to  justify  a book  on 
pediatric  dermatology,  since  in  recent  years  sev- 
eral studies  have  indicated  that  skin  conditions  con- 
stitute between  10%  and  20%  of  cases  brought  to 
the  attention  of  pediati’icians,  in  their  offices  and 


in  hospitals.  This  book  was  planned  and  composed 
to  meet  the  requirements  of  the  busy  pediatricians 
and  genex-al  practitioners.  However,  deiTnatologists 
too  may  find  sufficient  novelty  of  substance  or  of 
arrangement  to  make  this  work  useful  to  them. 
At  everj^  point  the  author  has  made  an  attempt  to 
indicate  the  practical  significance  of  whatever  theo- 
retical was  presented.  As  much  material  as  pos- 
sible has  been  cast  in  tabular  or  chart  fonn.  Il- 
lustrations have  been  used  profusely.  Contro- 
versial matter  has  been  largely  avoided.  Where 
issues  in  dispute  could  not  be  avoided,  the  author 
stated  his  own  views  with  enough  qualifications, 
however,  to  suggest  that  other  opinions  exist.  In 
this  second  edition  major  changes  have  been  made 
in  the  chapters  on  the  pyodermas  and  fungous  in- 
fections. In  the  matter  of  deep  staphylococcal 
infections  a worsening  of  therapeutic  efficacy  has 
occurred,  whereas  in  the  matter  of  some  hitherto 
difficult  and  intractable  superficial  and  deep  fun- 
gous infections,  great  therapeutic  advances  (gidseo- 
fulvin,  amphotericin  B)  have  been  made.  A new, 
highly  effective  treatment  for  plantar  warts  is 
described.  Two  new  drawings  clarifying  the  ana- 
tomic stnicture  of  the  skin  have  been  added. 

A special  section  has  been  added  which  is  an 
annotated  formulaiy  of  101  useful  dermatologic 
preparations  for  topical  application  along  with  de- 
scriptions of  some  of  their  actions,  indications,  con- 
traindications, oddities  and  tricks  of  use.  Basic 
forms  of  tried  and  tested  worth  make  up  the  bulk 
of  this  compilation.  Proprietaries  are  included  only 
when  they  have  clear  advantages  or  are  the  only 
preparations  available  for  desired  pui-poses,  since 
the  author  believes  that  most  proprietaries  that  are 
advertised  to  the  public  for  multiple  skin  diseases 
are  bad  or  irrational  modifications  of  standaixi 
forms. 

“PRACTICAL  PEDIATRIC  DERMATOLO- 
GY” (2nd  edition)  by  Morris  Leider,  M D.  Pub- 
lished in  September  1961  by  the  C.  V.  Mosby 
Company  of  St.  Louis,  Missouri.  437  pages 
with  280  photographs  and  15  drawings.  $13.75. 


The  11th  edition  of  Baixi’s  ‘Medical  Physiology” 
is  now  available,  reaching  the  bookstores  just  prior 
to  the  start  of  the  school  year.  Edited  by  Philip 
Bard,  Professor  of  Physiology  at  The  Johns  Hop- 
kins University,  the  book  also  has  contributions 
by  fifteen  other  leading  teachers  and  research  men, 
each  eminently  qualified  in  the  field  of  physiology. 

This  book  presents  that  part  of  physiology  which 
is  of  special  interest  and  concern  to  the  medical 
student,  the  practitioner  of  medicine,  and  the 
medical  scientist  in  tei-ms  of  the  experimental 
inquiries  that  have  led  to  our  present  state  of  knowl- 
edge. The  chapters  on  special  aspects  of  metab- 
olism and  on  nutrition  which  were  included  in  pre- 
vious editions  have  been  omitted,  since  they  now 
belong  in  the  province  of  biochemistry.  A new 
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chapter  on  the  physiology  of  muscular  exercise  has 
been  added.  The  chapters  that  deal  with  excita- 
tion and  conduction  in  the  neuromuscular  system 
have  been  completely  rewritten,  and  the  chapters 
on  synaptic  transmission  and  spinal  reflexes  have 
been  revised.  An  entirely  new  group  of  chapters 
has  been  written  to  bring  the  subject  of  the  endoc- 
rine glands  up  to  date.  The  section  on  respira- 
tion has  been  extensively  revised. 

Thei'e  is  a new  chapter  on  blood,  and  the  mech- 
anism of  blood  coagulation  has  been  brought  up  to 
date,  as  has  that  section  which  deals  with  the  con- 
trol of  the  systemic  blood  vessels  and  the  regula- 
tion of  the  circulation.  An  entirely  new  account 
of  the  fundamental  properties  of  the  heart  has 
been  described,  and  the  chapter  on  cardiac  output 
has  been  revised. 

“MEDICAL  PHYSIOLOGY”  (11th  edition), 
edited  by  Philip  Bard.  Published  in  Septem- 
ber, 1961  by  the  C.  V.  Mosby  Company  of  St. 
Louis,  Missouri.  1339  pages  with  508  illustra- 
tions (four  in  color).  $16.50. 


A relatively  small  book  in  size,  but  very  large  in 
scope  and  content,  is  the  new  publication  “Apprais- 
al of  Current  Concepts  in  Anesthesiology,”  edited 
and  assembled  by  John  Adrian!,  M.D.,  Director  of 
the  Department  of  Anesthesiology,  Charity  Hospital 
of  Louisiana,  New  Orleans,  La.,  Professor  of  Sur- 
gery, Tulane  University  School  of  Medicine,  and 
Clinical  Professor  of  Surgery  and  Pharmacology, 
Louisiana  State  University  School  of  Medicine. 

Readers  of  this  journal  will  be  interested  to  leam 
just  how  this  book  was  compiled.  Dr.  Adrian!,  in 
an  attempt  to  help  his  interns  and  residents  scan 
the  ever-increasing  multitude  of  scientific  periodi- 
cals and  digest  those  articles  which  are  pertinent, 
tried  to  solve  this  problem  by  assigning  staff  mem- 
bers and  trainees  to  review  topics  of  timely  inter- 
est appearing  in  current  journals.  The  reviewer 
prepares  a summary  which  includes  a brief  state- 
ment of  the  early  thinking  on  the  assigned  subject. 
To  this  is  added  a summary  of  current  concepts 
appearing  in  recent  journals  over  the  past  two  or 
three  years.  These  reviews  are  then  multigraphed 
for  distribution  to  fellow  staff  members. 

Believing  that  certain  of  these  reviews  would  be 
of  interest  to  trainees  elsewhere,  and  to  anesthesio- 
ologists  unable  to  keep  abreast  of  present-day  de- 
velopments by  perusal  of  the  literature  (this  being 
especially  true  in  phases  of  the  specialty  not  part 
of  their  daily  routine).  Dr.  Adrian!  edited  and  as- 
sembled 45  of  these  reviews,  thus  compiling  this 
book. 

Chapter  headings  include  the  following: 

a.  Exti'acorporeal  circulation:  types  of  pumps 
and  general  uses 

b.  Blood  flow  to  various  organs  during  cardio- 
pulmonary by-pass 

c.  Shock  and  anesthesia 

d.  Treatment  of  shock  with  hypotensive  agents 

e.  Pulmonary  function  studies  and  their  signifi- 
cance 

f.  Relation  to  emphysema  to  anesthesia 

g.  Postintubation  granulomas  of  the  larynx 

h.  Differences  between  premature  and  full-tenn 
infants  with  relation  to  anesthesia 


i.  Possible  effects  on  anesthesia  of  drugs  used 
in  treatment  of  tuberculosis 

j.  Anaphylactoid  reactions  to  di-ugs  and  their 
relation  to  anesthesia 

k.  Electroencephalography  in  anesthesia 

l.  Response  of  patients  with  paraplegia  to  anes- 
thesia 

m.  Respiratory  depressing  effects  of  antibiotics 
with  special  reference  to  neomycin 

n.  Hater  intoxication  in  urologic  surgery 

o.  Detoxification  of  barbiturates 

If  there  were  such  a thing  as  a Medical  Book-of- 
the-Month  Club,  in  the  opinion  of  this  reviewer 
this  book  would  be  the  choice  for  November. 

“APPRAISAL  OF  CURRENT  CONCEPTS 
IN  ANESTHESIOLOGY.”  Edited  by  John 
Adrian!,  M.D.  Published  in  September,  1961 
by  the  C.  V.  Mosby  Company  of  St.  Louis, 
Missouri.  279  pages.  $7.75. 


“Rehabilitation  of  a Child’s  Eyes”  is  another  new 
publication  by  Mosby.  Written  by  Herbert  M. 
Katzin,  M.D.,  Attending  Surgeon  at  the  Manhattan 
Eye,  Ear  and  Throat  Hospital  in  New  York  City, 
and  Geraldine  Wilson,  R N.,  Orthopedic  Technician, 
New  York  City,  this  book  has  been  written  primar- 
ily for  parents  of  the  child  with  crossed  eyes. 
These  parents  are  naturally  upset  and  worried  and 
have  many  questions  in  their  minds  concerning  their 
child’s  condition.  The  successful  treatment  of 
crossed  eyes  demands  the  closest  cooperation  be- 
tween the  parents  and  the  physician.  Often  the 
latter  is  so  busy  that  he  doe.s  not  have  time  to 
explain  the  condition  adequately  to  the  parents. 
Frequently  the  parents  could  not  fully  understand 
such  an  explanation  if  it  were  given  in  its  entirety 
at  a single  visit  to  the  physician’s  office.  The 
“bite”  would  be  too  big  to  “chew.”  This  book  then 
answers  the  majority  of  the  questions  that  parents 
have. 

Chapter  headings  include  the  following: 

a.  Orientation:  Teamw'ork  of  the  two  eyes. 

b.  How  the  eyes  focus. 

c.  Why  eyes  cross. 

d.  Effect  of  strabismus  on  the  child. 

e.  Rehabilitation:  General  infoi-mation. 

f.  Glasses  and  miotic  eye  drops  in  the  treatment 
of  strabismus. 

g.  Treatment  of  poor  vision  (amblyopia). 

h.  Eye  eyercises. 

i.  Operations  in  the  treatment  of  strabismus. 

j.  Treatment  of  strabismus  after  an  operation. 

The  authors  have  included  a sufficient  number 

of  illustrations  to  make  the  text  readily  understand- 
able to  the  lay  reader.  In  the  opinion  of  your  re- 
viewer, this  book  will  find  a cordial  reception  from 
Nebraska’s  practicing  ophthalmologists.  Medical 
school  students  will  find  it  useful  as  will  others 
concerned  with  health  education. 

“REHABILITATION  OF  A CHILD’S  EYES” 

by  Herbert  M.  Katzin,  M.D.  and  Geraldine  Wil- 
son, R.N.  Published  in  August,  1961  by  the 

C.  V.  Mosby  Company  of  St.  Louis,  Missouri. 

107  pages.  $3.75. 
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TUBERCULOSIS  ABSTRACTS 

SUSCEPTIBILITY  AND  IMMUNITY  TO 
COMMON  UPPER  RESPIRATORY 
VIRAL  INFECTIONS  — THE 
COMMON  COLD 

Studies  with  volunteers  show  that  many 
viruses  are  found  in  the  nasal  secretions  of 
people  suffering  from  the  common  cold  and 
that  physiologic  and  psychologic  factors  in- 
fluence the  symptoms.  Infection  causes  im- 
munity, but  immunologic  control  may  be 
difficult. 

Common  upper  respiratory  viral  infections,  de- 
spite their  frequency,  have  been  something  of  an 
enigma  to  physicians  and  scientists  in  general. 
Little  has  been  known  about  their  specific  etiologj' 
and  the  factors  that  influence  susceptibility  or 
resistance  to  infection.  A prevalent  view,  even 
within  recent  years,  has  been  that  there  is  a com- 
mon cold  virus  to  which  only  man  is  susceptible 
and  which  causes  recurrent  symptomatic  infections 
without  establishing  immunity  of  the  host.  This 
concept  now  appears  to  be  far  too  simple. 

The  present  report  gives  results  of  experimental 
challenge  of  volunteer  subjects  with  one  of  the  com- 
mon cold  agents  under  controlled  conditions. 

Donors  with  naturally  acquired  typical  common 
coids  in  the  months  from  September  to  May  have 
contributed  specimens  of  nasal  secretion.  The  se- 
cretions have  been  filtered  free  of  bacteria  and 
cells  and  stored  at  minus  90°  F. 

Students  langing  in  age  from  18  to  48  have  been 
challenged  with  a nasal  secretion,  usually  diluted 
100  times;  a vims  grown  in  tissue  culture,  or  a salt 
solution.  Symptoms  were  recorded  for  each  day  of 
the  following  week. 

Nasal  discharge  was  the  symptom  most  uni- 
fornily  recorded.  It  was  the  only  symptom  that 
was  rated  as  severe.  Sore  throat,  malaise,  post- 
nasal discharge,  headache,  cough,  and  sputum  were 
frequent  symptoms  of  moderate  severity.  Fever- 
ishness and  chilliness  were  reported  infrequently. 

BACTERIA  CULTURED 

Bacteriologic  cultures  of  the  nasal  specimens 
before  and  on  the  fourth,  seventh,  and  ninth  days 
after  challenge  were  made  for  the  detection  of 
pathogenic  microorganisms  in  the  respiratoiy  se- 
cretions. Some  of  the  volunteers  harbored  staphyl- 
ococci, hemolytic  streptococci,  or  pneumococci  in 
their  prechallenge  specimens.  There  was  no  ap- 
parent relationship  between  the  presence  of  these 
microorganisms  and  the  development  of  clinical 
symptoms. 

Among  a control  group  of  volunteers  who  received 
uninfected  buffer  solution,  there  was  a direct  and 
statistically  significant  relationship  between  the 
usual  number  of  colds  per  year  reported  by  the 
subject  and  the  likelihood  of  his  developing  symp- 
toms of  a cold  in  the  expeiiment.  Thus,  among 
23  subjects  who  reported  five  or  more  colds  per 
year  and  who  received  the  noninfectious  control 
inoculum,  26  per  cent  developed  a cold  according 
to  the  criteria  used  in  the  experiments.  Among 
the  subjects  who  reported  fewer  natural  colds  and 


received  uninfected  material,  there  was  a propor- 
tionately smaller  number  of  experimental  colds. 

Attitudes  exhibited  before  challenge  showed  that 
cold  symptoms  would  be  less  likely  to  be  reported 
by  individuals  who  (1)  did  not  believe  they  would 
develop  a cold,  (2)  thought  that  emotional  status 
did  not  influence  physical  status,  and  (3)  reported 
feeling  no  concern  or  won-y  over  anything  going 
on  in  their  lives  at  the  time  of  experimental  chal- 
lenge. A positive  response  to  these  three  attitudes 
made  it  more  likely  that  cold  symptoms  would  be 
reported  by  the  individual. 

In  regard  to  the  effect  of  chilling  on  the  com- 
mon cold,  the  data  show  two  important  features: 
(1)  among  uninfected  subjects,  chilling  did  not 
activate  latent  viruses  with  the  production  of  a 
clinical  cold;  (2)  among  subjects  who  received  a 
uniform  challenge,  chilling  did  not  increase  the  sus- 
ceptibility to  clinical  infection. 

Previous  tonsillectomy  had  no  influence  on  sus- 
ceptibility or  symptoms,  nor  did  the  smoking  histoi-y 
of  the  person. 

DISCUSSION 

The  causative  agents  of  the  common  cold  appear 
to  be  several,  perhaps  many,  different  vii-uses. 
These  viruses  produce  both  clinical  and  subclinical 
infections  in  man.  Each  of  the  viruses  can  produce 
a variety  of  clinical  syndromes,  commonly  classified 
under  categories  of  common  cold,  undifferentiated 
upper  respiratory  infection,  and  “flu.”  The  com- 
mon cold  vinises  cause  afebrile,  acute  coiyza  in 
the  great  majority  of  persons.  With  a few  excep- 
tions, these  viruses  have  not  been  isolated,  named, 
or  well  characterized. 

The  common  cold  viruses  are  present  in  infec- 
tious form  in  both  the  cells  and  the  fluid  of  nasal 
secretions;  the  titer  is  sufficient  to  suggest  that 
droplet  spray  could  be  an  effective  means  of  com- 
municating infection.  Person  - to  - person  transfer, 
presumably  by  droplet  spray,  was  obseiwed  to  cause 
clinical  illness  in  approximately  10  per  cent  of 
persons  exposed  under  experimental  conditions  and 
in  17  to  55  per  cent  among  family  members.  The 
viiaises  in  the  community  at  different  times,  how- 
ever, appear  to  be  immunologically  different,  and 
some  seem  to  cause  sharp  waves  of  epidemic  illness, 
w'hereas  others  are  more  endemic. 

The  strong  positive  correlation  between  the  usual 
number  of  colds  per  year  by  history  and  sympto- 
matic reaction  to  an  innocuous  instillation  appears 
to  establish  a wide  range  of  difference  in  the  prone- 
ness of  persons  to  develop  rhinorrhea  or  coiyza. 
The  data  do  not  permit  a conclusion  as  to  whether 
physiologic  or  psychologic  facts  are  dominant. 
On  either  basis,  it  is  surprising  that  among  the 
subjects  who  were  hyperreactors  to  an  uninfected 
solution,  there  was  not  greater  susceptibility  to 
clinical  illness  from  a secretion  containing  an  infec- 
tious agent. 

For  centuries  men  have  associated  the  common 
cold  with  environmental  chilling.  The  present  data 
seem  adequate  to  conclude  that  the  basis  of  the 
association  is  not  the  direct  activation  of  latent 
viruses  by  physical  cold  or  physiologic  reaction  to 
chilling,  since  these  factors  did  not  produce  colds 
without  infection. 
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IMMUNITY 

Previous  epidemiologic  and  experimental  observa- 
tions that  show  insignificant  immunity  to  the  com- 
mon cold  have  failed  to  recognize  the  number  of 
specific  viruses  involved.  Neutralizing  antibody 
has  been  demonstrated  in  the  senim  and  nasal  se- 
cretion, and  immunity  to  a specific  rechallenge  is 
as  complete  as  that  observ^ed  for  influenza  under 
natural  conditions  of  infection.  The  duration  of 
immunity  is  not  known,  but  it  appears  to  remain 
through  at  least  one  respiratory  disease  season. 

These  observations  require  the  postulate  that  each 
viral  upper  respiratory  illness  is  a specific  infec- 
tion, and  thus  that  the  number  of  viruses  respon- 
sible for  these  infections  is  very  great.  Under  the 
concept  that  the  common  cold  is  caused  by  many 
specific  agents,  each  of  which  elicits  an  adequate 
immune  response,  the  likelihood  of  discovering  a 
predominant  common  cold  virus  that  maintains  this 
role  for  a long  time  is  quite  unlikely.  If  this  is  the 
case,  the  logistics  for  immunologic  control  of  the 
common  cold  may  be  very  difficult. 

-—George  Gee  Jackson,  M.D.  ; Harry  F.  Dowling,  M.D.  ; 
Truronn  O.  Anderson,  M.D.  ; Louise  Riff,  B.S.  ; Jack  Sa- 
portA,  M.S.,  and  Marvin  Turck,  M.D.,  Annals  of  Internal 
M^Hjine,  October,  1960. 


DOCTOR  — Please  take  each  copy  of 


“Traditionally,  one  of  the  easiest  first  steps 
in  imposing  statism  on  a people  has  been 
Government-paid  medicine.  It  is  the  easiest 
to  present  as  a humanitarian  project.  No 
one  wants  to  oppose  care  for  the  sick.” 
(Ronald  Reagen:  Encroaching  Control). 


your  Journal  home.  The  wives  complain 
that  they  never  get  to  read  the  Aux- 
iliary column. 


ORGANIZATIONS.  NATIONAL 


American  Academy  of  General  Practice 
Mr.  Mac  F.  Cahal 
Volker  at  Brookside 
Kansas  City  12,  Missouri 


American  Heart  Association 
Mr.  Rome  A.  Betts,  Secy. 
44  East  23rd  Street 
New  York  10,  New  York 


American  Academy  of  Pediatrics 
E.  H.  Christopherson,  Secy. 
1801  Hinman  Ave. 

Evanston,  Illinois 


American  Hospital  Association 
Edwin  L.  Crosby,  M.D.,  Director 
840  Lake  Shore  Drive 
Chicago  11,  Illinois 


American  College  of  Obstetricians  & Gynecologists 
Mr.  D.  F.  Richardson,  Secy. 

79  West  Monroe 
Chicago  3,  Illinois 


American  Society  of  Anesthesiology 
J.  E.  Remlinger,  Secy. 

802  Ashland  Ave. 

Wilmette,  Illinois 


American  College  of  Physicians 

Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Secy. 
4200  Pine  St. 

Philadelphia  4,  Pennsylvania 

American  College  of  Radiology 
Mr.  W.  C.  Stronach 
20  North  Wacker  Drive 
Chicago  6,  Illinois 

.\merican  College  of  Surgeons 
Michael  L.  Mason,  Secy. 

40  East  Erie  Street 
Chicago  11,  Illinois 

American  Diabetes  Association 
E.  Paul  Sheridan,  Secy. 

1 East  45th  Street 
New  York  17,  New  York 


American  Society  of  Internal  Medicine 
Mr.  R.  L.  Richards,  Secy. 

350  Post  Street 

San  Francisco,  California 

The  American  Society  of  Clinical  Pathologists 
Mr.  Claude  E.  Wells,  Executive  Secy. 

445  North  Lake  Shore  Drive 
Chicago  11,  Illinois 

American  Medical  Association 

F.  J.  L.  Blasingame,  Executive  Vice  Pres. 
535  North  Dearborn  Street 
Chicago  10,  Illinois 

Arthritis  and  Rheumatism  Foundation 
Floyd  B.  Odium,  Chairman 
10  Columbus  Circle,  New  York  19,  N.Y. 
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ORGANIZATIONS,  STATE 


Alcoholics  Anonymous 
1345  N Street,  Lincoln 
American  Red  Cross 

W.  J.  Frenzel,  State  Representative 
2631  Garfield,  Lincoln 
Cerebral  Palsy  Association  of  Nebraska 
Mrs.  Ben  H.  Cosdery 
201  South  Elmwood  Road,  Omaha 
Creighton  University  School  of  Medicine 
Richard  Egan,  Dean 
302  North  14th 
Omaha,  Nebraska 
Multiple  Sclerosis  Society 
207  Midway  Building 
Lincoln,  Nebraska 
Muscular  Dystrophy  Society 

Mrs.  Marvin  Traeger,  President 
Fairbury,  Nebraska 

National  Foundation,  Inc. 

Clinton  Belknap 
924  Anderson  Building 
Lincoln,  Nebraska 

Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 
Lloyd  E.  Skinner,  President 
Box  2,  Elmwood  Station,  Omaha  6,  Nebraska 

Nebraska  Association  of  Pathologists 
Donald  Max  Fitch,  Secy.-Treas. 

University  of  Nebraska  Hospital 
Omaha,  Nebraska 

Nebraska  Blue  Cross-Blue  Shield 
Wm.  H.  Heavey,  Executive  Director 
518  Kilpatrick  Building 
Omaha,  Nebraska 

Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Bi’own,  M.D.,  Secy. 

402  Lincoln  Liberty  Life  Building 
Lincoln,  Nebraska 

Nebraska  Chapter 

American  College  of  Physicians 

E.  M.  Walsh,  M.D.,  Governor  of  Nebr.  Chap. 
5002  Dodge 
Omaha,  Nebraska 

Nebraska  Chapter 
American  College  of  Surgeons 
John  D.  Coe,  M.D. 

409  Doctors  Building 
Omaha  31,  Nebraska 

Nebraska  Chapters 
National  Cystic  Fibrosis  Foundation 
Douglas  County  Chapter 
Miss  Marlene  Lorch,  Secretary 
University  of  Nebraska  Hospital 
Omaha,  Nebraska 
Lancaster  County  Chapter 
Mrs.  Alvin  Morris,  Secretary 
3400  North  69th  Street,  Lincoln 

Nebraska  Division 
American  Cancer  Society 

Braxton  Tewart,  Executive  Director 
4201  Dodge 
Omaha,  Nebraska 

Nebraska  Eye,  Ear,  Nose  & Throat  Society 
G.  T.  Alliband,  M.D.,  Secy. 

1020  Medical  Arts  Building 
Omaha,  Nebraska 


Nebraska  Heart  Association 

Carl  Marxer,  Executive  Director 
4202  Harney 
Omaha,  Nebraska 
Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
512  South  13th  Street 
Lincoln,  Nebraska 

Nebraska  Pharmaceutical  Association 
Miss  Cora  Mae  Briggs,  Executive  Secy. 

414  Federal  Seccrities  Building 
Lincoln,  Nebraska 
Nebraska  Psychiatric  Institute 
602  South  44th  Avenue,  Omaha 
Nebraska  Public  Health  Association 

E.  A.  Rogers,  M.D.,  M.P.H.,  President 
State  Capitol  Building 

Lincoln  9,  Nebraska 
Nebraska  Radiological  Society 
Ronald  E.  Waggener,  M.D.,  Secy.-Treas. 
University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 
Nebraska  Rheumatism  Association 
Robert  S.  Long,  Pl'esident 
8721  Shamrock  Road,  Countryside  Village 
Omaha,  Nebraska 

Nebraska  Society  for  Crippled  Children 
S.  Orson  Perkins,  Director 
402  South  17th 
Omaha,  Nebraska 

Nebraska  Society  of  Internal  Medicine 
Robert  S.  Long,  M.D.,  President 
324  City  National  Bank  Building 
Omaha,  Nebraska 

Nebraska  State  Dental  Association 

F.  A.  Pierson,  D.D.S.,  Secy. 

1112  Federal  Securities  Building 
Lincoln,  Nebraska 

Nebraska  State  Department  of  Health 
E.  A.  Rogers,  M.D.,  Director 
State  Capitol  Building 
Lincoln,  Nebraska 

Nebraska  State  Medical  Association 
M.  C.  Smith,  Executive  Secy. 

1315  Sharp  Building 
Lincoln  8,  Nebraska 
Nebraska  State  Nurses  Association 
Mrs.  Zelda  Nelson,  Executive  Director 
510  Securities  Building 
Omaha,  Nebraska 

Nebraska  State  Obstetrics  & Gynecology  Society 
Maurice  E.  Grier,  M.D.,  Secy. 

828  Medical  Arts  Building 
Omaha,  Nebraska 
Nebraska  Tuberculosis  Association 
Delmer  Serafy,  Eexecutive  Secy. 

406  W.O.W.  Building,  Omaha,  Nebraska 
Omaha,  Nebraska 
Omaha  Mid-West  Clinical  Society 
1613  Medical  Arts  Building 
Rita  M.  Crowell,  Executive  Secretary 
POISON  CONTROL  CENTER 
Childrens  Memorial  Hospital 
502  South  44th  Street,  Omaha 
University  of  Nebraska  College  of  Medicine 
J.  P.  Tollman.  M.D.,  Dean 
42nd  and  Dewey 
Omaha,  Nebraska 
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WHAT  OTHERS  SAY 

Editorial  comment  in  medical  journals 
covers,  in  general,  much  the  same  ground 
year  in  and  year  out.  Emphasis  changes 
from  year  to  year  or,  one  might  say,  from 
session  to  session  of  Congress.  At  the  peak 
of  the  curve  is  the  subject  affecting  medical 
practice  in  the  most  deleterious  manner  in 
the  present  Congress.  In  the  first  session 
of  the  87th,  just  past,  this  was  the  King-An- 
derson  Bill.  This  Bill  embodies  the  most 
progi’essive(  ?)  ideas  of  the  present  Admin- 
istration in  relation  to  extension  of  Social 
Security  to  furnish  medical  care  to  some  of 
the  people  past  65  years  of  age.  The  lime- 
light may  be  divided  in  the  next  session  be- 
tween this  item  and  legislation  or  “pre- 
legislative” investigation  by  the  coonskin- 
capped  Senator  and  his  committee,  aimed  at 
concluding  the  trial  of,  and  pronouncing  sen- 
tence upon,  the  pharmaceutical  industry. 

Much  of  our  editorial  comment  has  dealt 
with  these  items  since  January  1,  1961,  just 
as  the  comments  during  the  sessions  of  the 
86th  Congress  were  highlighted  by  the  Kerr- 
Mills  Bill,  .the  passage  of  which  became  a 
triumph  for  freedom  of  medical  practice.  At 
all  times,  of  course,  many  other  subjects  re- 
lated to  the  practice  of  medicine  in  America 
and  elsewhere  came  into  focus  in  medical  edi- 
torial writing.  Some  of  these  subjects  were: 
medical  education  with  its  diverse  aspects 
such  as  the  number  of  doctors  needed  at 
present  and  in  the  years  to  come;  the  num- 
ber of  medical  schools  required  to  furnish 
the  calculated  need  in  new  doctors;  ways 
and  means  of  increasing  the  number  and 
quality  of  prospective  medical  students ; med- 
ical curricula  — longer,  shorter,  or  what- 
have-you;  how  to  fill  the  several  hundred 
budgeted  but  unmanned  positions  as  full- 
time teachers ; and  so,  on  and  on. 

The  matter  of  naming  drugs  is  presently 
of  top  priority.  Who  is  going  to  name 
them?  Will  the  Government  name  them? 
What  system  of  naming  will  be  employed? 
Will  the  doctor  prescribe  by  generic  name, 
brand  name,  or  otherwise?  In  the  same  ar- 
gument, hatched  by  the  Kefauver  - Celler 
Bill,  arises  the  question  of  who  will  decide 


the  merits  of  a given  new  drug.  Will  it  be 
the  medical  profession  or  a governmental 
agency?  (More  on  this  point  later). 

Medical  ethics  a n d illegal  practices  by 
physicians  come  in  for  considerable  com- 
ment. As  might  be  expected,  newspapers 
and  other  news  media  like  to  comment  on 
these  subjects,  also.  As  long  as  doctors  of 
more  than  one  generation  are  practicing 
medicine  side  by  side  there  will  be  differing 
viewpoints  on  ethics.  While  the  fundament- 
al considerations  of  ethical  conduct  can 
scarsely  be  expected  to  change,  some  of  the 
more  secondary  frills  are  certain  to  come 
into  question  as  a new  generation  of  practi- 
tioners comes  upon  the  scene.  Mere  consid- 
eration of  medical  practice  as  a professional 
devotion  to  aiding  and  comforting  the  sick, 
as  contrasted  with  the  practice  of  medicine 
as  a business,  would  alter  the  respective 
views  on  medical  ethics.  One  could  probab- 
ly say  there  are  certain  fundamentals  that 
are  right  or  wrong,  as  right  or  wrong  today 
as  in  the  long  past,  while  others  depend  a 
little  less  on  the  absolutes  of  right  and 
wrong  and  a little  more  on  the  trends  of  the 
day  and  age  in  which  man  lives  at  the  mo- 
ment. These  latter  qualities  bring  the  sub- 
ject of  ethics  to  the  top  of  the  boiling  pot 
of  editorial  writing,  from  time  to  time. 

Care  of  the  aged,  the  65-and-over  group, 
or  whatever  name  best  suits  the  whim  (fre- 
quently “those  poor  old  people!”)  is  in  top 
priority  at  present.  Everyone  knows  there 
is  no  great  problem  to  be  solved  in  this  mat- 
ter, but  that  certain  political  and  ideological 
elements,  both  in  and  out  of  government, 
have  seized  upon  the  purported  neglect  of 
this  segment  of  our  population  in  order  to 
stir  up  misplaced  sympathy  and  so  to  aid  in 
passing  laws  designed  to  add  to  the  little- 
by-little  accumulation  of  Socialism  in  our 
land.  Anyone  who  takes  an  intelligent  look 
knows  that  a little  Socialism  here  and  a little 
there  can  mean  a completely  socialistic  gov- 
ernment in  the  end. 

It  has  been  said  that  government  at  any 


(All  editorials  not  signed  or  initialed  are  written 
by  the  editor.) 
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level  should  be  based  upon  practicality.  It 
should  deal  with  the  practical  aspects  of  liv- 
ing together  in  peace,  comfort,  and  safety. 
Whenever  our  lawmakers  must  resort  to 
tear-jerking  — the  arousal  of  emotionalism 
in  contrast  to  sober  practical  thinking,  the 
proposal  in  question  is  almost  certain  to  be 
socialistic  in  nature.  The  “poor  old  people” 
in  the  65-and-over  group  of  citizens  is  a fair 
example. 

If  those  who  do  not  believe  in  Socialism, 
including  state  medicine,  cry  loudly  enough 
and  often  enough,  others  may  be  stimulat- 
ed to  add  their  voices  in  protest.  Enough 
protests  that  reach  the  proper  goals  can 
change  the  course  of  events.  If  enough  peo- 
ple, fewer  than  one  third,  it  is  said,  believe 
strongly  and  do  something  about  what  they 
believe,  evil  legislation  can  be  stopped.  If 
we  simply  believe  and  do  nothing  about  it, 
our  belief  is  of  no  effect.  This  constitutes 
a reason  for  frequent  editorials  about  this 
and  other  subjects. 

Following  these  general  considerations  a 
few  examples  of  current  medical  editorial 
writing  will  be  noted  and  pertinent  quota- 
tions of  portions  of  it  will  be  given : 

An  editorial  in  the  West  Virginia  MJ.  for 
June,  1961,  entitled  “Political  Pharmacy” 
has  this,  among  several  other  excellent 
points,  to  make; 

“To  give  the  Food  and  Drug  Administra- 
tion control  over  ‘effectiveness’  as  well  as 
safety  sounds  somewhat  bizarre.  It  means 
transferring  judgment  from  the  actual  prac- 
titioner of  medicine,  who  is  at  the  bedside 
doing  a job,  to  a man  miles  away  in  Wash- 
ington who,  despite  whatever  theoretical 
knowledge  of  pharmacy  and  medicine  he  may 
possess,  is  really  a chair-warmer  rather  than 
a physician  trying  to  relieve  a patient  . . .” 

In  the  same  issue  of  the  above  named 
journal  the  editorial  writer  analyzes  two 
bills  (the  Griffiths  Bill,  HR  1937,  and  the 
Moulder  Bill,  HR  3556)  aimed  at  establish- 
ing government  regulation  of  research.  One 
pointed  paragraph  says : 

“The  saddest  part  of  the  whole  matter  is 
the  presumption  on  the  part  of  the  sponsors 
of  these  bills  that  reputable  scientists  need 
policing.  In  the  benighted  days  of  the  nine- 
teenth century,  there  were  a few  workers  in 
the  biological  sciences  who  could  not  be  trust- 
ed to  observe  humane  practices,  but  at  the 
present  time  no  scientist  could  keep  his  posi- 


tion if  he  were  guilty  of  wanton  cruelty. 
Science  is  doing  an  excellent  job  of  policing 
itself,  and  any  further  regulation  is  unwar- 
ranted meddling.” 

Another  point  of  interest  in  this  bill  is 
commented  upon  as  follows : 

“Perhaps  the  crowning  touch  is  that  the 
Moulder  Bill  would  demand  that  only  li- 
censed veterinarians  or  doctors  of  medicine 
specializing  in  anesthesiology  could  admin- 
ister anesthesia  to  laboratory  animals  . . . 
It  is  a melancholy  comment  on  human  nature 
to  point  out  that  this  law  would  not  prevent 
a nurse  from  giving  an  anesthetic  to  a child 
or  man,  but  she  could  not  legally  administer 
an  anesthetic  to  a mouse  or  a dog.” 

Doctor  Morris  Fishbein,  Editor  of  Medical 
World  Neu's,  deals,  in  a recent  issue  of  his 
journal,  with  various  items  in  the  Kefauver- 
Celler  Bill.  He  points  out  the  fallacies  and 
potential  harmful  results  of  portions  of  the 
bill  such  as  its  insistence  on  the  use  of  gen- 
eric names  only,  the  three-year  limit  of  the 
patent  on  new  drugs,  regular  mailing  to  all 
physicians,  by  the  Secretaiy  of  the  Depart- 
ment of  Health,  Education  and  Welfare,  of 
brochures  on  the  bad  effects  of  drugs,  and 
the  government  usurpation  of  the  function 
of  naming  all  drugs.  Doctor  Fishbein  makes 
the  following  incisive  statement  about  this 
proposed  law: 

“Whoever  conceived  this  utterly  prepos- 
terous proposal  did  so  without  the  slightest 
experience  or  knowledge  in  the  field  con- 
cerned. Regardless  of  its  constitutionality, 
the  maleficient  effect  on  any  industry  needs 
no  emphasis.” 

In  the  September,  1961,  issue  of  the  Ne- 
braska State  Medical  Journal,  attention  was 
called  to  the  fact  that  World  Medical  Neivs 
had,  for  the  first  time,  abandoned  its  custo- 
mary consideration  of  medico-politico-eco- 
nomic issues  and  used,  as  a leading  article, 
a “new  drug.”  This  item  was  noted  by  Doc- 
tor Fishbein  who  wrote  your  editor  the  fol- 
lowing letter  showing  how  the  application 
of  the  Kefauver-Celler  Bill  could  damage, 
not  only  the  practice  of  medicine,  but  the 
patient ; 

October  16,  1961 

Dear  Doctor  Covey: 

In  the  Nebraska  State  Medical  Journal  for  Sep- 
tember, I notice,  following-  my  return  from  a trip 
abroad,  an  item  referring  to  Medical  World  News 
and  suggesting  that  some  commercial  motivation 
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must  have  stimulated  the  use  of  an  article  relative 
to  a new  drug’,  I am  soiTy  that  the  situation  should 
have  given  you  such  an  impression. 

Well  over  two  years  ago,  I obseiwed  while  in 
Europe  the  introduction  of  a new  drug  well  nigh 
specific  in  trichomonas  infections.  The  drug  was 
thoroughly  tested  in  Gi-eat  Britain  by  the  British 
Medical  Research  Council  and  in  three  cities  found 
to  give  remarkable  and  hitherto  unobseiwed  success 
with  the  treatment  of  this  condition.  Later  I found 
on  a visit  to  Canada,  where  I spoke  before  the 
Academy  of  Medicine  in  Ottawa,  that  the  dimg  was 
also  being  widely  used  in  Canada. 

In  the  meantime,  for  some  reason  which  I could 
not  ascertain,  the  use  of  this  drug  was  being  held 
up  by  the  Food  and  Drug  Administration  in  the 
United  States.  The  drug  in  question  is  now  being 
manufactured  by  G.  D.  Searle  and  Co. 

I believe  that  this  incident  demonstrates  remark- 
ably the  great  danger  that  would  ensue  if  the  legis- 
lation proposed  in  the  Kefauver-Celler  bill  were  to 
become  effective.  The  legislation  mentioned  would 
make  it  impossible  to  use  a drag  in  the  United 
States  until  the  Food  and  Drag  Administration 
had  found  it  efficacious.  Obviously  the  fact  that 
the  drag  had  already  been  found  fully  efficacious 
in  France,  England  and  Canada  should  have  had 
some  weight  in  getting  a release  in  the  United 
States. 

May  I assure  you  that  the  standards  of  Medical 
World  News,  both  in  its  editorial  pages  and  and  in 
its  advertising,  will  be  maintained  at  as  high  a level 
as  possible. 

Sincerely, 

(Signed)  Morris  Fishbein. 

Doctor  Fishbein’s  explanation  certainly 
throws  a different  light  on  what  seemed  to 
us  to  be  a “commercial  motivation”  for  his 
lead-off  article.  Such  failure  to  act,  on  the 
part  of  he  Federal  Food  and  Drug  Admin- 
istration, could  delay  or  prevent  the  use  of 
an  untold  number  of  important  drugs  and 
thereby  be  the  cause  of  innumerable  catas- 
trophies  in  the  practice  of  medicine. 

These  few  items  from  and  about  current 
medical  editorials  illustrate  their  character 
and  content  as  of  the  present  time.  Accent 
upon  one  feature  then  another  of  these  sub- 
jects by  different  writers  builds  up  a fair- 
ly complete  picture  of  medical  opinion  of 
current  history.  It  is  unfortunate  that  all 
such  editorials  cannot  be  read  by  all  of  us. 


THE  EDITORIAL 

An  editorial  is  “an  article  published  as 
the  views  of  the  editor  or  of  the  person  or 
persons  in  control  of  the  paper.”  (Webster). 
An  editorial,  then,  expresses  the  views  of 
the  editor.  These  opinions  usually  have  to 
do  with  subjects  of  current  interest,  al- 


though they  might,  at  times,  deal  with  the 
past  or  venture  into  the  future.  Too  much 
past  history  or  probing  into  the  future 
might,  however,  lose  reader-interest. 

An  editorial  does  not  have  to  agree  with 
what  has  been  said  or  with  the  current 
opinion  about  a subject.  Its  publication 
should  not  require  the  concurrence  of  multi- 
ple opinions  such  as  is  the  case  where  the 
article  is  submitted  to  a board  or  council, 
or  to  some  other  kind  of  committee  such  as 
a publications  committee,  before  it  may  be 
published.  If  the  opinions  expressed  in  an 
editorial  must  not  disagree  with  those  of 
other  interested  people,  then  it  ceases  to  be 
an  editorial. 

A wise  medical  writer  will,  however,  not 
only  write  about  subjects  that  are  of  imme- 
diate interest,  but  will  not  be  heretical  in 
his  treatment  of  them.  His  writing  will,  on 
the  other  hand,  be  useless  should  he  agree 
with  everything  and  should  he  fail  to  ex- 
press honest  divergent  opinions.  He  must 
point  out  fallaceous  statements  and  argu- 
ments and  call  attention  to  need  for  solid 
commitment  of  the  profession  to  certain 
courses  of  action,  even  though  there  be  minor 
differences  of  opinion. 


ALPHABET-SOUP 

Today,  an  effort  on  the  part  of  your  edi- 
tor to  read  some  articles  in  a journal  were 
successfuly  defeated.  The  journal  was  one 
that  should  be  top-grade  — its  language 
should  be  a guide  to  those  who  care  about 
correct  speaking  and  writing  — it  is  an 
organ  devoted  to  education. 

The  defeat  of  the  attempt  to  read  these 
articles  was  accomplished  by  “alphabet- 
soup.”  In  two  of  the  three  articles  selected 
for  reading  a number  of  designations  of  an 
unknown  “something”  were  made  by  a series 
of  capital  letters  only.  The  words  or  com- 
binations of  words  intended  to  be  designated 
by  these  groups  of  capital  letters  were  not 
identified.  It  seemed  that  these  terms  were 
important  to  the  reader  if  he  hoped  to  under- 
stand what  he  was  trying  to  read.  There  is 
no  source  to  which  a reader  may  turn  to 
find  the  meaning  of  such  alphabetical  cere- 
bral derailers,  and  if  there  were,  many  po- 
tential readers  who  do  not  appreciate  these 
shortcuts  to  education  might  have  sense 
(Continued  on  page  633) 
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Comments  From 


Your  President 


SELF-HELP  FOR  SURVIVAL 

The  Defense  Medical  Care  Committee  of 
the  American  Medical  Association  in  cooper- 
ation with  the  office  of  Civil  and  Defense 
Mobilization  and  the  Department  of  Public 
Health  have  developed  a program  to  teach 
American  families  how  to  meet  their  health 
care  needs  in  time  of  disaster,  if  they  are 
deprived  of  a physician’s  seiwices. 

It  is  recommended  that  the  Nebraska  State 
Medical  Association  provide  the  necessaiy 
physician  leadership  to  implement  the  self- 
help  program  initially.  The  Civil  Defense 
and  Disaster  Committee  could  develop  guide- 
lines and  make  suggestions  that  would  set 


professional  standards  for  physicians’  par- 
ticipation in  the  teaching  and  training  pro- 
gram. Self-help  medical  training  kits,  in- 
cluding audio  and  visual  aids  and  approved 
lectures,  have  been  prepared  for  the  use  of 
the  instructors. 

One  of  the  meanings  of  the  word  Doctor 
is  Teacher.  This  is  a fine  opportunity  for 
the  medical  profession  to  make  close  contact 
with  many  people  and  to  make  a substantial 
contribution  to  their  welfare  by  initiating 
the  teaching  of  the  self-help  medical  care 
program. 

Arthur  J.  Offerman,  M.D., 
President. 
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ARTICLES 


Portal  Hypertension  of 
Extrahepatic  Origin 

IN  CHILDHOOD* 


Obstruction  of  the  extra- 

hepatic  portion  of  the  portal 
vein  in  an  infant  may  lead  to 
the  appearance  of  ascites  and  associated 
growth  failure,  while  later  in  childhood 
hemorrhage  from  esophageal  varices  be- 
comes the  major  clinical  problem.  Portal 
hypertension  of  the  extrahepatic  type  should 
be  clearly  distinguished  from  that  due  to  in- 
trahepatic  obstruction.  The  diagnostic, 
therapeutic,  and  prognostic  aspects  of  the 
two  are  quite  different ; m o s t importantly 
because  the  liver  in  the  former  group  is  nor- 
mal, but  liver  function  in  the  intrahepatic 
type  is  ordinarily  badly  deranged.  This  pa- 
per is  entirely  concerned  with  the  clinical 
course  and  management  of  infants  and  chil- 
dren with  the  extrahepatic  form  of  portal 
hypertension,  and  is  based  on  a study  of  15 
such  cases  followed  in  the  past  ten  years  at 
the  Columbus  Children’s  Hospital. 

Etiology  and  Pathology 

In  most  instances  the  exact  etiolog>'  of  ob- 
struction of  the  portal  vein  cannot  be  estab- 
lished, but  it  is  likely  that  in  the  newborn 
period  a septic  thrombophlebitis  progress- 
ing from  the  umbilical  vein  to  the  portal 
vein  and  its  tributaries  is  often  responsible. 
A history  of  omphalitis  is  obtained  in  some 
of  these  patients,  and  it  is  reasonable  to 
theorize  that  such  an  infective  process  could 
complicate  the  normal  thrombotic  process  of 
the  umbilical  vein  and  lead  to  its  extension 
into  the  portal  venous  system. ^ A definite 
history  of  omphalitis  was  obtained  in  four 
of  the  patients  studied.  Thrombosis  of  other 
large  venous  channels,  including  the  renal 
veins  and  the  dural  venous  sinuses,  has  been 
documented  in  young  infants  as  a complica- 
tion of  sepsis  or  extreme  dehydration.  Per- 
haps sepsis  and  dehydration  ai*e  also  factors 
in  thrombosis  of  the  portal  vein,  and  in  three 
of  our  cases  there  was  a history  of  neonatal 
sepsis.  An  accurate  history  on  these  points 
is  often  impossible  to  obtain,  particularly  in 
patients  seen  for  the  first  time  in  later  child- 
hood. 


E.  THOMAS  BOLES,  JR.,  M.D. 

From  the  Department  of  Surgery, 
Ohio  State  University  School  of  Medicine, 
and  The  Children's  Hospital 
Columbus,  Ohio 


Obstruction  of  the  portal  venous  system 
may  be  confined  to  the  portal  vein  itself  or 
may  extend  to  include  major  tributaries 
such  as  the  splenic  and  superior  mesenteric 
veins.  Such  extension  may  later  make  these 
veins  unsuitable  for  a shunting  operation. 
Incomplete  recanalization  of  the  portal  vein 
together  with  the  development  of  multiple 
small  collaterals  around  the  segment  of  ob- 
struction is  probably  responsible  for  the  so- 
called  cavernomatous  transformation  of  the 
portal  vein. 

The  increase  in  portal  pressure  in  infants 
with  such  a process  is  often  very  marked. 
As  a result,  fluid  shifts  dependent  on  intra- 
vascular pressure  and  colloid  osmotic  pres- 
sure are  altered  to  such  a degree  that  ascites 
and  retroperitoneal  edema  form.  Later, 
probably  due  to  the  gradual  development  of 
a more  efficient  collateral  circulation,  the 
portal  pressure  decreases  to  some  extent  and 
the  ascitic  fluid  spontaneously  disappears. 
However,  the  collateral  circulation  includes 
the  clinically  very  significant  esophageal 
veins,  and  hence  varices  in  the  lower  esopha- 
gus become  the  major  threat  to  the  child  be- 
cause of  the  hazard  of  hemorrhage. 

An  additional  manifestation  of  the  in- 
creased portal  pressure  is  chronic  venous 
congestion  of  the  spleen.  The  spleen  grad- 
ually enlarges,  and  by  late  childhood  may  be 
quite  huge.  The  large  spleen  itself  usually 
causes  few  if  any  symptoms  to  the  child, 
but  does  lead  to  secondary  hypersplenism 
manifested  particularly  by  low  leucocyte  and 
platelet  levels  in  the  peripheral  blood.  The 
exact  mechanism  of  these  hypersplenic  states 

♦Read  before  Annual  Convention  Nebraska  State  Medical 
Association,  May,  1961. 
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is  not  well  understood,  but  there  seems  to  be 
a definite  relationship  between  a big  spleen 
and  secondary  hypersplenism. 

Diagnosis 

Infants  with  Ascites  — Although  it  seems 
probable  that  the  obstruction  of  the  portal 
vein  in  these  cases  occurs  in  the  neonatal 
period,  clinically  evident  ascites  does  not  de- 
velop ordinarily  until  a few  months  of  age. 
There  were  five  such  patients  in  this  series. 
Ascites  was  first  noticed  at  two  months  in 
one,  six  months  in  two,  seven  months  in 
one,  and  eight  months  in  the  last.  Promi- 


nent swelling  of  the  abdomen  is  then  noted 
by  the  parents  and  the  presence  of  fluid  con- 
firmed by  the  physician  (fig.  1-A).  Slight 
to  moderate  enlargement  of  the  spleen  is 
also  found,  although  it  may  not  be  possible 
to  palpate  the  spleen  until  a paracentesis 
has  been  performed.  The  liver  is  not  en- 
larged. Prominence  of  the  superficial  veins 
of  the  anterior  chest  and  abdomen  may  also 
be  observed.  A history  of  omphalitis  or 
sepsis  in  the  newborn  period  is  very  helpful 
in  establishing  the  diagnosis. 

The  ascitic  fluid  has  the  characteristic  of 


Fig^ure  2.  Portal  venogram  in  an  infant  with  ascites  showing  distortion  of 
the  portal  vein  and  numerous  large  collateral  vessels  in  the  cardia  of  the  stomach 
and  the  lower  esophagus. 
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a transudate  rather  than  an  exudate  or 
chyle.  It  is  clear,  amber  in  color,  and  con- 
tains 250  to  600  mg.  per  100  ml.,  of  protein. 

Laboratory  investigation  of  the  liver  and 
kidneys  discloses  normal  function  in  each 
instance.  Radiologic  studies  of  the  gastro- 
intestinal tract  have  not  been  helpful  by  the 
demonstration  of  varices  in  any  of  these 
cases,  and  visualization  of  varices  by  this 
technique  is  rarely  successful  before  four  or 
five  years  of  age.  Inability  of  the  infant 
or  young  child  to  properly  cooperate  in  such 
an  examination  probably  explains  this  fact 
to  a large  extent.  However,  barium  study 


of  the  upper  gastrointestinal  tract  will  often 
demonstrate,  by  lateral  projections,  anterior 
displacement  of  the  duodenum.  This  has 
been  a consistent  finding  in  the  cases  so 
studied  and  is  thought  to  be  caused  by  the 
retroperitoneal  edema.  Such  displacement 
may  be  confusing  and  actually  suggest  the 
presence  of  a retroperitoneal  tumor. 

The  diagnosis  may  be  evident  from  the 
history,  physical  findings,  laboratory  and 
radiologic  data,  and  if  so,  operation  is  not 
necessary  and  has  no  therapeutic  merit.  If 
operation  is  performed  for  diagnostic  rea- 
sons, a normal  liver,  moderate  splenomegaly, 


Figure  3.  Marked  mucosal  irregularities  in  the  lower  esophagus  produced  by 
varices. 
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and  marked  edema  of  the  mesentery  and 
retroperitoneal  tissues  are  the  striking  find- 
ings in  addition  to  the  ascites.  The  portal 
pressure  is  high,  varying  from  400  to  520 
mm.  of  water  in  the  three  patients  in  this 
group  on  whom  operation  was  performed. 
Injection  of  radiopaque  dye  into  a mesen- 
teric vein  permits  radiologic  visualization 
of  the  portal  venous  system.  Absence  of  a 
recognizable  portal  vein,  distortion  of  the 
portal  vein  area  suggesting  cavernomatous 
transformation,  and  flow  of  the  dye  away 
from  the  liver  (centrifugal  or  hepatofugal 
flow)  into  the  major  tributaries  of  the  por- 
tal system  and  particularly  into  large,  di- 
lated venous  spaces  (varices)  along  the 
course  of  the  proximal  stomach  and  distal 
esophagus  will  be  found  (fig.  2). 

Children  with  Gastrointestinal  Bleeding — 
The  diagnosis  in  children  who  are  seen  be- 
cause of  upper  gastrointestinal  hemorrhage 
with  hematemesis,  melena,  or  both  is  ordi- 
narily not  difficult.  Frequently  the  histoiy 
is  not  helpful,  and  the  child  will  have  been  in 
apparent  good  health  until  the  present  epi- 


sode. As  in  the  infant  group,  the  physician 
should  inquire  into  the  newborn  histon,’ 
with  regard  to  omphalitis  or  sepsis.  There 
is  often  a history  of  splenomegaly  dating 
back  several  years,  and  in  some  unfortunate 
patients  the  spleen  will  have  been  previous- 
ly removed.  Except  in  the  latter  group, 
splenomegaly  will  be  found.  Clinically  there 
are  usually  no  other  helpful  findings ; ascites 
is  not  present  and  the  liver  is  not  enlarged. 

Laboratory  evaluation  of  liver  function 
is  normal,  although  there  may  occasionally 
be  one  abnormal  finding  among  the  usual 
battery  of  tests.  An  abnormal  cephalin  floc- 
culation test  has  been  found  in  two  of  our 
cases,  and  the  significance  of  this  finding 
is  not  known.  An  esophogram  often,  but 
not  invariably,  shows  an  irregular  mucosal 
pattern  in  the  lower  esophagus  characteris- 
tic of  varices  (fig.  3). 

Definitive  evaluation  of  such  patient  de- 
pends on  a portal  venogram.  In  a coopera- 
tive child  of  school  age  this  often  can  be 
done  under  local  anesthesia  by  means  of 
percutaneous  injection  of  the  spleen.  This 


Fisrure  4.  Percutaneous  splenic  portogrram  showing?  large  splenic  vein,  cavernomatous  transformation 
of  portal  vein,  hepatofugal  flow,  and  esophageal  and  gastric  varices. 
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examination  may  also  be  done  under  general 
anesthesia  as  a preliminary  part  of  a defini- 
tive operation.  Prior  to  injection  of  the 
contrast  dye  into  the  spleen,  measurement 
of  the  splenic  pulse  pressure  is  easily  done 
and  gives  a close  approximation  to  the  por- 
tal venous  pressure.  The  size  of  the  splenic 
vein,  hepatofugal  flow  with  demonstration 
of  varices,  and  the  cavernomatous  abnorm- 
ality of  the  portal  vein  are  the  findings 
which  confirm  the  diagnosis  and  make  pos- 
sible a decision  as  to  the  best  possible  sur- 
gical procedure  (fig.  4). 

Management 

Infants  xvith  Ascites  — As  previously  in- 
dicated, the  natural  course  of  this  disease 
process  is  one  of  ultimate  spontaneous  re- 
gression of  the  ascites.  Theoretically  this 
process  might  well  be  accelerated  by  lower- 
ing the  portal  pressure  by  an  effective 
portal  to  systemic  venous  shunt.  In  prac- 
tice, however,  no  veins  are  available  of  suf- 
ficient size  to  make  such  a shunt  workable. 
Fortunately,  serious  hemorrhage  from 
esophageal  varices  is  quite  uncommon  in 
this  age  group.  Therefore,  except  for  di- 
agnostic purposes,  operations  on  these  in- 
fants should  be  avoided.  Our  early  experi- 
ence as  well  as  that  of  others  shows  that 
such  operations  invariably  fail  and  may 
deny  the  patient  the  protection  of  an  ef- 
fective shunt  later  in  childhood. 

Treatment  should  be  directed  toward  re- 
moving the  ascitic  fluid  when  it  interferes 
with  the  infant’s  respiratory  efficiency,  and 
to  the  maintenance  of  a normal  plasma  pro- 
tein level  by  periodic  transfusions  of  col- 
loid.^ In  our  experience  growth  failure 
usually  accompanies  this  period  of  ascites. 
The  appetite  of  these  babies  is  often  poor, 
perhaps  due  to  the  pressure  of  the  ascitic 
fluid.  Forced  feedings  by  means  of  a small 
plastic  tube  might  be  a worthwhile  adjunct, 
but  has  not  been  tried  in  these  patients. 
Transfusions  of  blood,  plasma,  or  albumin 
solution  are  used,  the  choice  depending 
largely  on  the  presence  or  absence  of  ane- 
mia. Although  hemorrhage  is  rare,  the 
stools  of  these  patients  often  contain  occult 
blood,  and  anemia  probably  secondary  to 
combined  chronic  blood  loss  and  nutritional 
factors  is  common. 

Of  the  five  patients  in  this  group,  four 
were  easily  managed  from  the  standpoint  of 
the  ascites.  One  was  never  tapped  and  re- 


ceived no  transfusions,  and  yet  was  free  of 
ascites  after  nine  months.  One  to  four  taps 
with  removal  of  totals  of  from  680  to  1400 
ml.  of  fluid  were  performed  in  three,  and  in 
these  infants  one  to  14  transfusions  were 
given.  The  ascites  in  these  three  lasted  from 
12  to  33  months.  The  fifth  patient  was 
quite  remarkable  in  that  a total  of  48  para- 
centeses with  removal  of  32,000  ml.  of  fluid 
was  necessary  over  a period  of  16  months. 
During  this  same  time  she  received  67  trans- 
fusions with  a total  of  6700  ml.  of  colloid. 
At  the  end  of  that  time  there  was  an  abrupt 
cessation  in  the  formation  of  this  fluid.  In 
this  16-month  period  she  gained  no  weight 
and  actually  lost  slightly,  weighing  15 
pounds  1 ounce  at  six  months  and  141/2 
pounds  at  22  months  of  age.  In  the  follow- 
ing year,  she  has  gained  at  an  astonishing 
rate,  now  weighing  33  pounds,  and  being 
completely  free  of  ascites  (fig.  1 A-B). 

Children  with  Hemorrhage  — The  emer- 
gency management  during  the  actual  episode 
of  hemorrhage  should  be  conservative,  since 
almost  invariably  the  bleeding  will  stop  with- 
out the  necessity  of  an  operation.  The  pa- 
tient is  hospitalized,  sedated,  and  the  blood 
loss  is  replaced.  Close  nursing  care  is  essen- 
tial, and  is  probably  best  given  in  an  inten- 
sive care  unit  if  available.  A hemorrhage 
sheet  which  correlates  data  on  the  vital 
signs,  blood  values,  and  blood  replacement  is 
valuable  in  following  such  a patient.  If 
bleeding  continues  at  an  alarming  rate,  use 
of  esophageal  tamponade  or  perhaps  even 
transesophageal  ligation  of  the  varices 
would  be  indicated.  However,  neither  of 
these  measures  has  been  necessary  thus  far 
in  our  experience.  The  situation  is  quite 
different  than  that  of  hemorrhage  in  a pa- 
tient with  the  intrahepatic  type  of  portal 
hypertension,  in  whom  prompt  control  of 
bleeding  is  essential  to  prevent  ammonia  in- 
toxication, liver  failure,  and  alteration  of 
the  normal  coagulation  mechanisms.  In  the 
patients  under  consideration  liver  function 
is  normal  and  the  coagulation  mechanisms 
remain  intact.  Probably  for  these  reasons 
the  bleeding  episode  is  usually  relatively 
brief  and  self-limited,  although  admittedly 
loss  of  blood  may  be  considerable  in  amount 
and  rapid  in  rate. 

Definitive  treatment  in  an  effort  to  pre- 
vent further  episodes  of  hemorrhage  con- 
sists of  measures  to  either  reduce  the  portal 
pressure  by  a portal  to  systemic  venous 
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Fi^re  1-A.  Infant  with  marked  abdominal  distention 
due  to  a.scites.  Veins  of  anterior  abdominal  and  chest  wall 
are  prominent.  Thin  extremities  indicate  poor  nutritional 
state.  (This  figure  was  used  previously  as  figure  2-A  in 
an  article  by  Boles  and  Clatworthy : Extrahepatic  portal 

bed  block.  Annals  of  Surgery  150:371-383  (September) 
1959,  p.  374.  It  is  used  here  by  permission  of  the  pub- 
lishei's,  J.  P.  Lippincott  Company). 


Figure  1-B.  Same  child  at  45  months  of  age.  The  ascites 
has  disappeared,  and  her  growth  and  development  are  nor- 
mal. 


shunt  or  to  remove  or  obliterate  the  varices 
themselves.  Consideration  of  such  manage- 
ment is  simplified  by  arbitrarily  dividing  the 
patients  into  three  groups:  (1)  young  chil- 
dren from  one  to  six  years  of  age;  (2)  chil- 
dren six  years  of  age  and  older;  and  (3) 
“unshuntable”  patients. 

(1)  Young  Children  (one  to  six  years)  : 
IVIany  patients  in  this  group  can  be  con- 
trolled by  consen’ative  treatment  of  the 
bleeding  episodes.  These  bouts  of  hemor- 
rhage are  well  tolerated,  and  if  appropriate- 
ly handled  do  not  seriously  threaten  the 
child’s  life.  However,  if  repeated  episodes 


of  serious  hemorrhage  occur  in  a young 
child,  obviously  the  morbidity  involved  does 
not  permit  continuation  of  nonoperative 
management  for  each  episode.  A spleno- 
renal shunt  with  a large  anastomosis  is  the 
best  procedure  available,  but  will  fail  in  most 
instances  in  these  young  children  because 
such  an  anastomosis  will  be  to  small  to  re- 
main open  or  to  function  adequately.  Hence, 
necessary  operations  in  this  age  group  are 
better  directed  at  the  varices  themselves. 

Transesophageal  ligation  of  the  varices 
as  recommended  by  Crile  is  well  established 
as  an  excellent  emergency  procedure  to  stop 
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bleeding  and  often  prevents  further  bleed- 
ing for  several  ye  a r s.®  An  esophago- 
gastrectomy  with  removal  of  the  lower  third 
of  the  esophagus  and  upper  half  of  the 
stomach  is  an  effective  procedure  in  pre- 
venting subsequent  hemorrhage.  Interposi- 
tion of  a segment  of  colon  or  jejunum  be- 
tween the  esophagus  and  stomach  is  im- 
portant in  preventing  reflux  esophagitis.^-® 
A third  alternative,  proposed  by  Hunt,  is  a 
proximal  gastrectomy  plus  disconnection  of 
the  esophagus  from  its  mediastinal  attach- 
ments up  to  the  aortic  arch,  and  he  reports 
good  results  with  this  technique.® 

(2)  Older  Children  (six  years  and  older) : 
An  anastomosis  between  the  end  of  the 
splenic  vein  and  the  side  of  the  left  renal 
vein  has  given  the  best  long  term  results 
in  these  cases,  if  the  technique  is  modified 
so  that  the  most  proximal  portion  of  the 
splenic  vein  is  used.  King  and  Shumacker 
feel  that  the  procedure  will  usually  fail  in 
children  under  11  years  of  age,  because  the 


anastomosis  will  be  to  small  to  remain  pat- 
ent."^ This  is  undoubtedly  true  if  the  con- 
ventional splenorenal  procedure  is  followed, 
using  the  distal  portion  of  the  splenic  vein 
for  the  anastomosis. 

In  the  last  few  years  we  have  modified 
the  operation  by  exposing  the  splenic  vein 
on  the  posterior  surface  of  the  pancreas  as 
close  to  its  junction  with  the  inferior  mesen- 
teric vein  and  portal  vein  as  possible.  This 
proximal  segment,  usually  Hvo  to  four  cen- 
timeters in  length,  is  then  freed  from  the 
pancreas,  divided  at  its  distal  end,  and 
turned  down  to  the  left  renal  vein  located 
just  anterior  to  the  aorta.  An  end-to-side 
anastomosis  is  then  performed  (fig.  5).  A 
large  anastomosis,  10  to  14  mm.  in  diameter, 
can  be  obtained  even  in  a child  of  around 
six  years  of  age,  since  the  diameter  of  the 
splenic  vein  ordinarily  increases  as  it  is 
traced  proximally.  In  addition,  as  short  a 
shunt  as  possible  is  obtained,  and  both  the 
diameter  of  a shunt  and  its  length  are  vital 
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factors  in  determining  the  blood  flow 
through  it.  The  operation  technically  is 
simpler  than  the  conventional  technique, 
since  most  of  the  distal  portion  of  splenic 
vein  is  simply  left  in  place,  avoiding  a tedi- 
ous dissection.  In  addition,  such  a shunt 
avoids  a long  free  segment  of  splenic  vein 
which  may  become  angulated  or  compressed 
when  the  viscera  are  replaced.^ 

(3)  Unshuntable  Patients  — There  re- 
mains a gi'oup  of  patients  in  whom  a spleno- 
renal shunt  cannot  be  done.  These  are  chil- 
dren in  whom  the  splenic  vein  cannot  be 
used  because  of  a previous  splenectomy  or 
because  the  vein  is  too  small  or  is  unsuit- 
able due  to  the  original  thrombotic  process. 
Also  included  are  those  who  bleed  again 
after  a conventional  splenorenal  anasto- 
mosis. As  with  the  younger  children,  direct 
operations  on  the  varices  may  be  used.  We 
have  employed  the  esophagogastrectomy  pro- 
cedure ^^dth  interposition  in  a few  such 
cases  with  success.  Transesophageal  liga- 
tion and  the  proximal  gastrectomy  procedure 
are  alternative  operations. 

A more  physiologic  approach  is  another 
type  of  shunting  operation.  A direct  porta- 
caval shunt  cannot  be  used  since  the  portal 
vein  is  completely  unsuitable  in  these  pa- 
tients, and  a splenorenal  shunt  is  not  avail- 
able for  reasons  noted  above.  However,  a 
shunt  between  the  inferior  vena  cava  and 
the  superior  mesenteric  vein  is  often  feasible 
and  effective.®  In  this  operation  the  in- 
ferior vena  cava  is  freed  from  the  renal 
veins  to  the  bifurcation  into  the  common 
iliac  veins  and  is  divided  at  the  latter  point. 
The  end  of  the  divided  vena  cava  is  then 
turned  up  and  approximated  to  a segment 
of  the  superior  mesenteric  vein  isolated  just 
below  the  inferior  edge  of  the  pancreas.  An 
end-to-side  inferior  vena  cava  to  superior 
mesenteric  vein  anastomosis  is  then  per- 
formed. A good  sized  shunt  may  be  ob- 
tained which  drains  the  portal  system  both 
proximally  and  distally  from  the  site  of  the 
anastomosis.  The  limiting  factor  in  this 
procedure  is  the  condition  of  the  superior 
mesenteric  vein,  and  this  is  determined  by  a 
preliminary  venogram.  If  this  vein  has  been 
involved  in  a previous  thrombotic  process, 
such  a shunt  is  not  likely  to  be  successful. 
Patients  who  have  had  this  operation  have 
not  had  significant  problems  of  edema  in 
their  legs. 


Results  and  Discussion 

All  of  the  patients  in  this  series  are  alive 
and  under  reasonably  good  control,  but  a 
number  of  procedures  have  been  necessary 
in  several,  and  further  operations  will  un- 
doubtedly prove  necessaiy  in  others.  All 
five  of  the  infants  who  had  ascites  are  now 
free  of  this  problem.  Two  of  this  number 
are  now  in  the  young  childhood  gi’oup,  have 
not  bled  significantly  to  date,  and  have  not 
required  any  surgery.  A third  had  one  epi- 
sode of  bleeding  when  four  years  of  age, 
which  did  not  require  operation.  This  child 
is  now  seven  years  old  and  has  not  bled  in 
the  past  three  years.  The  fourth  had  two 
serious  episodes  of  hemorrhage,  and  an 
esophagogastrectomy  with  interposition  of  a 
segment  of  colon  was  done  when  she  was 
18  months  of  age.  She  has  had  no  further 
bleeding  in  the  brief  follow-up  period  of 
seven  months,  but  has  continued  to  be  a 
problem  of  growth  failure.  The  fifth  pa- 
tient bled  during  infancy  and  a splenectomy 
was  performed  at  eight  months  of  age.  Re- 
peated episodes  of  bleeding  occurred,  and 
hence  an  inferior  vena  cava  to  superior 
mesenteric  vein  shunt  was  done  at  11 
months.  This  failed,  and  further  bleeding 
necessitated  an  esophagogastrectomy  with 
interposition  of  a segment  of  jejunum  at 
31/2  years  of  age.  This  controlled  the  bleed- 
ing for  three  years,  but  recurrence  forced  a 
revision  of  the  interposition  procedure  at 
01/2  years  of  age  with  resection  of  additional 
esophagus  and  a high  anastomosis.  In  the 
two  years  since  this  last  procedure  he  has 
had  an  occasional  minor  episode  of  bleeding, 
but  esophagoscopy  discloses  no  residual 
varices. 

In  addition  to  the  five  described  above, 
two  patients  who  did  not  have  ascites  are 
being  followed  through  the  young  childhood 
period.  One,  now  41/2  years  of  age,  has  had 
two  relatively  minor  episodes  of  bleeding 
and  has  been  managed  conseiwatively.  The 
other  had  three  serious  bouts  of  hemorrhage, 
so  that  an  esophagogastrectomy  with  inter- 
position of  a segment  of  colon  was  performed 
at  three  years  of  age.  He  has  done  well 
since  that  time  with  no  further  bleeding  and 
an  excellent  growth  curve,  but  his  follow-up 
period  of  six  months  is  too  short  for  more 
than  guarded  optimism. 

Two  of  the  orginal  five  with  ascites  as  in- 
fants have  passed  into  the  older  childhood 
group,  one  requiring  no  surgery  and  the 
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other  a wearying  succession  of  procedures  as 
previously  described.  In  addition,  eight 
children  have  first  been  managed  during  this 
later  period.  Three  have  had  modified  cen- 
tral splenorenal  shunts.  They  have  had  no 
further  bleeding  in  follow  - up  periods  of 
three  to  four  years,  although  these  times  are 
too  brief  for  final  evaluation. 

Four  of  these  older  patients  have  had  an 
inferior  vena  cava  to  superior  mesenteric 
vein  shunt.  The  spleen  had  been  removed 
previously  in  three  of  these.  One  has  had 
two  minor  episodes  of  bleeding,  the  last  one 
four  years  ago,  over  a seven-year  follow-up. 
The  second  has  had  no  subsequent  bleeding 
over  a six-year  period.  The  third  had  an 
obviously  unsatisfactory  shunt  because  of 
disease  in  the  mesenteric  vein,  but  went  three 
years  before  bleeding  again.  At  that  time  a 
transesophageal  ligation  was  done,  and  there 
has  been  no  further  bleeding  in  18  months. 
The  fourth  patient  bled  again  within  18 
months  of  a conventional  splenorenal  shunt, 
performed  when  he  was  I21/2  years  old.  An 
inferior  vena  cava  to  superior  mesenteric 
shunt  was  then  done,  and  no  further  bleed- 
ing has  occurred  in  the  subsequent  18 
months. 

A conventional  splenorenal  shunt  was  per- 
formed in  the  last  patient  when  he  was 
eight  years  old.  Four  years  later  he  bled 
again,  and  an  esophagogastrectomy  with  in- 
terposition of  a segment  of  colon  was  then 
accomplished.  In  the  two  years  since  the 
second  procedure  he  has  done  well  with  no 
further  hemorrhage. 

Review  of  these  cases  brings  out  the  many 
difficulties  met  in  the  management  of  these 
children,  and  in  addition  demonstrates  the 
necessity  of  long  periods  of  follow-up  ob- 
servation to  properly  evaluate  the  various 
surgical  procedures  designed  to  prevent  fur- 
ther hemorrhage.  Nonetheless,  the  ultimate 
prognosis  should  be  good  in  these  patients, 
since  their  problems  are  largely  mechanical 
and  they  tolerate  not  only  hemorrhage  but 
multiple  operations  amazingly  well.  Cer- 
tainly splenectomy  alone  has  nothing  to  rec- 
ommend it,  and  is  inevitably  followed  by 
further  hemorrhage,  as  in  four  of  these 
cases.  The  most  successful  definitive  pro- 
cedure has  been  the  centrally  placed  spleno- 
renal shunt,  but  this  operation  must  be  de- 
ferred until  the  size  of  the  veins  permits  an 
adequate  sized  anatomosis.  If  such  a shunt 
is  not  possible,  the  inferior  vena  cava  to 


superior  mesenteric  vein  shunt  offers  an 
excellent  prospect  of  success  in  the  older 
child  whose  superior  mesenteric  vein  is  nor- 
mal. Third  choice  in  the  older  child  is  an 
esophagogastrectomy  with  interposition  of  a 
segment  of  colon.  In  the  younger  child  with 
repeated  episodes  of  hemorrhage,  either  an 
interposition  procedure  or  transesophageal 
ligation  of  the  varices  may  be  performed. 

Summary 

In  infancy,  portal  hypertension  due  to 
extrahepatic  obstruction  of  the  portal  vein 
produces  a syndrome  of  ascites  and  growth 
failure.  Disappearance  of  the  ascites  oc- 
curs spontaneously  in  a variable  period  of 
time,  and  conservative  measures  only  are 
required  in  the  management  of  these  chil- 
dren. 

Hemorrhage  from  esophageal  varices  is 
ideally  managed  in  a definitive  fashion  by  a 
centrally  placed  end  - to  - side  splenorenal 
shunt.  A shunt  of  satisfactoiy  size  can 
usually  be  accomplished  at  about  six  years 
of  age  or  older. 

Episodes  of  hemorrhage  in  children  under 
six  years  of  age  often  can  be  controlled  by 
nonoperative  means.  Repeated  bleeding 
necessitating  operative  relief  may  be  man- 
aged by  esophagogastrectomy  with  inter- 
position of  a segment  of  colon  or  jejunum 
or  by  transesophageal  ligation  of  the  varices. 

Older  children  who  bleed  after  splenec- 
tomy or  a shunt  failure  are  often  success- 
fully treated  by  an  end-to-side  inferior  vena 
cava  to  superior  mesenteric  vein  shunt. 
Failing  in  this,  an  interposition  operation 
usually  affords  protection  against  further 
hemorrhage. 

Despite  the  frequent  and  repeated  prob- 
lems presented  by  these  children,  their 
treatment  deserves  an  optimistic  and  en- 
thusiastic approach.  Control  of  the  bleed- 
ing varices  assures  an  excellent  prognosis. 
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Nearly  forty  years  ago  Mr.  Kipling  cast  in  poetic  fonn  a few 
of  the  immutable  truths  of  nature.  1 would  that  you  read  his  last 
four  stanzas; 

In  the  Carboniferous  Epoch  we  w’ere  promised  abundance  for  all. 
By  robbing  selected  Peter  to  pay  for  collective  Paul; 

But,  though  we  had  plenty  of  money,  there  was  nothing 
our  money  could  buy. 

And  the  Gods  of  the  Copybook  Headings  said:  “If  you 
don’t  work  you  die.” 

Then  the  Gods  of  the  Market  tumbled,  and  their  smooth- 
tongued wizards  withdrew, 

And  the  hearts  of  the  meanest  were  humbled  and  began  to 
believe  it  was  tiaie 

That  All  is  not  Gold  that  Glitters,  and  Two  and  Two 
make  Four — 

And  the  Gods  of  the  Copybook  Headings  limped  up  to 
explain  it  once  more. 

As  it  will  be  in  the  future,  it  was  at  the  birth  of  Man — 

There  are  only  four  things  certain  since  Social  Progress  began: 

That  the  Dog  returns  to  his  Vomit  and  the  Sow  retums 
to  her  Mire, 

And  the  bumt  Fool’s  bandaged  finger  goes  w’abbling  back 
to  the  Fire; 

And  that  after  this  is  accomplished,  and  the  bi'ave  new'  world  begins 

When  all  men  are  paid  for  existing  and  no  man  must  pay 
for  his  sins. 

As  surely  as  Water  will  w'et  us,  as  surely  as  Fire  will  bum, 

The  Gods  of  the  Copybook  Headings  with  terror  and 
slaughter  return! 
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SURGICAL  ASPECTS  of 


Corticoid  Associated 
Gastroduodenal  Ulcers* 


These  authors  review  a large  number  of  pub- 
lished cases  of  gastric  and  duodenal  ulcers  oc- 
curring during  corticosteroid  therapy  and  add  ten 
of  their  own.  The  objective  is  to  discuss  the 
evidence  that  corticosteroids  may  induce  the  ul- 
ceration. Having  concluded  this  to  be  a well 
substantiated  fact,  they  find  that  medical  treat- 
ment will  cause  the  major  number  to  heal  and 
that  surgical  therapy  is  required  for  only  the  few 
who  have  perforation  of  uncontrollable  hemor- 
rhage. They  believe  that,  when  steroid  therapy 
is  required,  it  may  be  continued  coincidentally 
with  treatment  of  the  ulcer  it  has  induced. 

—EDITOR 

For  many  years  clinicians  have 
accepted  the  fact  that  environ- 
mental, emotional  and  other 
types  of  stress  have  an  ulcerogenic  effect 
on  the  gastrointestinal  system.  Demonstra- 
tion of  the  pituitary-adrenal  axis  mediation 
of  external  stress  encouraged  the  thesis  that 
the  products  of  the  adrenal  cortex  were  ul- 
cerogenic. Increasing  clinical  experience 
with  the  adrenocortical  hormones  and  their 
analogues  has  been  associated  with  an  in- 
creased incidence  of  ulcer  following  their 
use  in  most  of  the  reported  experience.  The 
majority  of  the  corticoid  associated  ulcers 
are  not  surgical  problems  or  emergencies ; 
on  the  contrary,  they  usually  respond  well 
to  medical  measures  and,  being  acute,  heal 
quickly.  The  ten  cases  reported  here  were 
selected  because  of  surgical  nature  of  their 
disease  and  do  not  represent  the  total  num- 
ber of  such  ulcers  seen  at  these  hospitals. 
Each  case  was  treated  by  a different  attend- 
ing physician  or  resident.  Seven  patients 
were  treated  surgically  and  three  would  have 
been,  if  their  clinical  condition  had  made 
it  possible. 

Table  1 lists  32  cases  selected  from  the 
literature  in  which  the  course  is  given  in 
detail.  This  is  not  exhaustive  but  serves  to 
illustrate  some  of  the  more  severe  complica- 
tions seen  in  the  corticoid-induced  ulcer. 
The  majority  of  these  patients  had  rheuma- 
toid arthritis  and  a number  of  different 
corticoids  had  been  used.  The  total  duration 
of  steroid  therapy  can  not  be  obtained  from 
this  table  because  some  records  are  incom- 
plete. Most  received  a large  dose  of  the  drug. 
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a factor  which  has  been  emphasized  as  crit- 
ical. Of  these  cases,  19  were  duodenal  ulcers, 
12  gastric,  and  the  location  of  one  was  not 
stated.  Sixteen  perforated,  7 bled  massive- 
ly, and  9 either  appeared  for  the  first  time, 
increased  in  size  or  had  exacerbation  of 
symptoms  during  corticoid  therapy.  Nine 
patients  gave  a history  consistent  with  pep- 
tic ulcer  prior  to  steroid  therapy  while  23 
did  not.  Twenty-six  recovered,  16  with  sur- 
gery and  10  with  medical  treatment,  while  6 
expired  from  ulcer  complication  or  associat- 
ed disease  or  both.  In  3 of  the  medically 
treated  cases  the  ulcer  healed  although 
steroid  therapy  was  continued. 

Table  2 shows  a low  rate  of  ulceration 
in  the  earlier  series  where  the  diagnosis 
was  made  by  definite  ulcer  symptoms  or 
complication  of  ulcer.  Increasing  aware- 
ness of  the  association  of  ulcer  and  corticoid 
therapy  and  of  masking  effect  of  the  corti- 
coids  on  ulcer  symptoms  has  led  to  a more 
careful  appraisal  and  more  frequent  recogni- 
tion. In  the  cases  followed  personally  by 
Black  et  4 of  15  patients  on  steroid 

therapy  had  peptic  ulcer,  while  in  those  col- 
lected from  other  sources  the  incidence  was 
8 per  cent.  The  figures  of  25,®  262"^  and  312® 
per  cent  are  probably  nearer  the  true  per- 
centage of  ulceration  associated  with  corti- 
coid therapy  than  are  the  earlier  and  lower 
ones.  These  larger-incidence  figures  are 
higher  than  those  occurring  in  the  general 
population  ( Henderson  or  in  rheumatoid 

arthritis  (Bauer®®  — 4.5  per  cent,  Ragan®i 
— 6.8  per  cent).  The  experience  of  Meltzer 
et  alP  contradicts  this  in  that  they  found 
essentially  the  same  incidence  of  ulcer  in 

*From  the  Surgical  Service.  Veterans  Administration  Hos- 
pital. Omaha,  Nebraska,  and  Department  of  Surgery,  Vander- 
bilt University  Hospital,  Nashville,  Tennessee:  also  from  the 
Department  of  Surgery,  Veterans  Administration  Hospital, 
Omaha,  Nebraska. 
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TABLE  NO.  2 

INCIDENCE  OF  PEPTIC  ULCER 


No.  of 


No.  of 

No.  of 

G.I. 

Pei'centage 

Author 

Patients 

Ulcers 

Dist. 

of  Ulcer 

G.U. 

D.U. 

Year 

Method  of  Diagnosis 

8 

Smyth 

79 

3 



4% 

_ 



1951 

Clinical  symptoms. 

7 

Mandell 

25 

1 

1 

4% 





1951 

Clinical  symptoms. 

19 

Henderson 

1,066 





5.3% 





1956 

Collected  cases. 

20 

Co-op  Study 

546 

— 

— 

6.6% 

— 

— 

1955 

Cases  collected  by  means  of  information 
from  letter. 

21 

Dorick 

15 

0 

5 

0 





1955 

Clinical  symptoms. 

12 

Bollet 

18 

3 

— 

17% 

— 

3 

1955 

Found  by  X-ray  asymptomatic  as  part  of  a 
periodic  examination. 

22 

Howell 

68 

18 

16 

26% 

9 

9 

1956 

Frequent  X rays  ordered  on  basis  of  clinical 
symptoms. 

16 

Fentress 

18 

3 



16% 





1956 

Not  definitely  stated. 

23 

Boland 

141 

8 

40 

5.6% 

— 

1956 

Personally  treated  oases  ; X rays  ordered  as 
dictated  by  symptomatology. 

24 

Kem 

169 

21 

— 

12.5% 

8 

12 

1957 

Cases  collected  from  general  hospital 
records. 

25 

Black 

39 

6 

— 

16% 

— 

— 

1957 

is  overall  figure.  Of  15  pts.  followed 
closely.  4 (26%)  had  P.U. 

1 

Hess 

11 

1 

4 

9% 





1957 

Clinical  symptomatology. 

26 

Stolzer 

156 

12 



7.7% 





1957 

Clinical  symptoms. 

27 

Evans 

23 

6 

10 

26% 

— 

- 

1958 

X rays  done  on  all  23  cases  looking  for 
ulcer. 

6 

Edgrcomb 

48 

12 



25% 

3 

9 

1958 

Frequent  X rays. 

28 

Kammerer 

117 

36 

— 

31% 

31 

5 

1958 

Personally  treated  cases  ; X rays  ordered 
for  all  gastric  complaints. 

29 

Meltzer 

115 

2 

— 

1.7% 

— 

-- 

1958 

Diagnosis  by  X ray. 

Table  2 — Percentage  of  clinical  peptic  ulcer  reported  from  the  year  1951  to  1958. 


a group  of  patients  beginning  steroid  ther- 
apy as  in  a group  that  had  received  long 
term  treatment.  In  only  2 of  111  patients 
did  they  show  evidence  of  ulcer  exacerbation 
and  in  none  was  ulcer  complication  observed. 
Prednisone  was  used  in  an  average  dose  of 
13  to  14  mg.  per  day  and  may  account  for 
this  low  rate,  although  some  of  their  cases 
received  the  drug  in  doses  exceeding  20  mg. 
per  day. 

The  present  series  is  listed  in  table  3 
and  represents  the  complications  of  ulcer 
associated  with  steroid  therapy  which  came 
to  surgery  or  postmortem.  The  first  9 cases 
are  presented  in  the  chart  but  the  10th  case 
because  of  the  complex  history  is  presented 
below : 

Case  10  (C.G.)  — This  67-year-old 
white  woman  first  entered  Vanderbilt 
Hospital  in  April  1956,  with  a general- 
ized vesicular  rash,  most  marked  on  the 
head,  neck  and  trunk.  The  diagnosis  of 
pemphigus  was  made  and  administra- 
tion of  Meticorten,  40  mg.  per  day,  was 
begun.  Remission  followed,  the  dosage 
of  Meticorten  was  decreased  to  15  mg. 
per  day,  20  units  of  ACTH  weekly  were 
added,  and  she  was  discharged.  She  did 
well  until  2-6-57  when  epigastric  pain 
and  melena  were  noted,  along  with  wors- 
ening of  the  pemphigus.  An  ulcer  regi- 
men of  anticholinergics,  antacids,  and 
sedatives  was  begun ; the  ACTH  was  in- 


creased to  40  units  daily,  and  hydro- 
cortisone, 120  mg.  per  day,  was  substi- 
tuted for  the  Meticorten. 

She  was  readmitted  to  the  hospital  in 
March  1957,  for  readjustment  of  steroid 
therapy  and  evaluation  of  the  gastro- 
intestinal complaints.  An  upper  gastro- 
intestinal X-ray  series  demonstrated 
deformity,  hiatal  hernia  and  an  active 
ulcer  in  the  prepyloric  area.  During 
the  first  week,  500  units  of  ACTH  were 
given  per  day;  the  second  week,  250 
mg.  of  hydrocortisone  per  day  were  sub- 
stituted. She  was  discharged  improved, 
taking  25  units  of  ACTH  per  day. 

During  the  following  three  months, 
worsening  of  the  skin  lesions  made  it 
necessary  to  increase  the  ACTH  to  40 
and  then  80  units  per  day.  On  7-24-57 
she  passed  bright  blood  per  rectum  and 
was  readmitted  two  days  later.  A re- 
peat gastrointestinal  X-ray  series  on 
7-28-57  showed  the  previously  noted  le- 
sions. The  ACTH  v^as  increased  to  200 
units  per  day  and  then  decreased  in  the 
next  twenty  days  to  50  units  per  day. 
A 12-hour  overnight  gastric  secretion 
test  withdrew  45  cc.  of  gastric  juice 
containing  no  free  acid  and  only  6 de- 
grees of  total  acid.  She  was  started  tak- 
ing Nilevar,  30  mg.  per  day,  on  the  day 
of  admission,  and  her  medical  ulcer  regi- 
men was  continued.  Repeat  X ray  on 
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Table  3 — The  ten  cases  seen  at  Vanderbilt  University  Hospital  and  Thayer  Veterans  Hospital  in  the  last  five  years. 


8-28-57  showed  a decrease  in  the  size 
of  the  prepyloric  ulcer.  During  the  first 
36  days  of  hospitalization  all  stools  test- 
ed were  positive  for  occult  blood,  but  no 
gross  hemorrhage  occurred  until  the 
evening  of  8-30-57  when  she  passed  a 
large  amount  of  bright  red  blood  and 
had  concomitant  moderate  cramping 
pain.  Sigmoidoscopy  revealed  blood  com- 
ing from  a point  higher  than  15  cm. 
in  the  sigmoid  area.  In  the  absence 
of  hematemesis,  the  bleeding  point  was 
felt  to  be  in  the  lower  gastrointestinal 
tract.  Fifteen  pints  of  blood  were  given 
but  the  persisting  hemorrhage  made  it 
impossible  to  keep  up  with  the  blood 
loss  and  emergency  abdominal  explora- 
tion was  carried  out  on  8-31-57.  At 
operation,  the  stomach  and  small  bowel 
were  empty;  the  colon  contained  much 
dark  blood.  The  wall  of  the  left  colon 
was  thickened  and  contained  many 
diverticula.  In  view  of  the  previously 
noted  indications  of  lower  gastrointest- 
inal bleeding,  the  absence  of  blood  in 
the  stomach,  and  the  abnormally  thick- 
ened left  colon,  the  latter  was  judged  to 
be  the  site  of  the  bleeding  and  the  left 
colon  was  removed  from  the  mid  point 
of  the  transverse  colon  to  the  rectum. 
An  end-to-end  recto-transverse  colos- 
tomy and  diverting  transverse  colos- 
tomy were  performed.  On  opening  the 
specimen,  multiple  diverticula  with  evi- 
dence of  recent  hemorrhage  were  noted. 
Postoperatively  she  received  400  units 
of  ACTH  the  first  day,  following  which 
the  dose  was  gradually  decreased  to  40 
units  per  day.  On  the  8th  postopera- 
tive day  hematemesis  necessitated  trans- 
fusion with  five  pints  of  blood.  Levine 
tube  drainage,  intramuscular  Proban- 
thine  and  phenobarbital  were  begun  and 
during  the  next  48  hours  the  bleeding 
stopped.  A subsequent  12-hour  over- 
night secretion  obtained  65  cc.  of  fluid 
with  no  free,  and  42  degrees  of  total, 
acid.  After  histamine,  86  degrees  of 
free  acid  and  117  degrees  of  total  acid 
were  present.  She  gradually  convalesced 
from  this  operation,  and  on  10-14-57  she 
was  transferred  to  the  chronic  and  in- 
curable disease  ward  of  the  Davidson 
County  Tuberculosis  Hospital  under  the 
care  of  Dr.  R.  R.  Crowe.  While  there, 
she  gradually  became  moribund  with 
increase  in  the  skin  lesions  and  final 
exitus  on  1-27-59.  No  further  difficulty 


with  gastrointestinal  complaints  were 
observed. 

In  the  ten  patients  arthritis  was  the  most 
common  condition  requiring  steroids,  the 
duration  of  treatment  vaiying  from  eight 
days  to  two  years.  Three  patients  received 
only  15  mg.  of  Meticorten  or  prednisone  per 
day  which  is  felt  to  be  within  safe  limits,^'^ 
and  it  is  interesting  that  they  had  ulcer  com- 
plication on  this  amount  of  drug.  In  eight 
of  the  ten,  no  previous  history  of  ulcer  could 
be  elicited  but  X-ray  examination  prior  to 
giving  the  hormone  was  not  done.  Three  of 
the  ulcers  perforated  and  seven  bled.  Of  the 
three  patients  not  operated  on,  patients  CM 
and  JJ  had  carcinomatosis  and  were  ter- 
minal when  the  complication  occurred,  while 
patient  GG  was  convalescing  from  a left 
hemicolectomy  and  the  bleeding  was  not 
severe  enough  to  require  re-exploration.  The 
fact  that  patient  GG  had  hematemesis  with 
proven,  active,  prepyloric  ulcer  is  reasonable 
evidence  that  bleeding  occurred  from  this 
point.  The  effect  of  the  Nilevar  on  her 
course  is  difficult  to  assess  but  in  view  of 
Kowalewski’s  work,  (see  below),  may  have 
been  important  in  ameliorating  her  upper 
gastrointestinal  hemorrhage.  Patients  JA 
and  CT  were  subjected  to  gastric  resection 
because  scarring  of  the  duodenum  was  pres- 
ent even  though  the  patients  had  not  had 
previous  symptoms.  The  ulcers  had  obvious- 
ly been  present  for  some  time  and  they  had 
apparently  occurred  but  had  been  silent  dur- 
ing the  two  years  of  steroid  therapy.  The 
ulcer  in  patient  AC  was  not  resected  but  was 
oversewn  and  treated  with  pyloropasty  and 
vagotomy. 

The  ulcers,  where  pathological  analysis 
was  possible,  were  acute  and  the  lack  of 
inflammatoi-y  and  scar  tissue  was  impres- 
sive. Even  in  the  cases  of  CT  and  JA,  where 
scarring  and  sclerosis  in  the  underlying  ves- 
sels were  present,  there  was  evidence  of 
acute  mucosal  destruction. 

Discussion 

The  ratio  of  duodenal  to  gastric  ulcers 
associated  with  corticoid  therapy  is  1:1.23. 

The  cases  of  Rodriguez-Olleros^^  (minus  four 
of  his  cases  which  were  duplicated  in  table 
2),  those  listed  in  table  2,  the  cases  of  Kern, 
Howell,  Edgecomb,  Bollet,  Kammerer, 
Aagaard^®  and  the  present  series  were  com- 
bined. A total  of  163  ulcers  was  obtained; 
73  duodenal  and  90  gastric.  For  the  pur- 
pose of  comparison,  a brief  compendium  of 
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ulcers  associated  with  nonspecific  trauma 
is  presented  in  table  4.  The  similar  location- 
incidence,  acuteness  of  the  ulcer  process,  and 
microscopic  lack  of  inflammation  demon- 
strated in  both  the  corticoid  and  trauma- 
associated  ulcers,  lead  to  the  tentative  con- 
clusion that  these  lesions  have  a common 
etiological  basis.  The  ratio  of  acute  gastric 
to  acute  duodenal  ulceration  in  the  ulcers 
associated  with  trauma  is  1 ;1.3.  The  num- 
ber of  patients  with  each  type  is  not  suffi- 
cient for  a valid  statistical  analysis  but  does 
provide  a rough  basis  of  comparison  with 
the  ratio  usually  observed  clinically  in 
America  of  one  gastric  to  10  duodenal 
ulcers.  It  is  believed  justifiable  to  compare 
these  ulcerations  with  the  clinical  ratio  rath- 
er than  with  the  ratio  seen  at  autopsy.  Both 
Watkinson'**’  and  Ellison  et  show  that 
both  here  and  abroad  duodenal  and  gastric 
ulcers  occur  with  nearly  equal  frequency  in 
routine  autopsy  cases.  Since  both  traumatic 
and  corticoid  ulcers  are  believed  to  develop 
when  an  increased  blood  level  of  the  adrenal 
cortical  products  is  present,  the  corticoids 
remain  the  most  likely  least  common  etiolog- 
ical denominator. 

Several  theories  purport  to  explain  the 
mechanisms  whereby  the  corticoids  exert 
ulcerogenic  activity.  Gastric  hypersection 
following  stimulation  of  the  pituitary- 
adrenal  axis  has  received  the  most  atten- 
tion^2  and  has  been  subjected  to  the  great- 
est amount  of  laboratory  scrutiny.  An  in- 


crease in  the  circulating  blood  corticoids  fol- 
lowing physical  or  psychic  stress  has  been 
demonstrated  repeatedly^®-^^  in  different  ex- 
perimental subjects.  Work  from  Gray’s  lab- 
oratory^^ has  shown  that  the  adrenal  cortical 
products  have  a direct  secretagogue  activity 
on  the  gastric  secretion.  Other  workers  have 
observed  the  effects  of  trauma  on  gastric 
hypersecretion  or  ulcerogenesis.  Mendel 
et  produced  ulcer  in  the  dog  by  burning 
the  animal  and  Howe  et  noted  an  in- 
crease in  their  gastric  acidity  following 
wound  infections.  Dragstedt  et  al.^^  did  not 
find  a gastric  hyperacidity  in  dogs  subjected 
to  burn  or  in  dogs  receiving  plasma  from 
other  previously  burned  animals.  Harkins®® 
produced  only  one  erosion  by  burning  19 
dogs.  Robert  and  Nezamis^®  produced  pylor- 
ic ulcer  in  the  fasted  rat  with  cortisol  re- 
peatedly, and  recommended  this  as  an  ex- 
perimental ulcer  preparation.  In  the  human 
subject,  gastric  hyperacidity  has  been  seen 
during  emotional  stress®^  and  following  trau- 
ma®® and  increased  digestive  activity  in  the 
gastric  juice®®  observed  in  the  postoperative 
period.  Cummins  and  Gompertz®'*  found  the 
same  response  to  ACTH  in  the  ulcer  patient 
as  in  the  normal  subject. 

Analysis  of  the  uropepsin  activity  in  the 
24-hour  urine  specimen  has  been  used  as  an 
indirect  method  of  measuring  the  effect  of 
corticoids  on  the  gastric  pepsin  activity, 
Uropepsin  is  that  portion  of  pepsinogen  ex- 
creted in  the  urine  and  felt  by  some  invest! - 


TABLE  NO.  4 

LOCATION  AND  TYPE  OF  GASTROINTESTINAL  ULCER  ASSOCIATED 
WITH  NONSPECIFIC  TRAUMA 


Author 

Esopaghus 

Stomach 

Duodenum 

Duodenum 
and  Stomach 

Woldman  34 

42 

41 

21 

Cases  found  in  943  autopsis.  The  acute  ulcers  were 

1 

6 

24 

__ 

more  common  in  patients  whose  cause  of  death  was 

Harkins  35 

16 

71 

5 

trauma. 

Collected  cases  of  ulcer  secondary  to  burns. 

Hummel  36 

— 

3 

9 

4 

Cases  of  ulcer  secondary  to  bums. 

Griffin  37 

— 

5 

-- 

- 

Fletcher  38 



23 

15 

4 

Found  in  reviewing  4,102  routine  autopsies. 

Herbut  39 

- 

2 

3 

- 

XJlcei*s  following  unrelated  surgery. 

Total  chronic 
ulcers 

1 

6 

24 

— 

Total  acute 
ulcers 

42 

90 

119 

13 

Percentage  of 
acute  ulcers 

15.9*7c 

34.1% 

45.1% 

8.8% 

Ratio  of  acute 

gastric  to 

acute  duodenal 

= 1:1.3. 

Table  4 — Reported  ulcerations  associated  with  acute  trauma.  Note  the  difference  in  location  observed  by  Wold- 
man  with  acute  versus  chronic  ulcers. 
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gators®®  to  represent  1 per  cent  of  the  total 
pepsinogen  produced.  Others,®®-®’^  however, 
feel  that  the  relationship  between  uropepsin 
and  pepsinogen  varies  through  a wide  range. 
How  accurately  the  uropepsin  output®®-®®-®®-®^ 
reflects  the  gastric  activity  is  also  question- 
able as  is  the  relation  between  uropepsin, 
pepsinogen  and  hydrochloric  acid  secretion 
rates. ®2-®3  ACTH  or  corticoids®^  will  increase 
the  uropepsin  output,  felt  by  some  obseiw- 
ers®®-®®  to  be  the  result  of  increased  renal 
clearance  and  to  have  much  the  same  sig- 
nificance as  the  urinary  17-hydroxy-corti- 
coid  determination. 

A more  thorough  review  of  the  work  ex- 
ploring the  effect  of  injected  natural  or 
artificial  corticoids  on  gastric  secretion  has 
been  presented  elsewhere.®'^  This  did  not 
confirm  a gastric  secretagogue  action  of  the 
corticoids  and  the  conclusion  was  drawn  that 
elaboration  of  gastric  acid  is  facilitated  and 
allowed  to  proceed  at  a normal  level  in  the 
presence  of  intact  adrenals  or  adequate  re- 
placement therapy  but  even  large  amounts 
of  administered  corticoid  will  not  produce 
abnormal  increase  in  either  gastric  acid  or 
pepsin.  Products  of  the  adrenal  cortex  seem 
to  act  as  homeostatic  agents,®®  although  this 
activity  on  gastric  secretion  has  not  yet  been 
proven. 

Cushing®®  indicated  the  parasympathetic 
outflow  system  in  explaining  the  ulcers  seen 
following  surgical  procedures.  Traumatic 
ulcers  may  be  initiated  by  vagal  impulses  as 
the  vagal  as  well  as  other  gastric  stimula- 
tory mechanisms  are  probably  present  and 
active  in  these  subjects.  Stimulation  of  the 
various  brain  centers  in  the  experimental 
animaP®-'^i-'^2  produce  gastric  hypersecre- 
tion and  ulcer  while  vagotomy  will  abolish 
at  least  part  of  this  effect,  but  it  seems  un- 
likely that  the  vagal  mechanism  could  sei*ve 
as  an  explanation  of  corticoid  associated 
ulcers. 

The  anti-inflammatory  activity  of  these 
compounds  has  been  indicated  as  the  mech- 
anism. by  interfering  with  ulcer  healing  and 
potentiating  small  erosions  into  significant^® 
lesions;  however,  the  evidence  for  interfer- 
ence with  wound  healing  is  moot.  Cortisone 
decreased  the  production  of  granulation  tis- 
sue in  the  rabbit,"^^  caused  a lack  of  healing 
potential  in  human  wounds,'^®  and  delayed 
healing  in  the  bronchiaP®  stump.  ACTH 
did  not  retard  re-epithelization  of  Heidenhain 
pouches  but  it  did  delay  the  healing  of  arti- 
ficial ulcers  formed  in  gastric  explants.'^'^ 


Cautery-induced  ulcerations'^®  in  the  rat 
stomach  healed  more  slowly  if  cortisone  was 
administered.  This,  of  course,  may  not  be 
caused  by  retardation  of  wound  healing  as 
(see  above)  gastric  ulcer  is  readily  obtained 
in  the  rat  with  corticoids.  Other  workers, 
however,  found  aspetic  wound  healing  was 
not  inhibited  by  administering  cortisone  to 
the  dog'^®  or  the  rat.®®  Baldridge  et 
noticed  no  inhibition  of  chick  embryo  fibro- 
blasts in  the  presence  of  cortisone. 

A decrease  in  the  viscosity  and  protective 
activity  in  the  gastric  mucin  from  ACTH 
has  been  advanced®®-®®  as  a causative  mech- 
anism. Zaidi  et  al.^^  obtained  confirmatory 
data  for  this  in  showing  that  the  increased 
mucous  production  observed  with  0.5  per 
cent  eugenol  given  orally  protected  the 
guinea  pig  against  histamine  ulcer. 

Abberations  in  the  body  proteins  are 
known  to  occur  both  in  traumatic  and  hyper- 
corticoid  states.  A protein  depletion  regi- 
men associated  with  anemia  was  shown®®  to 
be  ulcerogenic  in  the  dog,  and  Kowalewski®® 
obtained  ulcer  protection  in  the  rat  by  ad- 
ministering the  anabolic  17-ethyl-19-nortes- 
tosterone  (Nilevar)  while  the  androgenic 
testosterone  enanthate  showed  no  such  ef- 
fect. It  does  not  seem  unreasonable  to  sug- 
gest that  the  corticoids  enhanced  ulceration 
by  their  action  on  protein  metabolism,  per- 
haps through  their  gluconeogenic  activity, 
and  that  this  is  the  factor  which  produces 
the  observed  changes  in  mesenchymal  tissue 
and  gastric  mucin. 

Treatment 

The  treatment  of  ulcer  associated  with 
trauma  or  corticoids  follows  the  same  prin- 
ciples employed  in  the  more  usually  observed 
lesions.  These  are  basically  medical  prob- 
lems unless  complications  supervene  and  sur- 
gery is  reserved  for  the  complications,  hem- 
orrhage or  perforation.  Surgery  for  burn- 
associated  ulcer  is  attended  by  a high  mor- 
tality rate  because  of  the  depleted  state 
of  the  patient  and  should  be  used  only  as  a 
last  resort.  Cabrieses®'^  successfully  treated 
ten  ulcers,  following  neurosurgery,  by  med- 
ical means  and  probably  most  trauma-asso- 
ciated ulcer  can  be  handled  in  this  way.  Ten 
of  the  cases  in  chart  1 responded  to  medical 
treatment  and  in  three  of  these,  the  partic- 
ular corticoid  being  administered  was  con- 
tinued during  the  drug  therapy.  These  three 
healed.  The  preponderance  of  surgical  treat- 
ment in  the  present  cases  is,  as  stated,  due 
to  their  manner  of  selection. 
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Sanrhveiss**  has  suggested  that  a deficit 
of  the  corticoids  may  be  the  causative  agent 
in  some  ulcers  and  has  treated  ulcer  patients 
with  corticoids.  In  17  patients  so  treated, 
14  improved,  1 was  unimproved,  and  2 be- 
came worse.  Forbes*^  found  both  ACTH  and 
cortisone  to  have  a deletrious  effect  on  ulcer. 
In  the  light  of  present  knowledge  it  seems 
that  the  corticoids  are  not  useful  in  ulcer 
therapy,  but  if  they  are  necessaiy  for  treat- 
ment of  a concurrent  disease  they  may  be 
given,  in  most  cases,  with  adequate  medical 
therapy. 


Summary 

Although  the  precise  mechanism  whereby 
corticoid  or  trauma-associated  ulcerations 
are  produced  is  not  known,  these  lesions 
require  close  surveillance  by  the  clinician. 
They  are  acute  and  usually  respond  to  med- 
ical management.  If  surgeiy  is  indicated 
the  steroids  are  continued  and  withdrawn! 
slowdy  to  avoid  postoperative  acute  adrenal 
insufficiencjn 

(List  of  references  will  be  furnished  with 
reprints). 


“Evei-y  human  being  of  adult  years  and  sound  mind  has  a 
right  to  detennine  what  shall  be  done  with  his  own  body;  and  a 
surgeon  who  perfoimis  an  opei’ation  without  his  patient’s  consent 
commits  an  assault  for  which  he  is  liable  in  damages  . . . This  is 
tme  except  in  cases  of  emergency  where  the  patient  is  unconscious 
and  where  it  is  necessary  to  operate  before  consent  can  be  obtained.” 
(From  an  opinion  by  Chief  Judge  Benjamin  Cardozo  of  the  New  York 
C0U1I:  of  Appeals,  as  quoted  in  an  editorial,  “Informed  Consent,”  in 
New  York  State  J.  Med.,  Oct.  15,  1961,  p.  3412.) 
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Menstrual 

Irregularities 

and 

Infertility 

Due  to  OVARIAN  DYSFUNCTION 
Treated  With  Estrog  en 


Menstrual  irregularities  may 
be  due  to  many  causes  and, 
therefore,  must  be  treated  in 
different  ways.  When  menstrual  irregular- 
ities are  due  to  insufficient  ovarian  function 
they  will  sometimes  respond  to  estrogen 
therapy  as  we  shall  show  in  some  case  re- 
ports. 

The  menstrual  irregularities  we  are  deal- 
ing with  are  mainly  degrees  of  amenorrhea. 
Amenorrhea  is  defined  as  the  absence  of  one 
or  more  menstrual  periods  between  puberty 
and  menopause.  We  have  treated  patients 
with  primary  amenorrhea,  who  have  never 
menstruated ; patients  with  secondary  amen- 
orrhea who  have  flowed  previously  but  now 
have  an  absence  of  menstruation;  and  pa- 
tients with  hypomenorrhea  whose  flow  is 
scant.  Along  with  amenorrhea  and  hypo- 
menorrhea there  often  exists  an  infertility 
which  sometimes  responds  when  the  men- 
strual irregularity  improves. 

Etiology 

Menstrual  irregularities  may  be  due  to 
organic  as  well  as  endocrine  causes.^- 2.6, 7 
Poor  physical  condition  such  as  anemia  and 
malnutrition  may  cause  a decreased  men- 
strual flow  or  even  amenorrhea.  Chronic 
conditions  such  as  tuberculosis,  diabetes,  and 
many  others  are  responsible  for  lowering  vi- 
tality and  causing  menstrual  changes.  All 
deficiencies  of  this  character  should  be  cor- 
rected. Pelvic  anomalies  or  underdeveloped 
organs  are  associated  with  hypomenorrhea 
or  amenorrhea.  Thyroid  function  plays  a 
vital  part  in  the  menstinal  cycle.  Decreased 
metabolism  affects  the  function  of  the 
ovaries  and  the  uterus.  In  all  patients  with 
menstrual  irregularities,  thyroid  extract 
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should  be  given  in  proper  amounts  to  re- 
store normal  body  metabolism.  Amenor- 
rhea and  hypomenorrhea  due  to  ovarian 
dysfunction  must  have  normal  ovulation  re- 
established in  order  to  menstruate  and  re- 
produce normally.  The  pituitary  - ovarian 
realtionship  must  be  normal  in  order  to  have 
normal,  regular  menstrual  periods.  Estrogen 
therapy  has  corrected  this  relationship  in 
some  cases,  and  we  attempt  to  give  the  estro- 
gen to  fit  into  the  noi-mal  pituitary-ovarian 
pattern. 

Pituitary-Ovarian  Relationship 

When  the  menstrual  cycle  is  normal  and 
regular  and  ovulation  takes  place  at  the 
proper  time,  there  is  a certain  sequence  of 
events.  The  pituitary  secretes  F.S.H.®’®-'^ 
(follicle  stimulating  hormone)  and  this 
causes  a number  of  follicles  to  ripen  in  the 
ovaries.  One  follicle  matures  into  the  dom- 
inant follicle  and  continues  on  to  ovulation, 
while  the  others  regress  into  atretic  follicles. 
The  ripening  follicle  secretes  estrogen  which 
stimulates  the  proliferative  phase  of  the  en- 
dometrium. The  increased  estrogen  stim- 
ulates the  pituitary  to  secrete  L.H.  (lutein- 
izing hormone)  and  L.T.H.  (luteotrophic 
hoiTnone.)^'®-'^  Just  preceding  the  midcycle 
the  increased  L.H.  helps  bring  about  ovula- 
tion. The  increasing  estrogen  of  the  follicle- 
phase  is  necessary  to  stimulate  L.H.,  and  the 
increased  L.H.  is  necessary  for  ovulation. 
After  ovulation  the  L.H.  causes  luteinization 
of  the  follicle,  and  the  L.T.H.  is  necessary 
for  the  maintenance  of  the  corpus  luteum. 
The  corpus  luteum  secretes  both  progester- 
one and  estrogen.^’®  These  corpus  luteum 
honnones  stimulate  the  secretory  phase^  of 
the  endometrium.  Progesterone  suppresses 
L.H.  but  after  a time  stimulates  F.S.H.  To- 
ward the  end  of  the  corpus  luteum  phase, 
there  is  a sharp  decline  of  progesterone  and 
estrogen  secretion.  With  the  endometrium 
losing  its  hormonal  support,  a menstrual 
flow  follows  in  a few  days.  Figure  1 shows 
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F.S.H.  Follicle  sriryuLUTinG  Houmcme 
L.H,  t-UrElHlLifJC  Hdinot^E 
LT.H.  LuFEoTHOPhic  HOR.hO/\£ 

Figure  1.  Pituitary  - ovarian  - endometrial  relationship. 


the  interrelation  of  the  pituitary,  ovary, 
and  the  endometrium. 

Cyclic  Therapy 

Cyclic  ovarian  therapy  is  given  to  restore 
the  normal  menstrual  cycle  when  amenor- 
rhea is  due  to  an  ovarian  dysfunction. 
Either  estrogen  or  progesterone  may  be  used 
as  a substitute  for  the  patient’s  own  hor- 
mones and  induce  an  artificial  period.  The 
physiological  method  of  inducing  menstrua- 
tion is  to  use  estrogen  in  the  first  phase  of 
the  cj'cle  and  to  use  progesterone  and  estro- 
gen in  the  second  phase  of  the  cycle.  An 
induced  menstrual  cycle  may  be  associated 
with  ovulation,  but  often  it  is  an  anovula- 
tory period. 

We  have  used,  premarin,  a conjugated 
equine  estrogen,  as  an  oral  medication  to 
help  bring  about  menstruation  in  patients 
with  amenorrhea  and,  in  some  cases,  have 
proven  that  it  has  brought  about  a normal 
ovulation  preceding  the  menstrual  period. 
With  oral  premarin  medication,  used  in 
amenorrhea,  the  first  month  may  or  may 
not  be  an  anovulatory  menstrual  period.  We 
give  the  medication  for  three  consecutive 
months.  The  second  or  third  month  often 
restores  normal  ovulation.  Our  method  of 


oral  premarin  therapy  attempts  to  follow 
the  regular  twenty-eight  day  cycle  the  pa- 
tient may  once  have  had,  or  the  treatment 
may  be  adjusted  to  a longer  or  shorter 
cycle.  Kupperman®  has  used  a single  intra- 
venous injection  of  premarin  to  bring  about 
ovulation. 

Method  of  Oral  Premarin  Therapy 

To  the  patient  Avith  amenorrhea,  who 
once  had  a twenty-eight  day  cycle,  we  give 
the  medication  for  eighteen  days.  This  al- 
lows ten  days  without  medication  to  com- 
plete the  tAventy-eight  day  cycle.  Ten  days 
Avithout  medication  gives  five  days  Avith- 
draAval  time  for  the  menstrual  period  to 
start,  and  another  five  days  for  the  actual 
menstrual  floAV.  On  the  sixth  day  of  the 
floAV  the  next  cyclic  medication  for  eighteen 
days  is  started.  Oral  premarin  is  given  as 
folloAvs:  one  2.5  mg.  tablet  daily  for  nine 
days;  then  one  2.5  mg.  tablet  two  times  daily 
for  the  second  nine  days.  During  the  first 
nine  days,  premarin  increases  the  patient’s 
estrogen  level  as  the  estrogen  level  is  in- 
creased each  month  AA^hen  the  follicle  ripens 
in  a normal  cycle.  The  increased  estrogen 
stimulates  the  pituitary  to  secrete  leutinizing 
hormone  (L.H.)  and  this  brings  about  ovula- 
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tion,  providing  there  is  a ripening  follicle. 
The  first  nine  days  of  estrogen  also  helps 
develop  a proliferative  type  of  endometrium. 
In  the  second  nine  days  treatment,  we  give 
two  2.5  mg.  premarin  tablets  daily.  The 
larger  dosage  is  given  to  stimulate  a heavi- 
er, richer  endometrium,^  which  will  prepare 
for  a more  adequate  period  or  prepare  for  a 
pregnancy.  The  second  nine  days  of  therapy 
is  started  at  midcycle  or  about  at  ovulation 
time.  If  ovulation  has  taken  place,  there 
will  be  a corpus  luteum  which  will  secrete 
progesterone  and  some  estrogen.  The  pro- 
gesterone from  the  corpus  luteum  begins  to 
inhibit  L.H.,  but  it  stimulates  F.S.H.  which 
helps  prepare  follicles  for  next  month’s  ovu- 
lation. The  premarin  medication  is  repeated 
for  three  months.  Ovulation  may  not  take 
place  the  first  month,  but  it  usually  does  the 
second  or  third  month. 

We  have  treated  amenorrhea  and  hypo- 
menorrhea  with  oral  premarin  for  the  past 
three  years.  More  recently  also  we  have 
used  it  in  the  treatment  of  sterility.  We 
have  used  oral  premarin  therapy,  as  de- 
scribed above,  on  seventy-two  patients.  Ten 
short  case  reports  are  given  to  illustrate  the 


type  of  patient  who  has  received  benefit 

from  this  method  of  therapy. 

Case  Reports — 

Case  1 ; P.O.,  25  yrs.  Grav.  0,  Par. 
0,  was  seen  with  a histoiy  of  light  and 
irregular  periods.  Her  physical  appear- 
ance indicated  no  endocrine  disturb- 
ances. Four  months  previously  she  had 
a scant  period,  then  followed  four 
months  amenorrhea,  except  for  two  days 
of  spotting  in  the  last  month.  Premarin 
tablets  were  given  for  eighteen  days  as 
outlined  above.  Four  days  after  com- 
pleting the  first  course  of  therapy  she 
had  a light  menstrual  period  lasting 
four  days.  On  the  sixth  day  from  the 
onset  of  this  period,  the  second  18  days 
of  treatment  was  restarted.  This  re- 
sulted in  a normal  five-day  menstrual 
period.  The  cycle  was  twenty-seven 
days.  The  medication  was  repeated  a 
third  month.  A curettage  was  done  on 
the  twenty-fifth  day  of  this  cycle  for 
an  endometrial  and  sterility  study.  A 
heavy  endometrium  was  found,  which 
was  in  the  late  secretory  phase  and  is 


Figure  2.  Photomicrograph  on  case  1 on  twenty-fifth  day  of  cycle  showing  adv’anced  secretory  glands  and 
stroma  with  near  decidual  reaction. 
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shown  in  figure  2.  Such  an  endometri- 
um indicates  that  ovulation  has  taken 
place. 

Case  2 : N.W.,  24  yrs.  Grav.  IV, 

Par.  0,  Ab.  IV.  Menstrual  periods 
somewhat  irregular  with  a history  of 
some  amenorrhea.  She  had  missed  two 
periods  previous  to  this  visit.  She  was 
started  on  a course  of  premarin  for 
eighteen  days  out  of  every  twenty-eight 
days,  for  three  months.  Due  to  habitual 
abortion  a diagnostic  dilatation  and  cur- 
ettage and  a Lash  type  of  internal  cer- 
vical sphinter  repair  was  done.  The 
surgery  was  perfonned  the  third  month 
of  premarin  therapy,  on  the  24th  day 
of  the  cj^cle.  Figure  3 shows  the  secre- 
toiy  endometrium. 

Cases  1 and  2 give  definite  proof  of  ovu- 
lation by  the  secretory  phase  of  the  endo- 
metrium. Especially  Case  1 with  a pro- 
longed time  of  amenorrhea  shows  a good 
response  to  premarin  therapy.  Ovulation 
was  established  by  the  third  month  of  ther- 
apy in  both  of  these  cases. 

Case  3 : G.H.,  27  yrs.  Grav.  II,  Par. 
I,  Ab.  I.  Menses  had  been  irregular  for 


the  past  sixteen  months.  There  had 
been  no  menstrual  period  for  the  past 
nine  months.  Patient  was  given  cyclic 
premarin  eighteen  days  per  month  in 
February,  March,  and  April.  A men- 
strual period  followed  each  month  of 
therapy.  Menstrual  periods  continued 
in  May,  June  and  July.  Further  follow- 
up was  not  possible  because  the  patient 
moved  away.  The  three  months  therapy 
established  a 27  to  30  day  cycle  after  a 
long  period  of  amenorrhea,  and  the 
menstrual  periods  continued  after  the 
medication  was  discontinued. 

Case  4:  P.H.,  18  yrs.  Grav.  0,  Par. 
0.  Menstruation  started  at  age  12  but 
always  veiy  irregular.  Thyroid  extract 
was  given  with  some  improvement.  The 
patient  was  attending  school  away  from 
home  resulting  in  amenorrhea  from 
September  to  February.  She  was  in 
good  health.  Premarin  was  given  for 
three  months  with  response  of  a fairly 
adequate  menstrual  flow  each  month. 
Thyroid  medication  was  continued.  Fol- 
lowing the  premarin  therapy  there  has 
been  a menstrual  period  each  month  for 
six  months,  up  to  the  present  time. 


Figure  3.  Photomicrograph  of  case  2 on  twenty-fourth  day  of  cycle  showing  well  developed  secretory  phase. 


606 


Nebraska  S.  M.  J. 


The  cycle  since  premarin  therapy  has 
varied  from  26  to  34  days,  but  has  been 
veiy  satisfactory  to  the  patient. 

Cases  3 and  4 have  had  prolonged  periods 
of  amenorrhea.  Oral  premarin  was  given  on 
three  consecutive  months  and  each  course 
was  followed  by  a menstrual  period.  Both 
patients  continued  with  fairly  regular  men- 
strual periods  after  the  end  of  three  months 
therapy.  The  continuation  of  the  men- 
strual cycle  after  therapy  indicates  that  ovu- 
lation, when  once  reestablished,  by  premarin, 
continues  on  for  a time,  at  least,  as  shown 
by  Cases  3 and  4. 

Case  5:  J.F.,  25  yrs.  Grav.  0,  Par. 

0.  Patient  had  a primary  amenorrhea 
with  no  menstrual  period  up  to  this  age. 
Physical  examination  revealed  a nor- 
mal female  with  normal  breasts  and 
normal  female  contour.  Uterosalpin- 
gogi-am  showed  a normal  uterus  and 
normal,  patent  tubes.  In  the  past  eight 
years  she  had  been  treated  by  a variety 
of  tablets  and  “shots.”  She  has  been 
on  thyroid  extract.  Administration  of 
oral  premarin  was  started  September 
1957,  and  on  9-26-57  she  had  the  first 
menstrual  period  in  her  life.  Courses  of 
premarin  were  given  in  October  and 
November  resulting  in  menses  starting 
10-25-57  and  11-27-57.  No  periods  fol- 
lowed the  completion  of  three  months 
therapy  as  occurred  in  Cases  3 and  4. 
Since  no  menses  followed  the  end  of 
therapy  we  assume  that  these  three 
menstrual  periods  were  anovulatory 
cycles. 

One  patient,  C.G.,  33  years,  Grav.  0 with 
12  years  secondary  amenorrhea  responded 
with  three  menstrual  periods  following  three 
courses  of  oral  premarin,  but  periods  did 
not  continue.  Another  patient,  J.R.,  Grav. 
II,  Par.  II,  had  5 years  secondary  amenor- 
rhea following  the  birth  of  her  second  child 
and  did  not  respond  to  oral  premarin  with 
any  trace  of  menses.  G.S.,  26  yrs.,  Grav.  0 
with  an  extremely  infantile  uterus,  proven 
on  surgery,  did  not  respond  with  any  men- 
strual flow  after  oral  premarin.  J.R.  and 
G.S.  are  the  only  two  patients  who  failed  to 
menstruate  after  oral  premarin  therapy. 

Case  6:  P.M.,  31  yrs.,  Grav.  I,  Par. 

1,  Ab.  0.  Sterility  present  the  past  two 
years.  Previous  child  age  3 years. 
Uterosalpingogram  normal.  Husband’s 
semen  adequate.  Hypomenorrhea  with 


scant  periods  and  cycle  varying  from  26 
to  36  days.  Cyclic  oral  premarin  was 
given.  The  patient  became  pregnant 
the  second  month  of  therapy,  indicating 
that  she  had  a normal  ovulation  the  sec- 
ond month  of  therapy.  Pregnancy  is 
now  developing  to  near  term. 

Case  7 : B.B.,  23  yrs.  Grav.  0,  Par. 
0.  Married  3 years.  Ceiwicitis  correct- 
ed, tubes  found  patent,  thyroid  extract 
prescribed.  Menstrual  cycle  1 to  6 
months.  On  this  occasion  premarin  ad- 
ministration was  started  when  patient 
had  had  amenorrhea  five  months.  Cy- 
clic premarin  was  given  February, 
March,  and  April.  Menstruation  fol- 
lowed the  February  and  March  treat- 
ments. No  menses  followed  the  April 
treatment,  but  patient  was  found  to  be 
pregnant.  Pregnancy  proceeded  nor- 
mally to  term. 

Case  8 : R.M.,  24  yrs.  Grav.  II,  Par. 
0,  Ab.  II.  One  abortion  at  2 months 
and  the  second  at  4 months  gestation. 
Menses  had  always  been  regular.  Since 
Case  1 was  found  to  have  a very  heavy 
endometrium  on  D.  & C.,  we  started 
cyclic  oral  premarin  on  this  patient 
hoping  to  build  a heavier  endometrium 
and  a more  favorable  implantation  bed, 
because  of  two  previous  abortions.  She 
was  advised  to  try  to  become  pregnant 
during  the  third  month  of  the  premarin 
therapy,  and  this  she  was  able  to  do. 
Pregnancy  progressed  to  34  weeks.  A 
normal  healthy  male  infant  was  born. 
The  infant  is  living  and  well. 

Case  6 represents  a patient  with  hypomen- 
orrhea who  became  pregnant  after  the  sec- 
ond month  of  oral  premarin  therapy.  Case 
7 is  a patient  with  amenorrhea  and  three 
years  sterility  who  became  pregnant  during 
the  third  month  of  oral  premarin  therapy. 
Case  8 is  a patient  with  regular  periods  who 
became  pregnant  during  third  month  of 
cyclic  oral  premarin.  The  fact  that  these 
patients  became  pregnant  is  proof  that  they 
ovulated  while  taking  premarin  tablets. 
Case  8 was  previously  ovulating  nonnally 
but  in  case  6 and  especially  in  case  7 the 
premarin  therapy  was  a factor  in  ovulation. 
In  case  8 the  premarin  stimulating  a richer 
endometrial  bed  may  have  been  one  factor 
in  helping  to  carry  this  pregnancy  beyond 
the  abortion  stage.  We  have  had  eleven 
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sterility  patients  who  have  become  pregnant 
during  oral  premarin  therapy. 

Case  9:  J.B.,  25  yrs.  Grav.  I,  Par. 
I ; one  child  age  3 yrs.  This  couple  had 
been  trying  for  a pregnancy  for  oyer 
one  and  one-half  years.  Her  infected 
cervix  was  treated,  and  tubes  found 
patent  on  tubal  insufflation.  Due  to 
very  scanty  periods  she  was  started  on 
oral  cyclic  premarin  given  April,  May, 
and  June.  Patient  became  pregnant  in 
August.  Pregnancy  was  uneventful,  de- 
livering a normal  male  infant  the  fol- 
lowing May. 

Case  10:  E.R.,  22  yrs.  Grav.  I,  Par. 
0,  Ab.  I.  This  patient  came  with  a 
fourteen  month  sterility  problem  follow- 
ing her  spontaneous  abortion.  Routine 
sterility  care  was  carried  out  with  all 
organic  examinations  negative.  Men- 
strual history  12-28-34-5,  moderate  flow, 
moderate  dysmenorrhea.  Cyclic  oral 
premarin  was  given  for  four  months  as 
a measure  to  treat  sterility  but  also  to 
improve  the  condition  of  the  endometri- 
um for  pregnancy.  The  patient  became 
pregnant  one  month  after  premarin 
therapy  was  discontinued.  Thyroid 
medication  was  also  given.  This  preg- 
nancy progressed  to  38  weeks,  deliver- 
ing a normal  male  infant. 

Cases  9 and  10  present  sterility  problems. 
Case  9 had  very  scanty  menses  while  case 
10  had  had  a previous  spontaneous  abortion. 
The  response  to  pregnancy  in  these  cases 
was  not  during  the  therapy  as  in  cases  6, 
7 and  8,  but  the  response  came  after  the 
completion  of  the  usual  three  months’  ther- 
apy. In  some  cases  the  ovaries  and  endo- 
metrium are  stimulated  better  after  a time 
of  adjustment.  We  have  had  fifteen  pa- 
tients who  have  become  pregnant  one  to 
twelve  months  after  the  end  of  cyclic  prem- 
arin thrapy.  In  some  cases  the  premarin 
medication  and  conception  were  coincident; 
in  some,  the  premarin  was  a beneficial  fac- 
tor. We  have  had  fourteen  patients  who 
have  not  become  pregnant,  although  they 
have  received  oral  premarin  as  well  as  every 
other  means  of  sterility  care  we  know  about. 

The  results  of  cyclic  oral  premarin  ther- 
apy on  seventy-two  cases  were  sufficiently 
satisfactory  to  warrant  continuation  of  its 
use.  Cases  1 to  5 represent  thirty-two  pa- 
tients. They  were  either  single  patients  or 
they  were  married  patients  not  ready  for  a 


pregnancy,  but  they  had  menstrual  irregu- 
larities. These  irregularities  were  mainly 
periods  of  amenorrhea  or  scanty  flow.  Cy- 
clic oral  premarin  for  three  months  resulted 
in  quite  nonnal  reestablishment  of  menses 
in  twenty-eight  patients.  A response  of  a 
menstrual  period  following  each  of  the  three 
months  therapy,  in  two  patients;  further 
menstrual  periods  did  not  occur.  There  was 
no  response  of  any  kind  in  two  patients. 

Cases  6 to  10  are  representative  of  forty 
patients  with  menstrual  irregularities  of 
some  degree  who  also  had  an  infertility  prob- 
lem. Some  of  these  patients  had  had  pre- 
vious abortions.  A three-month  course  of 
cyclic  oral  premarin  was  given  each  of  these 
patients.  Eleven  became  pregnant  on  one 
of  the  months  while  taking  the  premarin; 
fifteen  became  pregnant  one  to  twelve 
months  after  completion  of  the  therapy; 
fourteen  did  not  become  pregnant.  In  some 
of  these  last  twenty-nine  patients,  there 
were  some  early  menstrual  periods  and  some 
prolonged  menstrual  periods  demonstrating 
that  not  every  menstrual  period  stimulated 
by  premarin  is  a normal  period. 

In  some  cases  oral  premarin  stimulates 
ovulation  as  proven  by  biopsy,  by  continua- 
tion of  a normal  cycle  and  by  pregnancy. 
Oral  premarin  stimulates  a heavy  healthy 
endometrium  in  some  cases,  and  this  is  fav- 
orable for  the  nidation  and  nutrition  of  a 
pregnancy.  Many  factors  are  involved  in 
ovulation,  menstruation,  and  fertilization. 
Oral  premarin  is  an  added  means  that  will 
be  found  valuable  in  some  cases. 

Summary 

1.  Menstrual  irregularities  have  been 
treated  with  oral  premarin,  a conju- 
gated equine  estrogen. 

2.  Menstrual  irregularities  in  our  cases 
refer  mainly  to  degrees  of  amenor- 
rhea. 

3.  Amenorrhea  may  be  primary  or  sec- 
ondary, and  it  may  be  due  to  illness, 
organic  anomalies,  or  to  endocrine 
causes. 

4.  Amenorrhea,  due  to  nonendocrine 
causes,  must  have  appropriate  ther- 
apy. 

5.  Amenorrhea  due  to  endocrine  causes 
is  in  some  cases  due  to  ovarian  defi- 
ciency. 
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6.  Oral  estrogen  will  produce  ovulation 
in  some  types  of  ovarian  dysfunction, 
and  this  is  followed  by  a menstrual 
period. 

7.  We  have  treated  seventy-two  pa- 
tients with  oral  premarin.  Thirty-two 
wanted  only  to  have  a normal  men- 
strual cycle  restored.  Twenty-eight 
of  these  became  regular  while  treat- 
ed and  remained  quite  regular.  For- 
ty were  anxious  to  become  pregnant 
in  addition  to  having  their  menses 
regulated.  Twenty-six  became  preg- 
nant, fourteen  did  not. 

8.  We  have  proof  of  ovulation  follow- 
ing treatment  with  oral  premarin  as 
shown  by  biopsy,  as  showm  by  con- 
tinuation of  menstnial  cycle,  and  as 
shown  by  pregnancy. 

9.  Oral  estrogen  will  benefit  some  cases 
of  menstrual  iimegularity,  some  cases 
with  tendency  to  abort. 

10.  Most  patients  will  respond  with  a 
normal  healthy  menstrual  period  fol- 
lowing premarin  therapy,  but  some 


respond  with  an  early  period  and 
some  with  a prolonged  period. 

11.  Many  factors  are  involved  in  ovula- 
tion, in  menstruation,  and  in  fertili- 
zation. Oral  estrogen  is  one  of  many 
methods  of  therapy  and  will  benefit 
only  a limited  number  of  patients 
who  have  such  difficulties. 
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“However,  as  all  of  us  in  college  administration  must  have 
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cover  the  actual  cost  of  the  project  in  terms  of  indirect  costs,  such 
as  salaries,  overhead,  clerical  help,  and  so  on.  As  a result,  funds 
are  diverted  from  instmctional  purposes,  and  the  students,  the  de- 
velopment of  whose  minds  should  be  an  ultimate  concern  of  a uni- 
versity — are  the  ones  who  suffer,  rather  than  benefit,  from  the 
research  project.”  (From:  Cole,  Fred  C.:  Comments  on  the  Func- 
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Antibiotic  T oxicity  In  the  NEWBORN 


The  recent  pediatric  literature 
points  to  the  fact  that  new- 
borns seem  to  have  a signifi- 
cant increase  in  morbidity  and  mortality 
associated  with  the  administration  of  anti- 
bacterial agents.  Several  reports  of  death 
from  antibiotics  have  caused  many  to  re- 
evaluate the  position  of  antibiotic  therapy  in 
this  age  group  and  particularly  to  question 
the  need  for  prophylaxis  in  premature  in- 
fants. Some  investigators  have  suggested 
also  that  all  the  presently  used  agents,  and 
any  subsequent  ones  that  may  be  discovered 
and  invented,  undergo  a more  critical  period 
prior  to  their  use  in  prematures  and  new- 
borns. Many  toxicity  studies  are  done  with 
animals,  but  these  are  usually  adult.  Some 
have  suggested  that  toxicity  studies  be  car- 
ried out  in  newborn,  immature  animals  as 
well.  Two  drugs,  sulfa  and  chloramphenicol, 
have  been  shown  to  be  very  definitely  toxic 
to  newborns,  and  several  others  are  sus- 
pects. It  is  the  purpose  of  this  paper  to  dis- 
cuss these  toxic  agents,  and  to  attempt  to 
suggest  a rational  approach  to  their  use. 

Silverman,  et  al.^  were  the  first  to  sug- 
gest that  an  antibacterial  agent,  which  was 
reasonably  safe  in  adults,  caused  an  in- 
creased incidence  of  kernicterus  in  prema- 
ture infants.  One  group  of  prematures  re- 
ceived a combination  of  penicillin  and  sulfi- 
soxazole  for  prophylaxis  against  infection. 
There  was  no  apparent  difference  in  the 
mortality  rate  between  the  two  groups  dur- 
ing the  first  48  hours.  After  this  initial 
two  day  period,  however,  the  mortality  rates 
w ere  v e r y significantly  different.  The 
group  which  was  treated  with  penicillin- 
sulfisoxazole  had  a mortality  rate  of  about 
30  per  cent,  while  the  oxytetracycline- 
treated  group  had  a mortality  of  only  about 
10  per  cent.  At  autopsy,  the  incidence  of 
nuclear  icterus  was  almost  ten  times  more 
frequent  in  the  group  of  patients  which  re- 
ceived the  penicillin  - sulfisoxazole.  Since 
there  had  been  many  years  of  experience 
with  penicillin  without  any  report  of  tox- 
icity to  the  newborn,  it  was  presumed  that 
sulfisoxazole  increased  the  incidence  of  ker- 
nicterus. Of  course,  in  the  light  of  present 
evidence,  one  should  not  accept  the  idea  that 
penicillin  is  absolutely  safe  in  prematures 
and  newborns.  However,  it  would  seem  very 
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unlikely  that  penicillin  could  be  incriminat- 
ed. 

Ordinarily,  we  do  not  associate  the  devel- 
opment of  kernicterus  with  bilirubin  levels 
under  20  mg.  per  100  ml.  in  newborns,  and 
perhaps  the  figure  can  be  lowered  to  18  mg. 
in  the  premature.  In  the  study,  Silvennan 
found  that  most  of  the  infants  who  died  of 
kernicterus  had  peak  bilirubin  levels  below 
15  mg.  per  100  ml.  As  a matter  of  fact,  the 
babies  who  received  the  penicillin-sulfisoxa- 
zole  combination  had  definitely  lower  serum 
bilirubin  levels.  This  would  seem  to  imply 
that  sulfisoxazole  created  a situation  which 
allowed  infants  to  develop  kernicterus  at 
relatively  low  serum  bilirubin  levels. 

These  clinical  observations  were  further 
confirmed  by  Johnson,  et  alP-  using  the 
Gunn  strain  of  genetically  jaundiced  rats. 
The  effect  of  feeding  either  sulfadiazene  or 
sulfisoxazole  to  these  rats  was  to  lower  the 
serum  bilirubin  levels  and  increase  the  rate 
of  kernicterus.  The  death  rate  of  these 
animals,  furthermore,  was  greatly  increased. 
At  autopsy,  there  was  a definite  increase  in 
staining  of  the  brain,  subcutaneous  tissue, 
and  fat. 

OdelP  was  able  to  offer  an  explanation 
for  this  rather  strange  phenomenon.  He 
provided  evidence,  from  in  vitro  experi- 
ments, that  sulfisoxazole  was  able  to  com- 
pete effectively  with  bilirubin  for  binding 
sites  located  on  the  molecule  of  serum  albu- 
min. Ordinarily,  bilirubin  exists  in  serum 
in  two  forms.  Part  is  bound  by  albumin 
and  is  not  diffusible,  while  the  other  portion 
exists  in  a free  form  in  serum  and  is  able  to 
diffuse  into  interstitial  fluid  and  into  cells. 
When  indirect  bilirubin  is  measured,  clin- 
ically, both  fractions  are  included.  So  we 
find  that  sulfa  is  able  to  obtain  sites  on  al- 
bumin in  favor  of  bilirubin,  providing  more 
for  diffusion.  This  explains  why  bilirubin 
levels  drop  with  sulfa  therapy.  That  is,  the 
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bilirubin  diffuses  into  the  tissues  and  causes 
the  increased  staining  and,  particularly, 
kernicterus. 

With  this  available  evidence,  one  can  un- 
derstand why  the  use  of  sulfa  in  any  form 
is  actually  contraindicated  in  the  newborn 
period. 

During  1959,  three  reports  appeared  sug- 
gesting the  possibility  that  chloramphenicol 
was  a particularly  toxic  agent  in  newborns. 
Sutherland"*  reported  three  cases  of  death  in 
teiTn  newborns  after  treatment  with  chlo- 
ramphenicol for  suspected  infection,  al- 
though no  infection  was  found  at  autopsy. 
The  doses  used  in  these  infants  seemed  rath- 
er excessive,  being  in  the  range  of  200 
mg./Kg./24  hrs.  Kent  and  Wideman®  re- 
ported 23  additional  deaths  in  term  and  pre- 
mature infants  who  were  on  prophylactic 
chloramphenicol  for  premature  rupture  of 
the  membranes.  This  is  not  to  imply  that 
all  these  deaths  were  actually  due  to  chlo- 
ramphenicol, but  it  served  to  suggest  that 
a relationship  might  have  existed. 

Burns,  Hodgman,  and  Cass®  studied  the 
mortality  of  infants  on  various  prophylactic 
antibiotic  regimens.  Their  study  involved 
about  30  prematures  in  each  of  four  groups. 
The  first  group  received  no  prophylaxis ; the 
second  group  received  chloramphenicol;  the 
third  group  received  a combination  of  peni- 
cillin, streptomycin;  while  the  final  group 
was  placed  on  a combination  of  penicillin, 
streptomycin  and  chloramphenicol.  The 
overall  mortality  in  the  group  of  untreat- 
ed controls  was  19  per  cent.  In  the  sec- 
ond group,  the  mortality  was  60  per  cent; 
in  the  third  group,  18  per  cent;  and  in  the 
fourth  group,  68  per  cent.  The  untreated 
and  penicillin-streptomycin  groups  had  sim- 
ilar mortalities,  but  when  chloramphenicol 
was  used,  the  mortality  tripled.  Since  these 
studies,  many  other  reports  of  chlorampheni- 
col toxicity  in  prematures  and  newborns 
have  appeared. 

Several  features  of  chloramphenicol  met- 
abolism have  been  studied  to  account  for 
its  toxic  effects  in  the  newborn.  It  is  known 
that  newborns  maintain  higher  blood  levels 
of  chloramphenicol  for  longer  periods  of 
time  than  older  children  or  adults  who  re- 
ceive the  same  dose  per  unit  of  weight.  Ac- 
tually, it  is  the  very  high  level  which  gives 
rise  to  the  symptoms  of  toxicity,  but  the 
basic  cause  for  these  high,  prolonged  levels 
is  also  fairly  well  understood.  For  example. 


it  is  known  that  chloramphenicol  is  excreted 
in  two  forms  in  the  urine;  free  chloram- 
phenicol and  chloramphenicol  conjugated 
with  glucuronic  acid.  The  free  form  is  sim- 
ply excreted  by  glomerular  filtration,  while 
the  conjugated  form  is  excreted  by  the  renal 
tubule.  The  newborn  will  excrete  slightly 
less  than  half  a dose  in  the  urine,  but  the 
adult  will  excrete  about  90  per  cent.  This 
would  suggest  a renal  mechanism  for  sus- 
tained blood  levels.  However,  the  free  form 
of  chloramphenicol  is  excreted  to  the  same 
extent  in  newborns  as  in  adults.  This 
means,  then,  that  the  conjugated  form  is 
not  well  excreted  in  premature  and  newborn 
infants.  It  is  also  now  well  recognized  that 
the  newborn  has  a deficiency  of  glucuronyl 
transferase  which  is  the  enzyme  required  to 
conjugate  glucuronic  acid  to  many  sub- 
stances, particularly  bilirubin.  It  is  prob- 
ably the  defect  in  this  general  detoxification 
reaction  in  the  liver  which  is  responsible  for 
the  inability  of  babies  to  excrete  chloram- 
phenicol. 

Chloramphenicol  toxicity  gives  rise  to  a 
fairly  regular  group  of  symptoms,  and  these 
have  been  responsible  for  naming  the  syn- 
drome “the  gray  syndrome.”  The  time  of 
onset  of  symptoms  is  quite  variable,  but  will 
occur  on  about  the  fourth  or  fifth  day  of 
administration,  as  a rule.  The  first  sym.p- 
toms  include  failure  to  feed  and  vomiting, 
followed  shortly  by  irregular  and  shallow 
respirations.  These  symptoms  progress  very 
rapidly,  and  the  baby  becomes  ashen  gray 
and  cyanotic.  At  this  point,  the  infant  is 
extremely  flaccid  and  will  usually  have  a 
low  rectal  temperature.  This  is  followed  by 
death.  The  course  of  the  disease  is  very 
rapid  — a matter  of  less  than  24  hours. 

Weiss,  Glazko,  and  Weston'^  have  recom- 
mended that  the  dose  of  chloramphenicol  in 
full  tenn  and  premature  infants  be  limited 
to  25  mg./Kg./24  hrs.  They  also  felt  that 
the  maximum  dose  is  50  mg./Kg./24  hrs. 
From  their  studies,  one  can  imply  that  these 
doses  are  probably  safe  for  four  days,  but 
blood  levels  of  chloramphenicol  may  rise  to 
toxic  levels  thereafter.  Nyhan*  has  also 
recommended  that  blood  levels  be  followed 
while  a patient  is  receiving  chloramphenicol 
therapy.  One  should  maintain  only  the 
therapeutic  blood  level  of  15-30  microgm.  /ml. 

Another  existing  problem,  which  is  dis- 
cussed by  Nyhan,  is  related  to  the  commer- 
cial mixture  of  streptomycin  and  penicillin. 
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This  preparation  should  never  be  used  in 
prematures  and  newborns,  since  the  dose  of 
streptomycin  is  much  too  high  in  relation- 
ship to  the  dose  of  penicillin  as  it  applies 
to  the  age  and  weight  groups  under  discus- 
sion. The  average  dose  of  penicillin  for  a 
newborn  is  100,000  to  200,000  units  per  day. 
If  the  usual  combination  is  used,  this  means 
that  the  infant  will  receive  about  165  mg. 
to  230  mg.  of  streptomycin.  This  represents 
11/2  to  3 times  the  usually  recommended  dose 
for  streptomycin.  One  should  carefully  cal- 
culate the  dose  of  antibiotic  necessary  and 
use  that  amount  only,  regardless  of  how  the 
preparation  may  be  packaged.  Nowhere  is 
it  more  important  to  keep  in  mind  the  rela- 
tionship of  dosage  to  size  than  in  treating 
newborns. 

Michael  and  Sutherland®  have  shown  that 
the  toxicity  of  tetracycline  and  novobiocin 
is  2.5  to  2.8  times  gi’eater  in  the  new- 
born rat  than  to  the  adult.  They  also  make 
the  comment  that  jaundice  occurred  in  the 
newborn  rats  that  received  lethal  and  sub- 
lethal  doses  of  novobiocin.  This  supports 
the  idea  that  toxicity  in  the  newborn  animal 
is  greater  than  in  the  adult.  Sutherland  and 
Kellei’i®  report  on  a series  of  infants  in 
Avhich  novobiocin  was  administered  to  all 
babies  in  a newboim  nursery  in  an  attempt 
to  control  a staphylococcus  outbreak.  In 
this  group  of  infants,  novobiocin  administra- 
tion resulted  in  a threefold  increase  in  the 
incidence  of  neonatal  hyperbilirubinemia. 

Summary 

Sulfas,  chloramphenicol,  and  streptomy- 
cin have  been  discussed  in  relation  to  toxic 
effects  on  the  newborn.  It  is  stressed  that 
sulfa  drugs  are  contraindicated  in  the  new- 
born period.  Chloramphenicol  should  be 
used  with  caution  when  specific  indications 


are  present,  and  then  only  in  recommended 
doses  and  under  very  careful  observations. 
The  dose  of  streptomycin  needs  to  be  calcu- 
lated for  the  newborn,  and  commercial  com- 
binations should  not  be  used.  The  physician 
should  “tailor-make”  the  penicillin-strepto- 
mycin combination  for  each  infant.  Other 
antibiotics  are  now  suspected  of  increasing 
morbidity.  Only  carefully  investigated  and 
thoroughly  studied  drugs  should  be  used  for 
neonates. 
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“I  feel  that  many  medical  schools  today  should  be  able  to 
work  out  their  financial  problems  regarding  instruction  and  train- 
ing without  having  to  rely  on  government  or  other  outside  assist- 
ance to  the  extent  they  do  . . .”  (From:  Cole,  Fred  C. : Comments 
on  the  Functions  of  a University.  J.  Med.  Educ.  36:883  (Sept.)  1961.) 
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SPECIAL  ARTICLE 


PRESENT  AND  FUTURE 

Problems  In  Medical  Educafion 
in  the  United  States* 


IN  1959  a report  appeared  which 
was  to  identify,  clearly  and  de- 
cisively, the  problems  which 
medical  education  faces  now  and  can  expect 
to  face  in  the  next  15  yearsd  This  was  the 
report  of  the  Surgeon  General’s  Consultant 
Group  on  Medical  Education  headed  by 
Frank  Bane  and  made  up  of  22  persons  rep- 
resenting professional  organizations,  edu- 
cators, business,  and  industry.  While  this 
report  may  be  criticized  for  minor  inaccur- 
acies, it  points  out,  in  authoritative  terms 
and  with  well  documented  data,  that  medical 
education  faces  a tremendous  challenge  in 
the  immediate  future. 

The  American  population  is  growing  at  a 
rate  which  is  unprecedented  in  this  century. 
After  a long  period  of  steady  decline,  reach- 
ing a low  point  during  the  depression  period, 
the  birth  rate  increased  rapidly  after  World 
War  II  and  continued  to  increase  until  the 
end  of  1957.  The  rate  of  population  in- 
crease seems  to  have  stabilized  in  the  last 
three  years,  but  continues  at  a high  rate 
with  only  a suggestion  that  it  may  be  slow- 
ing down.  Estimates,  based  on  the  Bureau 
of  Census’  projections,  lead  to  the  expecta- 
tion of  an  increase  in  the  population  of  the 
United  States  of  55  million  persons  by  1975. 
Translated  into  need  for  doctors,  this  calls 
for  an  increase  in  physicians  of  nearly  one- 
third,  just  to  maintain  the  present  ratio  of 
physicians  to  population. 

Specifically,  this  report  specifies  the  need 
for  the  graduation  of  about  10,500  medical 
students  per  year  by  1975.  This  is  to  be 
compared  with  the  graduation  in  1960  of 
slightly  less  than  7200  physicians. 

In  the  Council  on  Medical  Education  and 
Hospitals,  we  have  examined  these  data  very 
carefully  and  have  made  some  interpreta- 
tions of  our  own.  While  we  have  not  felt 
that  any  of  the  major  assumptions  of  the 
Bane  Report  were  unsound,  we  prefer  to 
deal  with  a ten  year  rather  than  a fifteen 
year  period  because  of  the  uncertainty  of 
future  birth  rates  and  the  rapidity  with 
which  they  could  change  if  we  had  a greatly 
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altered  social  and  economic  climate.  With 
this  more  limited  view,  and  considering 
medical  school  graduates  alone,  we  estimate 
that  for  the  next  five  year  period,  there 
should  be  an  increase  in  first  year  places 
in  medical  schools  of  about  1850,  or  an  aver- 
age of  300  to  350  additional  first  year  places, 
or  four  average  size  medical  schools,  each 
year.  While  these  estimates  may  be  on  the 
generous  rather  than  on  the  conseiwative 
side,  they  are  not  likely  to  be  very  far  wrong. 
It  should  be  emphasized  that  these  figures 
provide  for  a maintenance,  not  an  increase, 
of  the  present  rate  of  physicians  to  popula- 
tion. 

The  expression  of  the  problem  in  terms 
of  numbers  of  students  and  graduates  is, 
of  course,  only  the  beginning  of  the  stoiy. 
Medical  schools  face  serious  problems  of  fi- 
nancial support.  They  face  increasing  com- 
petition from  other  segments  of  our  bur- 
geoning educational  system  for  qualified 
teachers.  Medical  practice  can  be  expected 
to  continue  to  offer  very  stiff  competition 
for  the  top  notch  physicians,  who  will  be 
badly  needed  in  medical  schools.  Medical 
research  can  be  expected  to  continue  to  ex- 
pand and  to  provide  job  opportunities  that 
are  competitive  with  medical  training.  Par- 
ticularly in  the  basic  sciences,  the  shortage 
of  teachers  could  become  a major  bottleneck 
which  will  prevent  expansion. 

The  question  of  where  the  expansion 
should  occur  is  far  from  clearly  answered. 
Only  part  can  come  from  existing  schools. 
The  responsible  administrative  officials  for 
the  existing  medical  schools  have  indicated 
that  considerable  expansion  is  possible  and 
acceptable  if  the  major  problems  of  finan- 
cing, faculty,  and  supply  of  well  qualified 
students  could  be  met.  Our  data  indicate 
that  existing  schools  will  be  able  to  provide 

♦Read  before  Annual  Convention  Nebraska  State  Medical 
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no  more  than  half  of  the  estimated  need  by 
the  expansion  of  their  classes  at  the  first 
year  level.  The  increase  in  students  must 
come,  in  a large  part,  from  facilities  not 
now  in  existence. 

The  establishment  of  a four  year  school 
is  a veiy  long  and  expensive  process.  Past 
experience  indicates  that  about  ten  years 
usually  elapse  between  the  time  the  decision 
is  made  to  have  a school  until  the  first  year 
class  is  graduated.  Only  the  schools  now  in 
planning  stage  will  make  any  numerical  con- 
tribution in  this  decade,  as  far  as  new 
schools  are  concerned. 

A limited  opportunity  for  a much  more 
rapid  increase  in  the  number  of  medical  stu- 
dents may  be  found  in  the  institution  of  two 
year  schools  of  basic  medical  sciences.  It  is 
estimated  that  the  existing  four  year  schools 
could,  with  minimum  additions  of  faculty 
and  facilities,  provide  for  the  training  of  an 
additional  750  students  in  the  third  and 
fourth  years. 2 On  a national  basis,  the  im- 
mediate increase  of  medical  student  training 
facilities  by  the  stimulation  of  hvo  year 
schools  is  an  attractive  possibility  because 
of  the  lower  cost  due  to  the  possibility  of 
using  existing  universities  as  the  core  of  an 
expanded  school  of  basic  medical  sciences, 
and  existing  medical  schools  for  the  last  two 
years  of  undergraduate  training.  However, 
this  kind  of  expansion  has  some  serious 
drawbacks.  Medical  student  training  in  the 
earlier  years  increasingly  involves  the  need 
for  contact  with  patients  and  thus  clinical 
facilities  are  increasingly  important  during 
the  so-called  preclinical  years.  The  dividing 
line  between  the  preclinical  and  the  clinical 
years  has  become  much  less  distinct.  Al- 
though the  blending  has  certain  advantages 
from  the  standpoint  of  medical  education, 
it  also  has  some  disadvantages  in  terms  of 
easy  transfer  from  one  school  to  another  be- 
tween the  second  and  third  years. 

A very  real  problem,  and  perhaps  the 
most  important  one,  has  to  do  with  the  need 
for  preserving  and  improving  the  quality  of 
medical  education  while  expanding  to  meet 
the  needs  of  the  future.  It  is  certain  that 
medical  institutions  cannot  undertake  the 
necessary  expansion  and  maintain  quality 
without  sizable  transfusions  of  cash.  There 
is  considerable  pressure  on  both  national 
and  state  levels  to  tie  such  financial  aid  to 
increases  in  number  of  students.  If  the 
added  funds  provide  for  modernization  and 


expansion  of  facilities,  if  they  provide  for 
an  increase  of  faculty  proportionate  to  the 
increase  in  student  body,  and  if  the  supply 
of  qualified  medical  students  holds  out,  only 
then  will  increases  in  size  strengthen  the 
medical  school  rather  than  weaken  it. 

Under  the  expected  pressures  for  expan- 
sion, there  may  arise  a very  dangerous  ten- 
dency for  the  weakest  and  most  poorly  fi- 
nanced schools  to  expand  beyond  their  ca- 
pacity in  the  hopes  that  their  financial  dif- 
ficulties may  be  alleviated. 

To  summarize  this  part,  it  is  certain  that 
medical  education  facilities  must  undergo 
tremendous  expansion  in  the  decade  to  come. 
This  expansion  will  be  expensive,  but  its 
solution  is  almost  entirely  a financial  one. 
This  can  be  done  quickly  when  money  is 
available.  Faculty  will  be  in  short  supply. 
Our  studies,  which  I will  not  go  into,  sug- 
gest that  this  is  not  a primary  problem. 
Medical  education  will  need  very  special 
kinds  of  teachers  but  the  absolutely  essen- 
tial minimum  is  a relatively  small  number. 
This  problem,  too,  is  likely  to  have  an  eco- 
nomic solution. 

There  remains  the  question  of  supply  of 
students.  The  remainder  of  this  paper  will 
deal  with  this  problem. 

Concern  has  been  widely  expressed  about 
the  future  supplj^  of  medical  students.  It 
has  been  said  that  the  number  of  applicants 
has  dropped  dangerously,  that  the  quality 
is  falling  off,  that  medicine  has  lost  its  ap- 
peal and  that  prospective  medical  students 
are  going  into  the  more  glamorous  fields  of 
engineering,  physics,  and  chemistry.  These 
opinions  do  not  stand  up  well  under  critical 
examination. 

By  every  criterion  I can  apply,  on  a na- 
tional basis,  medical  students  are  smarter, 
have  better  premedical  training  and  more  of 
it  than  at  any  time  in  the  past  six  years. 
Although  the  number  of  applicants  to  medi- 
cal schools  has  declined  slightly  in  recent 
years,  the  decline  is  of  the  order  of  two  hun- 
dred fewer  applicants  each  year  for  the  past 
three  or  four  years.  Our  studies  of  premedi- 
cal classes  indicate  no  diminution  in  num- 
bers of  premedical  students.®  Since  we  are 
just  starting  a boom  which  will  double  our 
college  graduates  in  a few  years,  the  decline 
of  the  last  few  years  does  not  seem  alanning. 

However,  national  expectations  may  not 
fit  local  circumstances,  and  certainly  a few 
schools  are  in  real  trouble.  I am  not  includ- 
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ing  the  many  schools  that,  in  1951,  could 
choose  one  out  of  20  applicants  and  now  are 
worrying  because  they  must  choose  one  out 
of  only  ten.  In  contrast  some  few  schools 
must  choose  a normal  complement  of  stu- 
dents from  an  applicant  group  very  little 
larger.  In  every  single  instance,  these 
schools  have  limitations,  usually  geographic, 
which  restrict  their  group  of  applicants  in 
a way  that  is  detrimental  to  the  school,  the 
student,  and  the  nation.  It  is  very  doubtful 
whether  these  restrictions  do  anyone  any 
good.  I believe  that  one  could  argue,  suc- 
cessfully, that  since  most  schools  get  more 
financial  support  from  the  nation  than  they 
do  from  the  state,  that  when  the  supply  of 
local  applicants  is  inadequate,  selection  of 
students  should  be  on  a national  or  at  least 
a regional  basis.  The  concept  of  a medical 
school  with  purely  local  responsibilities  and 
opportunities  is  gone;  the  rigid  geographic 
restrictions  on  the  student  body  are  equally 
outdated. 

The  second  restriction  on  the  supply  of 
medical  students  everywhere  is  financial. 
Medical  education  has  simply  become  too  ex- 
pensive for  many  competent  students.  Since 
other  scientific  careers  have  become  more 
attractive  than  before,  and  are  so  much  less 
expensive,  medicine  is  probably  losing  can- 
didates to  other  scientific  fields.  The  fatal 
attraction  of  the  other  sciences  can  be  shown 
by  the  following  comparisons : 

A medical  student  will  pay  about  $12,000 
for  his  four  years  of  training.  He  will  earn 
about  $2500  during  his  internship.  By  con- 
trast, a student  working  for  a Ph.D.  in 
chemistry  can  expect  to  receive  fellowship 
assistance  of  $10,000  and  to  earn  $8000- 
$9000  his  first  year  after  graduation.  While 
these  figures  cannot  be  defended  as  exactly 
accurate,  they  do  show  the  great  disparity 
in  costs  between  medical  and  other  scientific 
education.  This  is  a problem  which  demands 
solution. 

Some  help  may  arise  from  changes  in  the 
medical  curriculum.  Encouraging  experi- 
ments are  underway  which  may  shorten  the 
academic  training  by  a year  or  two.  The 
tremendous  increase  in  medical  science 
which  can  be  forseen  makes  it  unlikely  that 
the  student  will  get  much  relief  from  short- 
ening of  the  curriculum. 

Significant  efforts  are  underway  to  pro- 
vide ways  and  means  for  interns  and  resi- 
dents to  receive  remuneration  consistent 


with  the  professional  responsibilties  that 
they  assume  and  the  educational  opportuni- 
ties that  they  are  provided.  A living  wage 
for  interns  and  residents  would,  in  effect, 
be  the  same,  as  far  as  cost  is  concerned,  as 
shortening  the  period  of  training. 

The  central  problem  is  financial  assist- 
ance to  the  undergraduate  medical  student. 
Low  interest,  long  tei-m  loans  will  be  very 
helpful,  but  they  cannot  do  the  whole  task. 
The  sum  is  too  large,  the  term  before  repay- 
ment can  be  begun  is  too  extended,  and 
other  demands  are  too  great  for  many  young 
people  without  resources  to  be  assured  of 
being  able  to  manage  school  and  a protract- 
ed period  of  hospital  training.  A combina- 
tion of  loans  and  scholarships  seems  the 
only  reasonable  answer. 

I can  only  suggest  figures  indicating  how 
much  money  is  needed  for  student  support, 
to  attract  and  keep  a sufficient  number  of 
the  best  students  in  our  medical  schools.  It 
is  not  likely  that  less  than  the  equivalent  of 
full  support  for  25  per  cent  of  students  will 
do  the  task;  half  in  low  cost  loans  and  half 
in  scholarships  seems  a reasonable  division. 
This,  for  the  present  gi’oup  of  30,000  stu- 
dents, means  a minimum  total  of  about  $22 
million  dollars  per  year. 

I firmly  believe  that  if  the  financial  situa- 
tion for  the  student  is  improved  a little,  and 
the  restrictions  on  free  movement  of  medical 
students  from  one  area  to  another  are  re- 
moved, concern  over  the  supply  of  students 
would  be  completely  unnecessary.  We  might 
even  be  embarrassed  by  a large  increase  of 
students  before  facilities  could  be  expanded 
to  accomodate  them. 

I have  tried  to  present  a diagnostic  work 
up  on  a patient  — the  composite  U.S.  med- 
ical school  — who  is  not  now  in  the  best 
of  health  and  who  is  now  called  on  to  do 
more  than  ever  before  in  histoiy.  Like  most 
chronically  ill  patients,  multiple  systems 
are  involved  and  successful  treatment  will 
demand  intelligent,  energetic,  and  expensive 
treatment.  I am  confident  that  nothing  less 
than  comprehensive  treatment  will  satisfy 
the  medical  profession  and  the  American 
people. 
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SPECIAL  CONTRIBUTION  - 


NEUROLOGIC  MANIFESTATIONS  o/ 

Heritable  Disorders  of  Metabolism* 


(First  Installment) 

A number  of  heritable  metabolic 
defects  may  claim  neurological 
attention.  Like  diabetes  mel- 
litus  and  Wilson’s  disease,  some  are  well 
known.  Some  may  occur  from  several  dif- 
ferent “causes,”  including  the  genetic  de- 
fect, as  hypogammaglobulinemia  and  renal 
tubular  acidosis.  Biochemical  understand- 
ing of  many  of  these  disorders  is  complex, 
as  yet  incomplete,  and  approaches  micro- 
determinations. 

The  following  will  be  discussed  as  pertinent; 
Periodic  paralysis 
Adynamia  episodica  hereditaria 
Pseudohypoparathyroidism 
Osteopetrosis 
Fanconi  syndrome 
Renal  tubular  acidosis 
Hypophosphatemia 
Hypophosphatasia 
Porphyria 
Hemochromatosis 
Wilson’s  disease 
Diabetes  mellitus 
Glycogen  storage  disease 
Galactosemia 
Primary  amyloidosis 
Phenylketonuria 
Maple-syrup-urine  disease 
Hartnup  disease 
Methemoglobinemia 
Hypogammaglobulinemia 
Myoglobinuria 
Gout 
Lipidoses 

Es.sential  (familial)  hyperlipemia 

Periodic  Paralysis' 

This  condition  is  usually  inherited  as  a 
dominant  trait  although  sporadic  forms  ap- 
pear. These  families  appear  also  to  have 
more  epilepsy,  migraine,  and  progressive 
muscular  dystrophy  than  others.  These  fea- 
tures are  common ; 

Hypopotassemia  during  an  attack. 

.Most  common  onset  between  ages  7-21  with  less 
frequent  attacks  after  age  30. 

Males  more  frequently  affected. 


JOHN  A.  AITA,  M.D. 

Associate  Professor  of  Neurology  and  Psychiatry, 
University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 


Attacks  of  flaccid  paralysis  are  intermittent, 
episodic. 

Average  duration  6-24  hours,  but  wide  varia- 
tions reported. 

Onset  usually  in  lower  extremities. 

Respiratory  muscles,  face,  speech,  swallowing 
rarely  involved. 

Often  awakens  with  attack  in  morning. 

Minor  attacks  aborted  by  exercising. 

Attacks  precipitated  by  a variety  of  “stresses.” 
(Glucose  or  water  loading,  epinephrine  or 
A(7TH  used  diagnostically). 

Bradycardia,  arrythmias,  and  electrocardio- 
graphic changes  may  occur. 

Response  to  injected  potassium. 

The  cardinal  biochemical  feature  of  peri- 
odic paralysis  is  migration  of  K-ion  into 
muscle.  Between  attacks,  K-ion  in  muscle 
is  usually  below  normal  values,  and  Na-ion 
elevated.  By  reducing  elevated  Na-ion  level 
(restricted  sodium  intake)  without  chang- 
ing K-ion  level,  the  patient  is  rendered  im- 
mune to  paralysis. 

Adynamia  Episodical 

This  disorder  is  transmitted  as  a dominant 
genetic  defect  which  discloses  the  following 
clinical  features: 

Onset  before  age  10  usually. 

Episodic  paralysis  lasting  10-45  minutes,  occa- 
sionally 2 days. 

Milder  course  than  periodic  paralysis.  No  se- 
rious sequelae. 

Occurs  especially  during  rest  following  consid- 
erable exercise. 

3Iay  appear  after  a variety  of  “stresses,”  cold, 
emotional  reactions,  epinephrine,  insulin, 
glucose  load,  etc. 

Four  gm.  KCl  by  mouth  will  precipitate  attack 
in  adult. 

.Serum  K is  elevated  or  normal  in  an  episode 
of  paralysis. 

*This  is  the  first  of  two  installments  under  this  title. 

(Because  of  the  extensive  list  of  references,  ‘References" 
will  be  furnished  with  reprints,  only). 
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A recent  study  disclosed  the  occurrence  of 
hyperpotassemic  paralysis  with  myotonia 
(paramyotonia  congenita)  in  one  family. 
Whether  myotonia  is  more  of  a regular  ac- 
companiment to  this  type  of  paralysis  than 
heretofore  obseiwed  or  whether  this  repre- 
sents just  the  concomitance  of  two,  usually 
separate,  heritable  defects  awaits  further 
study.3 

Pseudohypoparathyroidism 

This  comprises  a recessively  inherited 
renal  tubular  defect^  with  failure  to  respond 
to  (noi-mal  presence  of)  parathyroid  hor- 
mone which  effects  a normal  excretion  of 
phosphate.  Phosphate  retention  and  hypo- 
calcemia result.  The  complete  clinical  pic- 
ture appears  thus 

Usually  evident  in  childhood. 

Females  2:1. 

Symptoms  of  hypocalcemia  (particularly  tetany, 
convulsions). 

Round  face,  short  stature  and  extremities, 
short  metacarpals  and  digits. 

Mental  retardation  frequent. 

Cataracts. 

Poor  dentition. 

Electroencephalograms  (EEG)  often  compat- 
ible with  convulsive  disorder. 

Little  alpha  rhythm,  increased  fast  activity, 
simple  spikes,  slow  waves  of  6-7  per  sec- 
ond frequency. 

Intracranial  (basal  ganglia,  cerebellar)  or  sub- 
cutaneous calcification. 

Osteopetrosis  (“Marble  Bones”) 

Osteopetrosis  is  a recessive  genetic  defect 
of  bone  formation.  An  “overmineralization” 
produces  very  dense,  compact  but  fragile 
bony  structure  and  ricket-like  deformities.® 
Skull,  pelvis  and  long  bones  are  particularly 
affected.  Neurologic  significance  includes: 

1.  Increased  thickness  and  density  of  base  of 
skull,  with  encroachment  on  foramina  (optic 
atiophy,  deafness). 

2.  Concomitant  hydrocephalus,  mental  deficien- 
cy and  subdural  hematoma  (unexplained)  in 
some. 

3.  Ease  of  bone-fracture. 

Fanconi  Syndrome^ 

Transmitted  as  a recessive  trait,  the  com- 
plete syndrome  consists  of : 

Rickets  or  osteomalacia. 

Glycosuria. 

Aminoaciduria. 

Hyperphosphaturia. 

Hypopotassemia. 

Metabolic  Acidosis. 


Incomplete  syndromes  may  occur.  Infan- 
tile and  adult  forms  are  described.  The  de- 
fect lies  in  renal  tubular  reabsorption. 

Infantile  form,  clinical  picture: 

Rickets. 

Growth  failure. 

Acidosis. 

Dehydration. 

Adult  form,  clinical  picture: 

Osteomalacia. 

Pathologic  fractures,  pseudofractures. 

Backache,  leg  pain. 

Muscle  weakness. 

There  are  also  acquired  (or  secondary) 
forms  of  this  disorder  due  to  renal  (tubu- 
lar) disease  and  malignant  disease  (carcino- 
ma of  liver  or  pancreas,  myeloma).'^-® 

Renal  Tubular  Acidosis® 

This  disorder  appears  similar  to  the  Fan- 
coni syndrome,  but  typically  only  one  defect 
of  tubular  reabsorption  is  present,  namely 
the  loss  of  alkali.  The  primary  disorder  is 
believed  dominant  in  genetic  transmission. 
Acquired  or  secondarv  forms  may  occur  in 
renal  disease.  The  disorder  may  occur  as 
but  one  component  in  multiple  tubular  de- 
fects. Infantile,  childhood,  and  adult  forms 
are  described.  The  clinical  picture  features : 

Metabolic  acidosis. 

Rickets  or  osteomalacia. 

Xephrocalcinosis  or  lithiasis. 

Muscular  weakness. 

Hypophosphatemia*® 

This  disorder  may  appear  in  a dominant 
hereditary  or  sporadic  form.  This  too  con- 
sists of  a renal  tubular  defect,  losing  inor- 
ganic phosphate.  Rickets  appears  in  a form 
resistent  to  usual  doses  of  vitamin  D. 
Among  infants,  craniostasis,  convulsions, 
hypsarrhythmic  EEG  pattern,  and  a high 
m-ortality  rate  occur.  If  the  condition  mani- 
fests itself  later  in  infancy  the  child  may 
survive,  but  bony  deformities  and  osteo- 
porosis persist. 

Hypophosphatasia** 

This  condition,  transmitted  recessively,  is 
characterized  by  a deficiency  of  alkaline 
phosphatase  and  by  bony  deformities.  Its 
consequences  are  usually  more  serious  if  it 
appears  early  in  life: 

Retarded  growth. 

Rickets-like  picture. 

Exophthalmos. 
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Craniostenosis,  oxycephaly. 

Convulsions. 

Increased  intracranial  pressure. 

Hypercalcemia. 

In  childhood  or  adulthood  there  may  oc- 
cur ; 

Skeletal  defects,  pathologic  or  pseudofractures. 
Hypercalcemia,  nephrocalcinosis. 

Porphyria 

One  of  several  disorders  of  porphyrin 
metabolism  includes  the  adult  hepatic  form, 
often  called  acute  intermittent  porphyria. 
Excessive  amounts  of  zinc  excretion  have 
been  I'eported  in  this  condition  by  some 
workers.^-  It  likely  represents,  in  its  end 
results  at  least,  an  endogenous  toxicity. 

There  may  be  several  subclassifications 
of  acute  intermittent  porphyria,  includ- 
ing d® 

1.  The  “Swedish  t y p e”  without  cutaneous 
symptoms. 

2.  The  “South  African  type,”  occurring  in 
white  population,  with  prominent  cutane- 
ous symptoms.  Women,  not  men,  usually 
reveal  abdominal  and  neurologic  symptoms. 
Continuous  excretion  of  large  amounts  of 
fecal  coproporphyrin  and  protoporphyrin  is 
diagnostic. 

The  complete  syndrome  may  be  outlined 
thus  d-* 

1.  Usually  females,  ages  20-50. 

2.  The  syndrome  is  recurrent,  of  at  least  48 
hours  duration  with  relapses  and  remissions 
(months  or  years  between  attacks). 

3.  A positive  family  history  in  many  cases. 

4.  Precipitating  factors,  as  barbiturates,  alco- 
hol. 

5.  Wine  or  brown  colored  urine  passed  dur- 
ing attacks. 

6.  More  specific  tests  for  pathologic  porphy- 
rins. 

7.  Clinical  picture  includes  one  or  several 
(rarely  all)  of  the  following: 

a.  Neurologic: 

Seizures,  encephalopathy,  coma. 
Extensive  paralysis  including  respira- 
tory paralysis. 

b.  Mental 

“Hysteria,  psychosis,  polysurgery  “ad- 
diction.” 

c.  Abdominal  syndromes  and  crises. 

d.  Hypertension;  tachycardia. 

e.  Occasionally  skin  changes. 

Precipitating  Factors 

These  include  use  of  drugs,  especially  bar- 
biturates, acetanalid,  sulfa,  and  alcohol.  Ex- 
posure to  nitrobenzol,  fat  (paint)  solvents. 


and  lead  have  been  found  significant.  In- 
fection, pregnancy  (1st  trimester),  child- 
birth, and  even  acute  emotional  stresses 
have  been  found  often  enough  to  appear 
somehow  significant  (at  least  in  diagnosis). 
Urine 

The  oft  described,  telltale  dark  (red  or 
brown)  urine  cannot  be  found  in  eveiw  case. 
It  may  not  appear  unless  a specimen  is  left 
standing  and  this  may  require  sun  exposure 
as  well.  Dark  urinary  stains  on  underwear 
occasionally  serve  as  clues.  Diagnostic 
urine  samples  are  less  apt  to  be  found  as 
the  acute  attack  subsides. 

More  Specific  Tests 

i\Iany  hospital  laboratories  have  means  to 
determine  presence  of  uroprophyrin,  copro- 
porphyrin and  porphobilinogen  in  urine.  Re- 
cent studies  indicate  that  more  accurate 
quantitative  testse  are  available,  including 
urine  tests  for  delta-amino  levulinic  acid  and 
zinc  excretion,  and  tests  for  fecal  excretion 
of  protoporphyrin. 12  Bromsulfalein  excre- 
tion tests  reveal  abnormal  retention  during 
acute  bouts,  returning  to  normal  with  clin- 
ical improvement.!®  Increased  urinary  ex- 
cretion of  metabolites  of  trj'ptophane  may 
also  be  diagnostic.!® 

Neurologic  Picture 

One  or  several  of  the  following  may  be 
seen,  because  any  level  of  the  nervous  sys- 
tem may  be  involved. 

1.  Cerebral 

Grand  mal,  focal  (neocortical)  or  temporal 
lobe  (limbic)  seizures.  Status  epilepti- 
CUS.17 

Encephalopathy;  focal  cerebral  deficit  such 
as  hemiplegia,  aphasia,  hemianopsia,  de- 
cerebrate states. 

Basal  ganglia  syndromes  such  as  tremors, 
rigidity,  chorea,  athetosis. 

Coma. 

2.  Cerebellar 

Ataxia. 

3.  Brain  stem  and  cranial  nerves 

Transient  blindness. 

Pupillary  abnormalities. 

Paralysis  of  extra-ocular  muscles. 

VH,  IX,  X nerve  loss. 

Respiratory  center  paralysis. 

1.  Spinal  cord 

Flaccid  paralysis;  focal  or  diffuse. 

May  mimic  poliomyelitis. 

May  “ascend”  to  quadriplegic  extent. 

Respiratory  paralysis  a hazard. 

Spinal  fluid  studies  usually  negative. 
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5.  Peripheral  nerve 

Mostly  motor  loss,  not  sensory, 

Onset  may  be  distal  or  proximal. 

Recurrent  myoclonic  jerks — 

Increased,  involuntary  irritability  despite 
paralysis  (seemingly  paradoxical). 
Muscle  and  joint  pain  may  accompany. 
Occasionally  Guillain-Barre  type  polyneuro- 
pathy with  “albuminocytologic  dissocia- 
tion” (elevated  protein)  in  spinal  fluid. i* 

Many  die  of  respiratory  paralysis  and 
porphyria  should  be  considered  in  the  dif- 
ferential diagnoses  which  commonly  in- 
clude poliomyelitis,  myasthenia  gravis,  botu- 
lism, “Landry’s  ascending  paralysis,”  and 
other  Guillain-Barre  syndromes. 

The  Mental  Picture'^^ 

Several  types  appear  frequently,  includ- 
ing: 

1.  The  “neurotic”  or  emotionally  unstable. 

2.  The  polysurgery  “addict”  who  may  now 
also  be  drug-dependent. 

3.  The  complaining,  outspoken,  histrionic  per- 
sonality. 

4.  Acute  brain  syndrome  (delirium  or  “toxic 
psychosis”). 

5.  Schizophrenic-like  psychoses. 

6.  Depressive  syndromes  or  psychoses. 

Many  patients  have  a personality  back- 
ground of  emotional  disorder  and  “hyster- 
ical” episodes.  Outright  histrionic  antics 
may  be  seen  in  acute  porphyria.  Some  au- 
thorities have,  descriptively  at  least,  sug- 
gested the  designation  “porphyrinic  person- 
ality.” The  demanding,  loudly  complaining 
and  attention-seeking  patient  with  a multi- 
scarred  abdomen  may  indicate  the  correct  di- 
agnosis. It  is  noteworthy  that  these  pa- 
tients are  not  the  poised  hysterics  whose  ob- 
jective display  of  symptoms  (e.g.  paralysis) 
speaks  for  them.  Rather  they  are  complain- 
tive,  tearful,  temperamental,  irascible  and 
outspoken. 

To  add  to  diagnostic  difficulty  at  times, 
it  is  noted  that  the  present  illness  of  por- 
phyria may  take  place  in  a setting  of  emo- 
tional stress  and  turmoil,  and  the  recur- 
rent attacks  may  be  preceded  by  long  periods 
of  emotional  tension.^*) 

The  difficulty  in  differentiating  all  of 
this  (including  some  of  the  neurologic  fea- 
tures, such  as  convulsions)  from  drug  toxi- 
city and  withdrawal  reactions  — especially 
the  patient  surreptitiously  taking  excessive 
drugs  — is  well  known  to  those  who  have 
seen  these  syndromes. 


Post-mortem  examination  has  disclosed 
principally  demyelinization  and  destruction 
of  anterior  horn  cells.  Vascular  lesions  are 
believed  secondary  to  hypertension  and 
anoxia.21 

Abdominal  Syndromes^'^ 

Various  abdominal  syndromes  are  com- 
mon to  this  group.  Obstipation  is  frequent. 
Crises,  colic,  and  “acute  abdomen”  are  fore- 
most, at  times  replete  with  temperature  ele- 
vation and  elevated  white  blood  count.^^ 
Abdominal  X rays  may  reveal  distention 
proximal  to  an  area  of  intestinal  spasm; 
constipation  may  be  marked;  intestinal  ob- 
struction is  not  an  uncommon  considera- 
tion.Genitourinary  and  gynecologic  syn- 
dromes may  also  defy  specialists  in  those 
areas.  It  is  not  uncommon  to  see  such 
patients  referred  for  psychiatric  care  after 
a dramatic  abdominal  episode  and  then  a dis- 
hearteningly  negative  surgical  exploration. 

It  may  be  added  here  that  back,  chest, 
muscle  and  joint  pain  are  by  no  means  rare 
or  merely  “background  music”  in  these  pa- 
tients. 

Skin  Changes 

In  occasional  “mixed”  forms  of  hepatic 
porphyria  one  encounters  dermatologic  clues. 
These  are  described  as  follows: 

Diffuse  dusky  and  metallic  complexion. 

“Melanosis;”  may  be  confused  with  Addison’s 
disease. 

Malar  flush. 

Hirsutism. 

Photosensitivity. 

Sensitivity  to  fat-solvents  and  barbiturates. 

Recognition  of  the  disorder  permits  effort 
to  be  expended  in  supportive  treatment. 
Chlorpromazine  has  appeared  valuable  to 
tranquilize  and  to  relieve  pain  in  some  cases. 
ACTH  is  thought  by  many  to  help  suppor- 
tively.  Chelating  agents,  to  aid  in  excretion 
of  metal  ions,  appear  valuable  according  to 
recent  studies^^  this  is  not  concurred  in 
by  others. 2^  Vitamin  Bi,,  vitamin  B^  (pyri- 
doxine),  and  vitamin  C are  also  said  to  be 
therapeutic. 

Hemochromatosis^’-  27 

The  primary  form  is  inherited  as  a reces- 
sive defect  in  body  iron  storage.  Sporadic 
and  secondary  forms  are  seen.  Alcoholism 
and  malnutrition  appear  to  play  a part  in 
some  (many  ?)  cases.^^  Secondary  foi*ms 
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appear  M'ith  excessive  iron  intake  and  trans- 
fusions. 

Apparently,  in  this  condition  the  body 
readily  absorbs  more  iron  than  it  needs  and 
is  unable  to  rid  itself  of  this  excess.  An 
iron-protein  complex,  hemosiderin,  is  depos- 
ited then  in  the  liver,  reticuloendothelial  sys- 
tem, endocrine  glands  (pancreas,  testes, 
adrenals  commonly),  heart,  striated  muscle, 
and  skin.  Progressive  fibrosis  develops. 

In  the  inherited  form  there  is  noted : 

Family  history. 

Men  more  affected,  onset  over  age  35. 

The  bronzed  skin,  diabetes,  cirrhosis,  and 
myocardial  failure  are  classical  manifesta- 
tions of  this  disorder.  Neurologic  sjmiptoms 
are  more  likely  to  appear  from  the  last  three 
defects  (or  accompanying  alcoholism)  than 
from  any  primary  neuropathologic  ef- 
fects.29  Mental  and  personality  changes, 
extremity-pains,  hyperesthesia,  and  muscle 
cramps  are  described  but  their  exact  nature 
is  uncertain.25.  so  possible  that,  as  Wil- 

son’s disease  may  occasionally  present  a “re- 
verse” clinical  picture  of  maximal  liver 
changes  and  minimal  cerebral  disturbances, 
perhaps  hemochromatosis  may  occasionally 
present  outstanding,  primary  neurologic  fea- 
tures.^^  However,  there  is  the  invariable 
problem  of  separating  effects  of  alcoholism, 
malnutrition,  cirrhosis,  diabetes,  endocrine 
deficiency,  hypertensive  or  arteriosclerotic 
cerebral  vascular  disease,  myocardial  failure 
and  terminal  events  from  possible,  “pri- 
maiy”  neuropathologic  disorders. 

In  this  usual,  clinically  recognizable  form 
of  generalized  hemochromatosis,  iron  pig- 
ments are  often  found,  also,  in  the  brain. 
The  choroid  plexus  appears  to  be  the  most 
consistent  site.^"  The  clinical  significance 
of  this  is  either  nonexistent  or  unknown. 

To  be  differentiated  from  the  above  con- 
dition in  the  brain  (generalized  hemochro- 
matosis) are: 

1.  Cerebral  iron  pigmentation  from  hemor- 
rhage.27,  3i 

2.  Regional  (localized)  hemochromatosis. 

Regional  hemochromatosis  of  the  brain 
does  not  present  a definitive  etiologic,  path- 


ologic nor  clinical  pattern  as  yet.  In  some 
instances  the  condition  appears  rather  dif- 
fuse b u t w i t h no  ascribable  clinical  fea- 
tures.®2  In  other  instances,  several  reports 
suggest  a pathologic  and  clinical  pattern  of 
one  type,  consisting  of 

Progressive  deafness. 

Progressive  cerebellar  deficit. 

Xanthrochromic  spinal  fluid. 

Iron  pigmentation,  loss  of  neurones,  and  glio- 
sis of  cerebellum. 

Wilson’s  Disease  (Hepato-lenticular 
Degeneration  )^< 

This  is  another  metallotoxic  defect,  of  re- 
cessive inheritance. 

There  are  two  theories  concerning  eti- 
ology* : 

1.  A primary  defect  in  copper  metabolism. 

2.  A more  generalized  disorder  of  tissue-pro- 
tein metabolism. 

A serum  protein,  ceruloplasmin,  is  defi- 
cient in  most  cases.  Low  serum  copper,  in- 
creased tissue  copper,  increased  copper  ex- 
cretion (urine),  and  other  abnormal  renal 
tubular  functions  are  found  in  this  disorder. 
Excessive  copper  is  absorbed  from  the  di- 
gestive tract  with  deposition  particularly  in 
liver,  brain,  kidneys,  and  cornea. 

The  complete  clinical  syndrome  includes : 

Family  history. 

Onset  in  childhood  or  adolescence,  usually. 

Muscular  tremor  and  rigidity  which  progress 
generally. 

Mental  deterioration. 

Cirrhosis  (usually  asymptomatic). 

Biochemical  defects  cited  above. 

Corneal  pigmentation  (Kayser-Fleischer  ring). 

Average  duration  of  life  from  onset,  6 years. 

Generalized  spasticity,  dysarthria  and 
dysphagia  (pseudobulbar  palsy)  appear. 
Clinical  evidence  of  liver  disease  is  usually 
minimal  or  absent.  Occasionally,  variants 
are  seen,  however,  with  liver  abnormalities 
more  outstanding  than  neurologic. 

Occasionally  too,  the  mental  presentation 
may  resemble  schizophrenia ; Jacksonian 
seizures,  chorea,  athetosis,  hemiplegia,  or  re- 
current comas  may  be  outstanding. 


“The  people  are  always  much  nearer  the  tnath  than  the  poli- 
ticians suppose.”  Abe  Lincoln. 
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WHAT'S  NEW 


Whafs  New 
In  Pediatrics 


PROGRESS  in  the  field  of  pedi- 
atrics is  being  made  as  in  all 
areas  of  medicine,  particularly 
in  the  control  of  infections  through  the  use 
of  the  increasing  numbers  of  available  anti- 
biotics. ConceiTiing  the  control  of  staphlo- 
coccal  infection,  although  far  from  being 
completely  solved,  progress  is  being  made. 
Important  advances  in  immunization  proce- 
dures such  as  oral  polio  vaccine  and  immun- 
ization against  measles  will  be  available  in 
the  near  future  although  not  yet  available 
to  the  practicing  physician.  For  the  sake 
of  brevity,  this  discussion  must  be  limited 
to  one  phase  of  pediatric  practice  which  in 
the  estimation  of  the  author  is  making  prog- 
ress, although  much  is  left  to  be  desired. 

Through  many  publications,  postgraduate 
courses,  and  textbooks  the  problem  of  recog- 
nition of  allergy  in  infants  and  children  and 
its  need  for  management  and  care  is  mak- 
ing slow  but  definite  progress.  Although 
there  remain  many  problems  in  the  com- 
plete understanding  of  allergic  disease,  we 
have  reached  a stage  where  the  great  major- 
ity of  children  who  suffer  from  the  various 
forms  of  allergy  can  benefit  in  both  the 
acute  exacerbations  as  well  as  management 
and  treatment  over  a long  period  to  pre- 
vent further  progression  of  the  disease. 
The  greatest  difficulty  has  been  encountered 
in  making  the  individual  physician  aware  of 
the  help  which  is  available  for  allergic  chil- 
dren. This  springs  from  lack  of  training  in 
allergy  in  our  medical  schools  and  reluctance 
to  take  the  time  required  to  properly  man- 
age and  treat  allergic  children.  It  needs  to 
be  more  generally  recognized  that  long  term 
management  and  treatment  is  needed  to 
prevent  the  progression  of  minor  allergic 
disease  to  asthma  with  its  danger  to  life  as 
well  as  the  development  of  crippling  em- 
physema.^ 

Kaufman^  states  that  allergy  ranks  first 
as  a chronic  ailment  in  children  and,  if  the 
recent  statistics  published  by  Szanton,  Rap- 
aport  and  AppeP  are  believed,  allergy  is 
probably  the  most  frequent  problem  seen  in 
the  pediatric  office  aside  from  routine  care 
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and  immunizations.  In  a recent  standard- 
ized survey  of  2169  children  the  incidence 
of  major  allergy  was  found  to  be  23.7  per 
cent  — almost  one  child  out  of  four.  These 
authors  further  report  that  of  these  allergic 
children  less  than  one  third  had  had  treat- 
ment. Dees^  has  pointed  out  that  “allergy 
is  a forgotten  cause  of  crippling  disease  in 
children,  and  almost  never  considered  as  a 
major  cause  of  death  at  this  age.”  She 
examined  the  United  States  Vital  Statistics 
for  1957  and  found  that  asthma  killed  6677 
persons  of  all  ages  in  this  country  during 
that  year.  One  hundred  thirty-nine  were 
children  under  five,  and  233  were  under  19 
years  of  age.  This,  of  course,  is  a signifi- 
cant mortalitv  aside  from  the  chronic  ill- 
ness and  suffering  caused  by  asthma.  It 
should  also  be  realized  that  most  asthma  be- 
gins during  the  pediatric  years,  and  proper 
management  at  that  time  would  have  sig- 
nificantly decreased  the  mortality  from 
asthma  in  the  older  age  groups. 

The  number  of  children  recognized  as  suf- 
fering from  allergic  diseases  will  vary  di- 
rectly with  the  interest  in  allergy  and  edu- 
cation of  those  physicians  who  take  care  of 
children.  It  is  obvious  that  these  physicians 
cannot  serve  their  patients  best  unless  they 
understand  the  importance  allergy  plays  in 
the  morbidity  and  mortality  in  the  pediatric 
population.  Often  the  acute  exacerbations 
of  allergy  are  treated  with  no  consideration 
of  the  continued  management  that  is  so  im- 
portant. Parents  are  too  frequently  told 
that  their  child  will  “outgrow”  his  allergy. 
It  is  true  that  some  children,  perhaps  5 per 
cent,  suffering  from  the  various  forms  of 
allergy  will  be  relieved  of  these  symptoms 
without  treatment  as  time  passes,  but  to  the 
present  time  no  one  is  able  to  tell  which 
children  will  be  so  fortunate.  Most  often 
what  begins  as  reversible  altered  physiology 
progresses  to  irreversible  pathologic  changes. 

Considerable  judgment  is  required  to  de- 
cide which  children  who  have  a history  of 
allergic  difficulties  deseiwe  a thorough  al- 
lergic investigation.  In  this  respect,  Rapa- 
port  and  AdleU  have  published  their  allergic 
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ALLERGIC  INDEX 

TABLE  OF  SYMPTOM  - WEIGHT  VALUES 


Symptom  Unit  Weight 

Heredity 

Bilateral  inheritance  2 

Unilateral  inheritance 1 

Bronchial  asthma 5 

Colic  1 

Chronic  gastroenteritis  of  allei-gic  etiology 1 

Infantile  allergic  dermatitis 3 

Asthmatic  bronchitis  (bronchitis 
with  expiratory  wheezing) 

One  atack 1 

Two  attacks 2 

Three  or  more  attacks 5 

Tonsillectomy  and  adenoidectomy 

Performed  2 or  more  times 3* 

Tonsillectomy  or  adenoidectomy 

Performed  before  age  of  3 yeare 4 

Pollinosis 

One  season 2 

Two  or  more  seasons 3 

Recurrent  upper  respiratoiy  infections 1 

If  associated  with  perennial  allergic 

rhinitis  or  seasonal  repetition 2 

Perennial  allergic  rhinitis 2 

Chronic  allergic  cough  (repeated 

tracheobronchitis)  2 

Allergic  conjunctivitis  1 

Croup,  recurrent 1 

Bronchiolitis,  2 or  more  episodes 1 

Paroxysmal  sneezing  1 

Urticaria  1 


Tracheal  cleai'ing,  recurrent 14 

Visceral  pain  syndromes,  including 

pylorospasm  14 

Drug  allergy,  including  Henoch’s  pui-pura % 

Migraine Vz 

Epistaxis,  recurrent  14 

Idiopathic  hematuria Vz 

Canker  sores Vz 


index.  Later,  this  was  ammended  to  include 
repeated  tonsillectomy  and  adenoidectomy 
done  before  the  age  of  three  years.®  The 
ammended  index  and  the  authors’  comment 
is  reproduced  here  with  their  permission. 

“When  the  sum  of  unit  weight  totals  5 
or  more,  a complete  allergic  diagnostic 
study  is  indicate.  Subsequently,  treat- 
ment will  follow  when  histoiy,  physical  ex- 
amination, and  the  allergic  diagnostic 
study  are  all  correlated.  Any  of  these 
symptoms,  even  though  given  a relatively 
low  unit  value  in  the  index,  may  of  and  by 
themselves  indicate  a significant  allergy 
requiring  appropriate  study  and  treatment 
if  they  manifest  themselves  to  a severe 
degree  or  if  they  tend  to  recur  with  fre- 
quency.” 

Although  there  may  be  some  difference  of 
opinion  as  to  the  numerical  value  given  the 
individual  units  in  the  Index,  it  does  give 
the  physician  a definite  and  workable  basis 
upon  which  to  make  a decision. 

If  proper  judgment  is  used  in  selecting 
those  allergic  children  who  deserve  a diag- 
nostic investigation  and  this  is  done,  fol- 
lowed by  thorough  environmental  manage- 
ment, and  hyposensitization  if  indicated, 
much  acute  and  chronic  illness  due  to  allerg}" 
can  be  prevented. 
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6.  Personal  Communication. 


“We  are  well  acquainted  with  what  is  being  called  today  ‘the 
crisis  in  American  medicine.’  It  is  unfair  to  call  it  a crisis  in 
American  Medicine  for  it  is  really  something  else.  It  is  a crisis 
of  the  American  people  that  has  to  do  with  medical  care.”  (From 
an  editorial,  “Whose  Crisis,”  New  York  State  J.  Med.,  Sept.  15, 
1961.) 
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= ORGANIZATION  SECTION 


Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 
December  2,  Alliance,  Central  School 
Building 

January  7,  Kearney,  Good  Samaritan  Hos- 
pital 

January  21,  Norfolk,  Norfolk  State  Hos- 
pital 

FIRST  INTER  - AMERICAN  CONFER- 
ENCE ON  CONGENITAL  DEFECTS  — 
Sponsored  jointly  by  The  National  Foun- 
dation and  the  University  of  Southern 
California;  Statler  Hotel,  Los  Angeles; 
January  22-24,  1962. 

MID-WINTER  MEETING  Board  of  Coun- 
cilors, Nebraska  State  Medical  Associa- 
tion — Cornhusker  Hotel,  Lincoln,  10:00 
a.m.,  February  11,  1962. 

MID-WINTER  MEETING  House  of  Dele- 
gates, Nebraska  State  Medical  Association 
— Cornhusker  Hotel,  Lincoln,  10 :00  a.m., 
Lincoln,  Februaiy  18,  1962. 

AMERICAN  COLLEGE  OF  SURGEONS— 
Will  hold  the  following  regional  meetings 
during  1962 : 

Los  Angeles,  California,  January  29 
through  Februaiy  1,  1962;  for  surgeons 
and  graduate  nurses;  surgeons  at  Stat- 
ler-Hilton;  nurses  at  Biltmore. 

Detroit,  Michigan,  March  5-7,  1962 ; Mem- 
phis, Tenn.,  March  26-28,  1962;  and 
Washington,  D.C.,  April  16-18,  1962. 


STATE  MEDICAL  JOURNAL 
CONFERENCE 

A conference  of  state  medical  journals  is 
held  biennially  in  Chicago  for  the  benefit  of 
editors  and  business  managers  of  member 
journals.  This  year  this  conference  took 
place  on  October  30-31.  All  phases  of  jour- 
nalism as  related  to  medical  journals  are 
considered,  beginning  with  the  function  of  a 
medical  journal,  and  proceeding  through  edi- 
torials, medical  writing,  advertising,  make- 
up, layout,  et  cetera. 

During  the  course  of  these  two  days,  Mr. 
O.  M.  Forkert  of  Forkert,  Blome  and  Asso- 
ciates, specialists  on  all  aspects  of  production 
of  a magazine,  speaks  to  the  assembly  twice 
and  holds  round  table  conferences  in  the  na- 
ture of  a workshop  where  questions  may  be 


The  Staff  of  the  Journal  extends  to 
you  the  Season's  Greetings  and  hopes 
that  He  who  gives  all  good  ’ihings 
may  grant  to  each  of  you  Peace, 
Health,  Prosperity,  and  Love,  at  this 
Season  and  throughout  the  coming 
year. 


discussed  and  answered.  All  the  medical 
journals  have  been  studied  by  Mr.  Forkert, 
and  rated.  The  rating  sheet  shows  where 
the  given  journal  is  weak  or  strong,  as  the 
case  may  be.  Content,  Presentation,  Produc- 
tion, and  overall  Impression  are  graded.  Mr. 
Forkert  informed  us  that  a grade  of  75  was 
good  but  that  improvement  in  many  of  the 
journals  had  raised  the  grade  of  a consider- 
able number  above  75  per  cent. 

Finally,  Mr.  Forkert  named  the  “top  ten.’ 
We  are  happy  to  say  that  the  Nebraska  State 
Medical  Journal  placed  second  from  the  high- 
est, Oklahoma,  and  our  grade  was  90. 

At  each  such  conference  our  grade  has 
bettered  the  preceding  but  this  one  was  the 
biggest  jump  we  have  experienced.  Further 
relative  improvement  will  be  difficult  to 
achieve,  but  there  still  is  room  at  the  top, 
and  we  might  make  it. 


Medicine  in  the  News 

Announcement  From  Bishop  Clarkson 
Memorial  Hospital — 

The  medical  staff  of  Bishop  Clarkson  Me- 
morial Hospital  held  a dinner  in  October  in 
honor  of  the  Emeritus  members  of  the  medi- 
cal staff.  Those  doctors  honored  were : Drs. 
Edwin  Davis,  T.  T.  Harris,  J.  J.  Keegan, 
Ernest  L.  MacQuiddy,  Sr.,  Charles  F.  Moon, 
W.  L.  Shearer,  E.  E.  Simmons,  Chester  Q. 
Thompson,  Warren  Thompson  and  C.  H. 
Waters,  Sr. 


From  the  Omaha  World-Herald — 

Nebraska  is  one  of  18  states  sharing  in 
a 750-thousand-dollar  award  in  contract  and 
cooperative  agreements  for  the  support  of 
experimental  health  services  for  the  aged 
and  chronically  ill. 

No  word  has  been  received  as  to  which 
state  projects  were  approved. 
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From  the  Omaha  World-Herald — 

A Federal  grant  of  $617,723  has  been 
announced  and  will  add  another  block  to  the 
building  of  a new  Creighton  University  med- 
ical center. 

The  building  \\dll  become  part  of  the  en- 
visioned Dr.  C.  C.  and  Mabel  L.  Criss  INIed- 
ical  Center. 

The  grant  earmarks  $547,500  for  construc- 
tion and  fixed  equipment  and  $43,223  for 
movable  equipment. 


Human  Interest  Tales 

Dr.  R.  B.  Rundquist,  Columbus,  suffered 
a coronary  thrombosis  in  September. 

Dr.  D.  J.  Woodin,  Grand  Island,  suffered 
a heart  attack  at  his  home  in  October. 

Dr.  Ben  R.  IMeckel,  Burwell,  has  announced 
plans  to  construct  a new  clinic  building. 

Dr.  and  Mrs.  John  H.  Baidhell,  Lincoln, 
took  a two-week  trip  to  ^Minnesota  in  Sep- 
tember. 

Dr.  Paul  Bancroft,  Lincoln,  was  the  fea- 
tured speaker  at  the  October  meeting  of  the 
Crete  P.-T.A. 

Dr.  C.  J.  Formanack,  Syracuse,  has  been 
re-elected  president  of  the  Otoe  County 
IMedical  Society. 

Dr.  George  Young,  Jr.,  Omaha,  was  a 
guest  speaker  at  the  October  meeting  of  the 
Beatrice  P.-T.A. 

Dr.  0.  M.  Jardon,  who  recently  completed 
his  militaiy  service,  has  joined  Dr.  John 
Bogle  in  Loup  City. 

Dr.  D.  R.  Marples  and  family  of  Nelson 
have  moved  from  this  community  and  are 
now  located  in  Grant. 

Dr.  W.  C.  Kenner,  Nebraska  City,  was  a 
guest  speaker  of  the  Second  Avenue  P.-T.A. 
of  that  city  in  October. 

Dr.  Gordon  E.  Gibbs,  Omaha,  was  a guest 
speaker  at  the  October  meeting  of  the  Lin- 
coln Diabetic  Association. 

Mrs.  Howard  iVIitchell  of  Lincoln  was  host- 
ess to  the  Lancaster  County  Medical  Aux- 
iliary meeting  in  October. 

Dr.  Hariy  ^McCarthy,  Omaha,  has  been 
re-elected  president  of  the  Nebraska  Divi- 
sion, American  Cancer  Society. 


Dr.  Clinton  Heine  has  recently  moved  to 
Columbus  where  he  is  associated  with  the 
members  of  the  Columbus  Clinic. 

Dr.  and  l\Irs.  E.  N.  Heiser,  Columbus,  at- 
tended the  meeting  of  the  American  College 
of  Surgeons  in  Chicago  in  October. 

Dr.  C.  A.  IMcWhorter,  Omaha,  has  been 
elected  to  the  Board  of  Governors  of  the 
College  of  American  Pathologists. 

Dr.  Lawrence  James,  Omaha,  is  the  newly 
elected  president  of  the  Nebraska  State  Ra- 
diological Society  for  the  coming  year. 

Dr.  Wallace  \muk,  Fremont,  spoke  at  the 
September  meeting  of  the  Fremont  Nurses 
Association  which  was  held  in  Hooper. 

Drs.  C.  B.  Smith,  Jr.,  and  Max  W.  Kinney, 
Hartington,  have  left  this  community  and 
have  opened  an  office  in  Council  Bluffs, 
Iowa. 

Dr.  Calvin  Oba,  Scottsbluff,  was  a guest 
speaker  at  a recent  meeting  of  the  West  Ne- 
braska General  Hospital  Auxiliary  held  in 
Gering. 

Dr.  Byron  B.  Oberst,  Omaha,  is  the  au- 
thor of  an  article  “Convulsions  Call  of  Calm- 
ness” in  the  November  issue  of  Parents’ 
Magazine. 

Dr.  Albert  B.  Lorincz,  Chicago,  is  the  new 
chairman  of  the  Department  of  Obstetrics 
and  Gynecologj'  of  Creighton  University 
School  of  Medicine. 

Dr.  F.  A.  Stewart  has  resigned  as  of  No- 
vember 1,  1961,  and  has  been  replaced  by  Dr. 
George  Stafford,  Lincoln,  as  Chief  of  Serv- 
ices for  Crippled  Children. 

Dr.  and  Mrs.  J.  Dewey  Bisgard,  Omaha, 
are  home  following  a two-month  trip  to 
Europe.  Dr.  Bisgard  attended  an  interna- 
tional surgical  meeting  in  Ireland. 

Dr.  Charles  E.  Richards,  formerly  of  Oma- 
ha, has  received  the  1961  Hastings  College 
Alumni  Citation.  Dr.  Richards  is  now  serv- 
ing as  a government  advisor  in  Thailand. 

Dr.  J.  R.  Schenken,  Omaha,  was  given  the 
Pathologist  of  the  Year  award  at  the  Octo- 
ber 3rd  session  of  College  of  American  Path- 
ologists meeting  in  Seattle,  Washington. 

The  Northwest  Nebraska  County  Medical 
Society  held  a dinner  meeting  with  their 
Auxiliary  in  October  in  Chadron.  Following 
dinner  a scientific  program  was  presented. 
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Dr.  Abe  Greenberg,  Omaha,  was  inducted 
in  special  rites  to  membership  on  the  Pres- 
ident’s Council  of  Brandeis  University  which 
is  a body  of  outstanding  men  from  all  parts 
of  the  nation. 

Dr.  E.  B.  Reed,  Lincoln,  presented  a paper 
entitled  “American  Medicine  and  the  Insur- 
ance Industry  at  the  Crossroads  Together” 
before  the  Insurance  Institute  of  Nebraska 
in  October  in  Lincoln. 

Dr.  Robert  C.  Chase,  Ogallala,  has  re- 
ceived a Certificate  of  Appreciation  from  the 
President  in  recognition  of  five  years  of 
service  to  the  Selective  Service  Boards  of 
Keith  and  Garden  counties. 

Dr.  V.  Robert  Watson,  Seward,  was  given 
a Certificate  of  Appreciation  by  the  Presi- 
dent in  recognition  of  five  years  of  service 
to  the  Nation  as  medical  advisor  for  the  Se- 
lective Service  Board  of  Seward  county. 

Dr.  Harlan  Pappenfuss  of  Lincoln  shared 
honors  with  Dr.  Louis  Hirsch  for  catching 
the  largest  salmon  while  attending  the  Swift- 
sure  Medical  Society  meeting  at  Seattle,  pre- 
ceding the  A.S.C.P.-C.A.P.  sessions  in  Se- 
attle, early  in  October. 


Announcements 

Gill  Eye,  Ear,  and  Throat  Hospital  Announces 
Its  'Thirty-fifth  Annual  Spring  Congress — 

The  Gill  Eye,  Ear,  and  Throat  Hospital  of 
Roanoke,  Virginia,  announces  its  Thirty- 
fifth  Annual  Spring  Congress  in  Ophthal- 
mology, Otolaryngology  and  Allied  Special- 
ties, to  be  held  April  2 through  April  6th, 
1962,  at  the  Gill  Memorial  Eye,  Ear  and 
Throat  Hospital,  in  Roanoke.  A highly  tal- 
ented faculty  from  this  county  and  abroad 
will  present  the  program.  The  profession  is 
invited  to  attend.  For  further  information 
write  Superintendent,  P.  O.  Box  1789,  Ro- 
anoke, Virginia. 

McNeil  Withdraws  Flexin  From  Market — 

On  October  16,  McNeil  Laboratories,  Inc., 
withdrew  Flexin and  all  Flexin-contain- 
ing  products  from  the  market  and  asked 
that  all  samples  and  Flexin-containing  drugs 
be  destroyed.  (The  other  drug  combinations 
containing  Flexin*^)  are  Flexilon^^),  Flex- 
ilon-HC<^h  and  Triurate 

The  reason  for  this  action  is  that  certain 


clinical  reports  and  observations  seem  to  in- 
dicate that  administration  of  these  drugs 
may  occasionally  cause  hepatitis.  The  inci- 
dence of  drug-induced  hepatitis  is  very  low, 
yet  it  seemed  in  the  best  interests  of  all  con- 
cerned to  take  these  off  the  market. 


News  and  Views 

Puerto  Rican  Medical  Service  To  Be 
Nationalized — 

We  see  by  the  Medical  World  Neivs  that 
“the  Puerto  Rican  government  is  expected 
to  nationalize  the  island’s  health  services 
this  coming  January.” 

The  legislature  will  probably  adopt  the 
plan  submitted  by  the  insular  Health  Secre- 
tary, Doctor  Guillermo  Arbona.  This  plan 
guarantees  free  hospitalization  to  all  island- 
ers regardless  of  personal  income.  The  es- 
timated cost  will  be  $44.4  million  annually, 
to  be  financed  through  taxes  — $20  million 
from  the  government,  $13  million  from  em- 
ployers, $9  million  from  workers,  and  $2.4 
from  landlords  and  those  who  collect  divi- 
dends. 

The  population  will  be  divided  into  three 
economic  groups,  namely,  those  earning 
$2500  or  less  per  year,  those  earning  $2500 
to  $6000,  and  those  $6000  to  $14,000.  The 
first  group,  comprising  about  90  per  cent 
of  the  population  will  have  free  hospital 
service,  and  may  go  to  any  private  physi- 
cian for  the  remainder  of  his  medical  care. 
The  fees  for  this  are  fixed  and  will  be  paid 
by  the  government. 

Those  in  the  second  category  will  receive, 
in  addition  to  hospitalization,  $35  to  cover 
half  the  premium  for  medico-surgical  insur- 
ance. The  third  category  rates  only  the  free 
hospitalization. 

It  is  predicted  that  the  cost  figures,  as 
usual,  are  way  below  what  the  actual  cost 
will  be  and  that  an  immediate  lowering  of 
standards  of  medical  practice  will  be  evi- 
dent. 

Reduced  Febrile  Reactions  to  Pertussis 
Vaccine  Reported — 

Eli  Lilly  and  Company  have  introduced  a 
vaccine  against  diphtheria,  tetanus  and  per- 
tussis which,  after  three  year  clinical  investi- 
gations proves  to  produce  much  fewer  and 
less  severe  febrile  reactions.  This  result 
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was  attained  by  using  a new  extracted  per- 
tussis antigen  rather  than  the  whole  organ- 
isms. They  believe  the  former  reactions 
were  due  to  cell  debris  rather  than  to  the 
antigenic  substance  within  the  cell.  Using 
the  antigenic  substance  only,  the  company 
claims,  not  only  produces  fewer  and  less  se- 
vere reactions,  but  a very  high  degree  of  an- 
tibody response  and  formation. 

National  Hemophilia  Foundation  to  Study 
Other  Blood  Disorders — 

Sufferers  from  a number  of  infrequent 
blood  diseases,  who  until  now  have  had  no 
organized  help,  will  be  included  in  the  pro- 
gram of  the  National  Hemophilia  Founda- 
tion, according  to  a decision  recently  made  by 
the  Foundation’s  Executive  Committee. 

Included  in  the  National  Foundation’s  pro- 
gram from  now  on  will  be  all  persons  afflict- 
ed with  inherited  deficiencies  of  the  coagula- 
tion factor. 

Persons  with  the  diseases  now  covered  by 
the  program,  or  doctors  treating  such  pa- 
tients, may  write  to  the  Foundation,  at  175 
Fifth  Avenue,  New  York  10,  N.Y.,  for  in- 
formation on  the  services  available. 

.American  Museum  of  Health  Established — 

An  American  Museum  of  Health  has  been 
granted  a Charter,  as  an  educational  insti- 
tution, by  the  Board  of  Regents  of  the  Uni- 
versity of  the  State  of  New  York,  according 
to  Dr.  Robert  L.  Levy,  Chairman  of  the 
Board  of  Trustees  of  the  new  corporation. 
A national  advisory  group  of  distinguished 
leaders  in  medicine,  public  health  and  related 
fields,  is  now  being  formed  to  assist  in  the 
development  of  a program  for  the  Museum. 

The  newly-created  institution  will  erect  a 
$3,500,000  Hall  of  Medicine  and  Public 
Health  at  the  World’s  Fair  1964-1965  in  New 
York  City.  Robert  Moses,  President  of  the 
Fair  Corporation,  said  the  Fair  looks  for- 
ward to  an  outstanding  exhibit  supported  by 
local  and  national  health  and  related  organ- 
izations. 

In  view  of  the  national  significance  of  the 
Museum  and  in  recognition  of  the  public 
interest  that  will  be  served  by  a medical  and 
health  pavilion.  Fair  officials  have  agreed 
that  70,000  square  feet  of  space  will  be  made 
available  in  the  special  exhibits  area  of  the 
Fair. 


Nebraska  University  Bernice  M.  Hetzner 
Among  New  Officers  Elected  by  Medical 
Library  Association — 

The  Medical  Library  Association  elected 
the  following  officers  for  1961-62  at  the 
annual  meeting  in  Seattle: 

President  — Miss  Gertrude  Annan,  New 
York  Academy  of  Medicine 

^Ace  President  — Dr.  Frank  B.  Rogers, 
National  Library  of  Medicine 

Honoraiy  Vice  President  — Dr.  Harold 
Hillenbrand,  American  Dental  Associa- 
tion 

Secretary  — Miss  Ruth  J.  Mann,  Mayo 
Clinic 

Treasurer  — Mr.  J ohn  P.  Ische,  Louisiana 
State  University 

The  other  members  of  the  Board  of  Direc- 
tors are  Robert  T.  Lentz,  Jefferson  Medical 
College;  Mrs.  Bernice  M.  Hetzner,  Univer- 
sity of  Nebraska;  Gilbert  J.  Clansman,  New 
York  University  Medical  Center;  Miss  Helen 
Crawford,  University  of  Wisconsin;  Miss  M. 
Irene  Jones,  University  of  Tennessee  Medical 
Units,  and  Miss  Louise  M.  Darling,  Univer- 
sity of  California  Medical  Center. 

Medical  Library  Association  Opens 
Headquarters  in  Chicago — 

The  Medical  Library  Association  has 
opened  a headquarters  office  in  Chicago  and 
appointed  an  executive  secretary  to  coor- 
dinate the  work  of  the  associaUon.  Mrs. 
Helen  Brown  Schmidt,  formerly  Assistant 
Director  of  the  Midwest  Inter-Library  Cen- 
ter in  Chicago,  has  been  named  Executive 
Secretary.  The  new  office  is  located  at  919 
N.  Michigan  Avenue,  Chicago  11,  Illinois. 

Nongovernment  Support  of  Medical  Education 
And  Research — 

Awards  totaling  $250,000  will  be  made 
for  the  9th  consecutive  year  to  outstanding 
members  of  medical  school  faculties  under 
the  Lederle  Medical  Faculty  Awards  Pro- 
gram. These  awards  are  made  annually  to 
help  sustain  the  high  caliber  of  medical  edu- 
cation in  the  United  States,  Canada,  and 
Puerto  Rico. 

Since  the  inception  of  the  program,  120 
faculty  members  in  59  medical  schools  have 
received  medical  faculty  awards.  Of  the 
92%  of  recipients  who  have  chosen  to  remain 
in  academic  posts,  7 have  been  appointed  de- 
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partments  heads  and  58  have  attained  the 
ranke  of  assistant,  associate  or  full  profes- 
sor. 

Nominations  for  the  Lederle  Medical  Fac- 
ulty Awards  are  being  made  through  the  of- 
fices of  the  deans  of  medical  schools  to  the 
secretary  of  the  awards  committee  in  Pearl 
River,  N.Y.,  by  October  20,  1961.  Announce- 
ment of  the  awardees  will  be  made  in  Febru- 
ary, 1962. 

The  awards  committee,  composed  of  seven 
leading  medical  educators,  is  headed  by  Dr. 
Maxwell  Finland  of  Harvard  Medical  Col- 
lege. This  committee  has  full  and  independ- 
ent authority  in  the  selection  of  schools  and 
departments  through  which  the  awards  are 
made  and  of  the  recipients  of  the  awards. 

“The  purpose  of  the  program  is  to  assist 
able  men  and  women  who  are  working  in  and 
contemplating  further  full  - time  academic 
careers  in  the  pre-clinical  and  certain  clinical 
departments  of  medical  schools  and  to  enable 
these  departments  to  offer  opportunities  for 
favorable  development  of  promising  indi- 
viduals as  members  of  the  full-time  faculty 
and  to  provide  recognition  and  incentive  for 
outstanding  clinical  teachers  and  scholars,” 
according  to  Dr.  B.  W.  Carey,  Medical  Direc- 
tor of  Lederle  Laboratories,  a Division  of 
American  Cyanamid  Company. 

Since  1954,  Lederle  Laboratories  has  con- 
tributed approximately  $5  million  in  support 
of  medical  education  in  the  United  States 
and  Canada. 


Jacques  P.  Gray  Dead — 

Many  members  of  the  Nebraska  State 
Medical  Association  will  recall  Doctor  Gray. 
For  years  he  has  been  a lecturer  on  medical 
writing.  He  was  employed  as  director  of 
special  medical  services  by  Parke,  Davis  and 
Company.  His  employer  permitted  him  to 
travel  about  the  country  on  scheduled  tours 
to  speak  to  students  in  medical  schools  and 
to  groups  of  doctors  such  as  our  annual  ses- 
sions. It  was  at  such  a session  that  Doctor 
Gray  spoke  to  us  a few  years  ago. 

Doctor  Gray  died  from  an  acute  heart  at- 
tack on  October  13,  1961.  It  will  be  diffi- 
cult to  replace  him  in  his  capacity  as  lectur- 
er for  the  American  Medical  Writer’s  Asso- 
ciation. 


I’oople  Without  Health  Insurance — 

Voluntary  health  insurance  covered  nearly 
three-fourths  of  the  nation’s  civilian  popula- 
tion at  the  end  of  1960.  Yet  the  fact  that  a 
substantial  number  of  people  are  sill  uncov- 
ered represents  a major  problem  for  plan- 
ners of  social  policy.  A recent  survey  was 
designed  in  part  to  define  to  demographic 
and  social  characteristics  of  the  uninsured 
and  to  evaluate  the  potentiality  of  their  ob- 
taining insurance  coverage  through  places 
of  emplojunent. 

Three  out  of  four  Americans  now  have 
some  form  of  voluntary  health  insurance 
coverage,  and  in  some  states  more  than  90 
per  cent  of  the  population  has  protection. 

Compared  with  the  insured  population, 
larger  proportions  of  the  uninsured  popula- 
tion in  this  countiy  are  aged  65  and  over, 
nonwhites,  and  unmarried  (either  single, 
widowed,  or  divorced).  Larger  proportions 
of  the  uninsured  are  full-time  housewives 
and  retired  persons,  while  smaller  propor- 
tions are  in  the  labor  force. 

Because  a very  large  proportion  of  the  un- 
insured were  not  working  when  the  suiwey 
was  made,  they  could  not  obtain  hospital  ex- 
pense insurance  coverage  through  employed 
groups.  Even  among  those  working,  many 
persons  were  unable  to  obtain  coverage 
through  their  work,  usually  because  it  was 
not  offered  but  sometimes  because  they  were 
not  eligible.  Among  the  small  group  for 
whom  hospital  expense  insurance  coverage 
was  available  through  work,  the  stated  rea- 
sons for  not  taking  it  varied,  but  the  most 
important  was  financial.  Other  important 
categories  involved  the  lack  of  need  for  in- 
surance and  procrastination  or  disinterest. 

Similarly,  the  vast  majority  of  the  unin- 
sured population  could  not  obtain  coverage 
through  policies  held  by  other  family  mem- 
pers  through  places  of  employment.  For 
most  this  was  impossible  because  no  family 
member  held  such  a policy.  A small  group 
reported  it  was  impossible  even  though  such 
insurance  was  held  — primarily  because  only 
the  employee  himself,  his  immediate  family, 
or  minor  children  were  eligible.  Among  the 
small  group  for  whom  such  coverage  was 
possible,  the  major  reasons  for  not  taking  it 
were  the  cost,  procrastination  or  disinter- 
est, or  disbelief  in  the  insurance  principle. 

The  survey  was  conducted  jointly  by 
Health  Information  Foundation,  which  re- 
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ported  the  results,  and  the  University  of  Chi- 
cago’s National  Opinion  Research  Center. 

Uninsured  individuals  and  insured  indi- 
viduals in  the  sui*\'ey  population  differed  in 
their  demographic  and  social  characteristics. 
A larger  propoidion  of  the  uninsured  popula- 
tion consisted  of  persons  aged  65  and  over 
(17  per  cent)  compared  to  6 per  cent  of  the 
insured.  A smaller  proportion  of  the  unin- 
sured consisted  of  persons  aged  25-54  (31 
per  cent)  compared  to  42  per  cent  among 
the  insured.  Also,  nonwhites  constituted  a 
larger  proportion  of  the  uninsured  (18  per 
cent)  than  of  the  insured  (7  per  cent). 

Residents  of  rural-faimi  areas  accounted 
for  a substantially  higher  proportion  of  the 
uninsured  than  of  the  insured.  Thus  25  per 
cent  of  the  total  uninsured  population  lived 
in  such  areas  compared  to  only  9 per  cent  of 
the  insured.  In  addition,  21  per  cent  of  the 
uninsured  lived  in  urban  metropolitan  areas 
of  1,000,000  or  more,  30  per  cent  in  other 
urban  areas,  and  24  per  cent  in  rural  non- 
farm areas.  The  percentages  of  the  total 
insured  population  accounted  for  by  these 
areas  were  much  larger  — 28,  33,  and  30 
per  cent,  respectively. 

A much  higher  proportion  of  the  unin- 
sured than  the  insured  were  members  of  low- 
income  families  — 25  per  cent  in  familiies 
with  combined  incomes  of  under  $2,000,  and 
26  per  cent  in  $2,000  - $3,499  familiies, 
against  comparable  figures  of  4 and  10  per 
cent,  respectively,  for  the  insured  popula- 
tion. A much  smaller  proportion  of  the  un- 
insured were  in  families  with  higher  in- 
comes. 

Considering  only  those  individuals  in  fam- 
ilies where  the  main  earner  was  currently 
working  full-time,  the  highest  proportion 
of  the  uninsured  (27  per  cent)  were  in  fam- 
ilies with  the  main  earner  employed  in  agri- 
culture, forestry,  or  fisheries.  Only  6 per 
cent  of  the  insured  individuals  were  in  such 
families. 

Among  the  uninsured  individuals  in  the 
survey,  about  70  per  cent  reported  that  they 
were  not  in  the  labor  force,  and  thus  had  no 
work  through  which  to  obtain  hospital  ex- 
pense insurance  coverage.  This  was  particu- 
larly true  for  females,  among  whom  85  per 
cent  of  the  uninsured  were  not  in  the  labor 
force.  For  males  the  comparable  figure  was 
54  per  cent. 

The  reasons  for  not  having  insurance  va- 


ried according  to  the  age  of  the  uninsured 
individual  in  the  labor  force.  The  propor- 
tion reporting  that  coverage  was  not  offered 
through  their  work  rose  from  72  per  cent 
at  ages  18-24  to  93  per  cent  at  65  and  over. 
(This  rise  may  be  associated  in  some  way 
with  a change  in  the  nature  of  the  ,iobs  held 
by  most  people  as  age  rises). 

For  these  eligible,  uninsured  individuals  in 
the  labor  force  who  were  offered  hospital  ex- 
pense insurance  but  had  not  availed  them- 
selves of  it,  reasons  for  turning  down  the  in- 
surance varied  widely.  Two-fifths,  40  per 
cent,  gave  a primarily  financial  reason. 
Their  responses  were  of  the  following  tj^Des : 
“too  expensive;”  “can’t  afford  it;”  or  “not 
worth  the  premium.”  Another  one  in  seven, 
14  per  cent,  indicated  that  they  felt  no  need 
for  it. 

Another  one  in  eight  (13  per  cent)  gave 
reasons  involving  procrastination  or  disin- 
terest. Small  proportions  thought  that  the 
insurance  plan  offered  was  inadequate  in 
terms  of  benefits  or  family  members  covered 
(4  per  cent),  or  gave  miscellaneous  other 
reasons  (6  per  cent).  Finally,  some  28  per 
cent  gave  vague  reasons  or  none  at  all. 

The  uninsured  individuals  w ere  asked 
whether  they  could  be  covered  through  other 
family  members  v^ho  were  insured  at  their 
place  of  employment.  The  vast  majority,  87 
per  cent,  reported  that  this  was  impossible 
because  no  hospital  expense  insurance  was 
currently  held  bj^  other  family  members 
through  work.  Another  10  per  cent  report- 
ed that  it  was  impossible  even  though  such 
insurance  was  currently  held.  Two  per  cent 
of  the  uninsured  persons  reported  that,  al- 
thought  it  was  possible  for  them  to  be  cov- 
ered under  insurance  other  family  members 
held  through  their  work,  they  chose  not  to 
have  coverage. 

For  88  per  cent  of  the  uninsured  in  this 
survey,  no  coverage  was  possible  through 
work,  either  on  the  basis  of  insurance  held 
by  other  family  members  or  insurance  that 
could  be  taken  out  by  the  individual  or  other 
members  of  his  family. 

The  Hazard  of  Fire — 

About  6,000  persons  die  each  year  in  home 
fires.  These  deaths  represent  over  half  of 
the  total  of  all  fire  casualties  in  this  coun- 
try. More  than  200,000  fires  and  1200 
deaths  from  fire  are  due  to  careless  smok- 
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ing  and  the  use  of  matches.  But  the  New 
En^gland  Journal  of  Medicine  notes  that  the 
worst  fire  hazards  in  homes  are  defective 
or  misused  stoves  and  heaters.  These  heat- 
ing devices  cause  14  per  cent  of  all  home 
fires  and  20  per  cent  of  home  fire  deaths. 

Viewed  as  a special  hazard  is  the  cabinet 
type  of  space  heater  which  employs  fuel  oil 
from  an  outside  storage  tank.  When  the 
storage  tank  that  attaches  to  the  back  of  the 
heater  is  partially  filled  from  a storage  can 
or  drum  usually  kept  outside  the  dwelling, 
the  fuel  tank  is  also  filled  with  cold  air.  It 
has  been  demonstrated  that  radiant  heat 
from  the  heater  may  cause  this  cold  air  to 
expand  with  flooding  of  the  combustion 
chamber. 

A companion  article  in  the  Neiv  England 
Journal  of  Medicine  indicates  that  this  haz- 
ard can  be  avoided  by  converting  these  heat- 
ers from  barometric  feed  to  gravity  feed. 

The  Hospital  Is  Not  a Place  of  Rest — 

Although  an  opportunity  of  the  sick  to 
rest  is  usually  considered  a part  of  the  serv- 
ice afforded  the  patient  by  the  hospital, 
many  hospitals  do  not  provide  a restful  en- 
vironment. 

The  attending  physician  is  said  to  be  re- 
sponsible for  the  patient  unrest  in  an  edi- 
torial in  the  Pennsylvania  Medical  Journal. 
The  patient  may  find  himself  in  dire  need  to 
go  home  for  rest  and  recuperation.  The 
most  negelcted  faults  are  usually  the  most 
simple  to  avoid. 

The  first  example  of  a planned  lack  of  rest 
is  the  patient  who,  during  a critical  phase 
of  the  illness,  must  have  the  vital  signs  de- 
termined at  frequent  intervals.  After  the 
critical  stage  has  passed,  a faithful  nurse 
may  continue  to  follow  orders  subjecting  the 
patient  to  this  disturbance  throughout  the 
day  and  night. 

Medications  may  be  thoughtfully  pre- 
scribed at  intervals  which  must  interfere 
with  the  normal  rest  patterns  and  without 
medical  necessity. 

The  continual  harassment  of  patients  may 
result  from  the  never-ending  regulations  of 
perfection  enforced  by  the  nursing  and  main- 
tenance staff.  Housekeeping  chores  and 
the  distribution  of  water  pitchers  may  com- 
mence as  early  as  4 :30  a.m.  in  some  hos- 
pitals. 


The  physicians,  the  nurses,  and  the  hos- 
pital administrator  are  urged  to  meet  face 
to  face  in  order  to  solve  these  problems  for 
the  good  of  their  patients.  They  are  urged 
not  to  consider  these  disturbances  as  inevit- 
able. 


Blue  Cross  May  Retreat — 

“No  thanks  — but  please,”  is  the  title  of 
an  editorial  in  the  Texas  State  Journal  of 
Medicine  which  criticizes  the  National  Blue 
Cross  Association  for  the  stand  it  has  taken 
before  Congress. 

The  National  Blue  Cross  Association  is 
said  to  have  informed  Congress  that  al- 
though it  opposes  social  security  medicine 
for  the  aged,  it  stands  ready  to  administer 
the  federal  program  should  proposed  legis- 
lation be  enacted  into  law. 

This  organization  is  described  as  the  vol- 
untary, nationwide  association  of  83  state 
and  community  Blue  Cross  plans. 

The  National  Association  is  urged  to  de- 
vote its  energies  to  strengthening  the  volun- 
tary health  insurance  mechanisms  and  to 
better  express  unequivocal  opposition  to  so- 
cial security  medicine.  It  is  noted  that  all 
underwriters  of  voluntary  health  insurance 
have  much  to  loose  by  the  enactment  of  a 
federally  financed  and  controlled  medical 
program  for  the  aged  through  the  social  se- 
curity system.  Government  medicine  is  cer- 
tain to  stop  the  remarkable  growth  which 
voluntary  health  insurance  plans  have  en- 
joyed and  threatens  to  cause  ultimately  their 
decline,  if  not  their  demise. 

Hurricane  Prompts  More  Study — 

The  impact  of  Hurricane  Carla  on  Texas 
provided  a crash  course  for  many  physicians 
involved  in  disaster  relief.  Described  in  the 
Texas  State  Journal  of  Medicine,  the  hurri- 
cane posed  few  serious  problems  in  terms  of 
mass  medical  care.  Evacuation  saved  many 
lives.  The  disaster  did  test  the  organization- 
al structures  and  methods  of  coping  with 
masses  of  evacuees. 

In  most  areas  affected,  physicians,  nurses, 
and  hospital  personnel  were  immediately 
placed  on  24-hour  call.  Towns  that  sheltered 
refugees  utilized  all  types  of  structures  in- 
cluding even  city  jails.  In  each  refugee  cen- 
ter a first  aid  station  was  manned  by  regis- 
tered nurses. 
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In  most  areas  damaged  by  the  storm,  radio 
provided  the  only  means  of  communication. 
In  an  influx  of  the  evacuees  and  the  full 
fury  of  the  hurricane  struck  the  same  area, 
a degree  of  confusion,  consternation  and 
need  for  additional  medical  personnel  and 
supplies  became  evident. 

Even  in  areas  with  few  problems  and  ex- 
isting disaster  plans,  physicians  expressed 
concern  because  of  a lack  of  knowledge  of 
their  own  community’s  place  in  the  state- 
wide disaster  plan.  The  disaster  demon- 
strated the  number  of  hours  required  to  un- 
pack and  set  up  the  standard  200-bed  Civil 
Defense  Emergency  Hospital.  In  some  com- 
munities civilian  hospitals  received  large 
numbers  of  evacuees  without  prior  notice. 
Often  the  patients  did  not  really  need  to  be 
hospitalized  but  had  been  sent  to  a hospial 
because  it  was  considered  a safe  place. 

Among  the  lessons  learned  was  a need  for 
better  communications.  It  was  suggested 
that  a radio  system  based  on  an  assigned  ra- 
dio frequency  for  medical  use  was  needed.  A 
hospital  would  be  used  as  a base  station  with 
radio  equipment  in  the  doctor’s  car.  This 
was  considered  of  value  not  only  in  an  emer- 
gency but  to  be  used  with  benefit  in  many 
other  ways. 

It  was  emphasized  that  local  physicians 
and  responsible  authorities  must  learn  where 
their  own  communities  stood  in  the  state- 
wide disaster  plan.  The  community  must 
know  where  it  can  send  casualties  and  which 
hospitals  and  areas  are  backing  it  up.  It 
became  evident  that  the  local  physician  and 
hospital  did  not  always  know  how  and 
where  to  get  extra  supplies.  IMore  planning 
is  needed. 

Decline  of  Tuberculosis  Not  Optimal — 

The  tabulation  of  new  active  cases  of  tu- 
berculosis reported  in  1960  indicates  that  the 
rate  of  decline  is  not  increasing  and  is  not 
what  it  could  be.  There  were  more  than  55,- 
000  new  active  cases  of  tuberculosis  report- 
ed in  a single  year  resulting  in  a rate  of 
almost  31  per  100,000  people.  This  rate  is 
slightly  less  than  that  reported  for  1959 
but  indicates  that  tuberculosis  may  remain 
for  many  years  as  a major  public  health 
problem.  The  Public  Health  Service  in  re- 
leasing these  figures  commented  that  the 
decline  must  be  accelerated  or  the  prevalence 
of  the  disease  will  level  off  and  tuberculosis 


will  drag  out  as  a long  term  and  expensive 
problem.  Present  cost  is  more  than  seven 
hundred  million  dollars  each  year. 

Combinations  of  drugs  used  against  tuber- 
culosis are  said  to  have  a potential  of  90  per 
cent  effectiveness  in  treating  people  with 
newly  discovered  tuberculosis.  Isoniazide 
prophylaxis  affords  protection  to  the  fam- 
ilies of  patients  with  tuberculosis.  The  ef- 
fectiveness of  these  measures  is  said  to  make 
possible  a much  more  rapid  decline  in  the 
incidence  of  this  disease. 

Nebraska  reported  14  new  active  cases  of 
tuberculosis  in  a single  year  per  100,000  peo- 
ple, a rate  which  is  half  of  the  national  aver- 
age rate.  Only  Kansas,  Idaho  and  Utah  re- 
ported lower  rates  than  did  Nebraska. 


Deaths 

SAGE  — Earl  C.  Sage,  M.D.,  Omaha. 
Doctor  Earl  C.  Sage,  68,  died  October  4, 
1961  at  an  Omaha  hospital.  A native  of 
Omaha  born  in  1893,  Doctor  Sage  attended 
the  University  of  Nebraska  and  received  his 
medical  degree  from  the  Washington  Uni- 
versity School  of  IMedicine  in  St.  Louis,  Mis- 
souri. He  was  Chairman  of  the  Depart- 
ment of  Obstetrics  and  Gynecology'  at  the 
University  of  Nebraska  College  of  Medicine 
for  many  years  until  he  retired  from  that 
post  several  years  ago. 

LOVELL  — Arthur  Iiwing  Lovell,  M.D., 
Lincoln.  Doctor  Arthur  Irving  Lovell,  94, 
died  September  22,  1961  in  Lincoln.  Born 
in  1867,  Doctor  Lovell  graduated  from  the 
Chicago  College  of  Medicine  and  Surgery 
in  1908.  He  came  to  Lincoln  from  Wiscon- 
sin in  1917  and  practiced  medicine  in  College 
View  until  his  retirement.  He  had  been  a 
surgeon  at  Graysville  Sanitarium  near  Chat- 
tanooga, Tennessee,  and  at  a sanitarium  near 
Madison,  Wisconsin. 

BREWSTER  — Frank  A.  Brewster,  M.D., 
Holdrege.  Dr.  Frank  A.  Brewster  died  Octo- 
ber 17,  1961,  in  a Holdrege,  Nebraska  hos- 
pital at  the  age  of  89.  Born  on  a homestead 
at  Clatonia,  Nebraska,  on  August  7,  1872, 
Dr.  Brewster  received  his  degree  Doctor  of 
Medicine,  from  the  University  of  Nebraska 
College  of  Medicine  in  1900.  He  was  a long 
time  resident  and  physician  of  Holdrege. 
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The  Woman's  Auxiliary 

Dear  Auxiliary  Members : 

It  hardly  seems  possible,  but  it’s  time  to 
wish  you  all  a Merry  Christmas  and  a Happy 
New  Year. 

Mrs.  Christlieb,  President-elect,  and  I,  at- 
tended the  Fall  Conference  in  Chicago,  Oc- 
tober 1st  through  the  4th.  Mrs.  Christlieb 
will  make  a full  report  of  this  meeting  and 
it  will  appear  in  the  January  issue  of  the 
Journal.  It  was  a most  intei’esting  meeting 
and  one  we  wish  you  all  could  attend  some- 
time. 

Both  Mrs.  Christlieb  and  I have  been 
pleased  to  attend  the  meetings  of  several  of 
our  county  auxiliaries  and  it  is  encouraging 
to  see  the  diversification  of  projects  carried 
on  by  our  different  auxiliaries.  We  hope 
to  have  the  opportunity  to  visit  more  of  our 
county  auxiliaries,  for  in  this  way  we  learn 
of  the  problems,  as  well  as  the  projects,  we 
should  be  working  on  at  the  state  level. 
Only  in  this  way  will  I be  in  a position  to 
know  when  and  how  to  assist  you.  Please 
call  on  me  if  I can  help  you  or  your  auxiliary 
in  any  way. 

Ruth  M.  Tanner,  President, 
Nebraska  State  Medical 
Auxiliary. 

Lancaster  County  Medical  Auxiliary — 

Dear  Auxiliary  Member : 

We  want  to  tell  you  more  about  our  proj- 
ect of  sending  medical  books  to  medical  mis- 
sionaries. The  following  is  the  original  sug- 
gested list  of  books  that  have  been  request- 
ed : 

Text  of  Medicine,  Cecil 
Current  Therapjq  Conn,  1961 
Christopher’s  Surgery,  Davis 
Obstetrics,  Greenhill 
Urology,  Campbell 

Pharmacological  Basis  of  Therapeutics, 
Goodman  and  Gilman 
Diseases  of  the  ENT,  Ballenger  and  Led- 
erer 

Ob  and  Gyn,  Wilson,  Beechman,  Forman 
and  Carrington 

Operative  Orthopedics,  Campbell 
Tropical  Diseases,  Manson 
Pediatrics,  Mitchell-Nelson 


Diseases  of  Metabolism,  Duncan 
Principles  and  Practice  of  Anesthesiology, 
Collins 

Hematology,  Wintrobe 
Pharmacology,  Beckman 
Surgery  of  Infancy  and  Childhood,  Gross 
Operations  of  General  Surgery,  Higgins 
and  Orr 

Roentgen  Signs  in  Clinical  Diagnosis,  Mes- 
chan 

Manual  of  Dermatology,  published  by 
Saunders  for  the  Army 
Ophthalmology,  Gifford 
Pharmacology,  Sollman 
Surgical  Errors  and  Safeguards,  Thoreck 
Office  Gynecology,  Greenhill 
X ray  (6  volumes).  Yearbook  Publishers 

These  are  some  of  the  countries  that  have 
made  requests; 


Cameroon 

Nigeria 

Congo 

East  Pakistan 

Ethiopia 

West  Pakistan 

Formosa 

Paraguay 

India 

Sudan 

Kenya 

Tanganyika 

Korea 

Thailand 

Lebanon 

Trucial  States 

Madagascar 

Nicaragua 

Zululand 

Further  correspondence  from  the  Execu- 
tive Director  of  this  program  recommends 
we  also  include  the  recent  Journals  of  the 
A.M.A.  in  bound  form,  and  any  other  usable 
text  books  published  since  1950. 

It  is  our  hope  that  each  Auxiliary  member 
will  be  willing  to  participate  in  this  project, 
and  will  personally  assume  the  responsibil- 
ity of  mailing  the  book  or  books  that  her 
husband  has  chosen  to  give.  The  cost  of 
separate  mailing  would  be  minimal,  while 
the  total  postage  for  the  Auxiliary  would  be 
prohibitive. 

Please  send  to  the  following  address  be- 
fore December  1st: 

Christian  Medical  Society 
7212  Circle  Avenue 
Forest  Park,  Illinois 

The  books  should  be  sent  parcel  post  — 
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book  rate  — 9c  for  the  first  pound  and  5c  Blue  Shield,  secretary,  at  its  organization 
for  each  additional  pound.  meeting. 


“SURPRISE  A MEDICAL  MISSIONARY 
WITH  YOUR  XMAS  GIFT  BOOK” 

Committee ; 

Dorothy  Stemper, 

Lillian  Fuenning, 

Lois  Matthews,  Chairman. 


Dawson  County — 

The  Dawson  County  Medical  Auxiliary 
held  its  October  meeting  at  the  home  of  Dr. 
and  Mrs.  Rodney  Sitorius,  Cozad,  following 
dinner  with  Medical  Society  members. 

Misses  Nancy  Sitorius  and  Ellen  Mc- 
Laughlin, delegates  to  the  Nebraska  Gover- 
nor’s Youth  Conference  in  Lincoln,  reported 
on  the  meeting  which  was  attended  by  over 
400  Nebraska  young  people.  Both  Miss  Si- 
torius and  Miss  McLaughlin  are  Cozad  High 
School  students. 

Fifteen  Auxiliary  members  were  present : 
Mesdames  B.  W.  Pyle,  S.  H.  Perry,  and  D.  0. 
Inslee,  Gothenburg;  Chas.  Sheets,  Rodney 
Sitorius,  0.  P.  Rosenaugh,  Chas.  Hranac, 
and  J.  V.  Scholz,  Cozad;  A.  W.  Anderson, 
John  Finegan,  Laurence  Kelly,  D.  A.  McGee, 
V.  D.  Norall,  P.  B.  Olsson,  and  Ray  Wy- 
coff,  Lexington. 


Know  Your 
Blue  Shield  Plan 


(Medical  news  is  becoming  more  import- 
ant to  the  public  with  rising  costs  to  Pa- 
tients. Here  is  a wrap-up  of  what  is  be- 
ing done  in  Nebraska  on  the  problem). 

A joint  committee  of  4 statewide  medical 
organizations  has  been  established  to  study 
utilization  of  hospital  services,  and  gather 
statistics  related  to  the  increasing  cost  of 
medical  care  in  Nebraska  and  the  promotion 
of  proper  utilization  of  medical  facilities. 

Participating  in  the  joint  committee’s 
study  are  the  Nebraska  State  Medical  As- 
sociation, the  Nebraska  Hospital  Association, 
Blue  Cross  and  Blue  Shield. 

Dr.  J.  Jay  Keegan  of  Omaha  was  named 
chairman  of  the  committee  and  Dewey  M. 
Bredemeyer  of  the  Nebraska  Blue  Cross- 


In  addition  to  the  activities  conducted  by 
the  Nebraska  State  Medical  Association  di- 
rectly with  physicians  in  the  state,  the  study 
will  begin  with  volunteering  hospitals  in 
Omaha,  Lincoln  and  the  state  as  pilot  proj- 
ects for  the  gathering  of  statistical  infor- 
mation on  the  present  range  and  norms  for 
different  types  of  hospital  stays  and  clinical 
treatment.  Later,  all  hospitals  interested 
will  be  invited  to  participate  in  the  statis- 
tical exchange.  Electronic  processing  of  sta- 
tistics on  equipment  of  Blue  Cross  - Blue 
Shield  has  been  volunteered. 

Dr.  Keegan  emphasized  that  the  commit- 
tee was  the  outgrowth  of  3 years  of  study 
in  this  area  by  the  Nebraska  Medical  Asso- 
ciation and  followed  some  national  patterns 
pioneered  in  similar  joint  fashion  in  other 
states. 

He  said  the  joint  committee  will  be  with- 
out authority  and  purely  advisory  to  work 
in  the  common  interests  of  physicians,  hos- 
pitals, patients,  and  policy  holders  of  prepaid 
medical  and  hospital  insurance. 

Hospitals  participating  in  the  pilot 
studies  will  ask  for  the  cooperative  assist- 
ance of  a medical  staff  utilization-commit- 
tee reviewing  statistics  from  hospital  med- 
ical record  libraries  on  utilization,  under- 
utilization and  over-utilization  of  facilities 
by  stay,  drugs,  X rays  and  services.  Many 
hospital  medical  staffs  now  have  similar  re- 
view committees  on  tissues. 

Prepaid  health  care  is  neither  subsidized 
nor  endowed  but  operated  strictly  on  funds 
billed  patients  under  policy  benefits  super- 
vised by  the  Nebraska  State  Insurance  De- 
partment, Dr.  Keegan  explained.  Corpora- 
tion employers,  labor  unions,  and  patients- 
users,  stated  Dr.  Keegan,  have  a real  finan- 
cial interest  in  the  problem. 

“Modern  medicine  offers  more  procedures. 
There  is  a greater  demand  for  hospitaliza- 
tion. The  physicians,  hospitals,  and  insur- 
ers are  caught  in  a dilemma  between  in- 
creased cost  of  medical  care  and  the  in- 
ability or  unwillingness  of  the  public  to  pay 
for  it,”  Dr.  Keegan  said. 

“Nebraska  has  thus  far  been  fortunate 
in  its  high  level  of  medical  practice,  but  it 
is  time  to  take  warning  from  experience  else- 
where and  be  prepared  to  answer  criticisms 
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with  good  records  of  hospital  practices,”  he 
said. 

“The  study  is  not  for  the  purpose  of  ex- 
posing any  significant  over-utilization  but  to 
accumulate  valid  information  upon  which  an 
average  or  normal  can  be  established  for 
hospital  stay,  beyond  which  special  consider- 
ation can  be  given  according  to  the  care- 
problem,”  Dr.  Keegan  further  stated. 

“Broader  study  is  more  likely  to  show 
more  under-use  than  over-use  of  hospitals 
and  establish  the  need  for  more  hospital 
beds  and  equipment,”  he  predicted. 

Members  of  the  joint  committee  represent- 
ing the  4 organizations  are  listed  in  the 
October,  1961,  Journal. 


ALPHABET-SOUP 

(Continued  from  page  583) 
enough  to  toss  the  magazine  aside  and  read 
something  written  in  English  or  in  the  lan- 
guage of  their  choice. 

One  may  ask  whether  there  is  ever  a place 
for  such  abbreviated  attempts  to  avoid 
writer’s  cramp  or  save  on  printing  costs. 
Occasional  use  of  letter-combinations  in 
place  of  words,  while  not  the  best  usage  in 
formal  writing,  is  permissable.  Certain  let- 
ter-groups have  become  well  known  to  physi- 
cians and  may  be  used,  a pair  of  these  being 
EKG  and  EEG.  Even  here  the  letter-groups 
should  be  identified  with  the  words  at  the 
time  of  their  first  use  in  a given  essay  • — 
thus  electrocardiogram  (EKG)  and  electro- 
encephalogram (EEG).  Thereafter  in  the 
course  of  the  article,  the  abbreviation  may 
be  used.  If  the  reader  be  not  familiar  with 
these  abbreviations,  he  may  go  back,  when 
necessary,  and  again  identify  them. 

Even  with  this  attempt  to  make  the  use 
of  this  method  of  capital-letter-designations 
easy  for  eveiyone  in  addition  to  the  writer, 
this  method  of  written  communication  is  to 
be  condemned.  One  not  only  meets  this  pro- 
moter of  slow  reading,  reading  without  full 
understanding  of  what  is  being  said,  in  pro- 
fessional literature,  but  he  meets  it  in  his 
morning  newspaper.  Occasionally  headlines 
or  even  the  body  of  some  news  item  cannot 
be  properly  understood  unless  one  is  familiar 
with  the  alphabet-soup  used  by  this  specific 
writer.  • 


It  is  difficult  to  comprehend  the  desire  or 
impulse  which  prompts  such  misuse  of  lan- 
guage. One  who  goes  to  the  work  and  trou- 
ble of  writing  something  for  the  instruction 
or  amusement  of  a hoped-for  reader  should 
wish  to  have  his  product  readable,  even  if 
readability  demands  longer  words  and  more 
effort  on  the  part  of  the  writer. 

There  may  come  a time  when  we  shall 
communicate  with  each  other  in  an  entirely 
different  manner  than  we  do  at  present.  Un- 
til then  the  favored  method  should  be  the 
proper  use  of  a language  such  as  English. 
We  recommend  this  method. 


PRESENTING  MEDICINE’S  IMAGE 
TO  THE  PEOPLE 

The  Nebraska  State  Medical  Association 
has  instituted  a series  of  one-page,  back-cov- 
er ads  in  The  Nebraska  Newspaper.  These 
little  chapters  are  aimed  at  telling  the  truth 
about  quality,  cost,  availability,  and  other 
pertinent  information  about  medical  care; 
about  doctors  and  the  medical  profession  as 
a whole ; and  about  the  various  aspects  of  the 
obvious  design  to  socialize  our  profession. 
The  material  presented  is  prepared  by,  and 
released  from,  the  headquarters  office  of  the 
Nebraska  State  Medical  Association.  The 
quotation  below,  taken  from  a letter  to  the 
Association  from  E.  A.  Jaksha  of  Fremont, 
Nebraska,  suggests  that  this  effort  to  reach 
the  public  is  noted  by  readers  of  this  news- 
paper and  may  amount  to  a potent  factor  in 
resisting  state  medicine: 

“You  are  to  be  congratulated  for  your 
back  cover  ad  in  the  October  issue  of  ‘The 
Nebraska  Newspaper.’  In  addition,  it  seems 
to  me  that  you  are  carrying  out  an  obliga- 
tion to  inform  the  public,  and  ask  that  our 
newspapers  devote  time  and  space  to  this 
and  related  ‘welfare  state’  projects.  I believe 
it  is  your  obligation  to  deal  with  matters  re- 
lated to  socialized  medicine,  since  you  are 
specialist (s)  in  this  field,  as  I believe  it  is 
the  obligation  of  journalists  to  provide  space 
and  adequate  attention  to  this  subject  area; 
further  it  is  the  obligation  of  other  concerned 
people  in  the  various  professions,  the  clergy, 
educators,  and  business  men  to  devote  some 
of  their  time  and  money  as  you  are  doing  — 
else  we  shall  not  have  an  opportunity  to  ex- 
ercize in  our  chosen  fields  for  long.” 
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Books 


Ernst  Simonson,  M.D.,  Professor  of  Physiological 
Hygiene  at  the  University  of  Minnesota  College  of 
Medicine,  has  made  available  this  past  month  a 
compilation  of  his  work  covering  a period  of  10 
years  during  which  time  he  has  accumulated  a tre- 
mendous amount  of  data  concerning  the  differen- 
tiation between  the  normal  and  the  abnoiTnal  in 
electrocardiography.  This  work  is  unique,  presum- 
ably because  no  one  pi’eviously  has  had  the  forti- 
tude, perseverance,  and  skill  to  get  the  answer  to 
a difficult  question  — to  wdt,  what  is  a nonnal 
electrocardiogram  ? 

It  is  pointed  out  that  extremes  of  the  range,  as 
usually  given  in  terms  of  the  maximum  and  mini- 
mum found  in  a sample,  result  in  excessive  overlap 
with  the  abnonnal.  Although  the  mean  plus  or 
minus  two  standard  deviations  gives  a better  evalua- 
tion, it  tends,  in  skewed  distributions,  to  cut  off  too 
little  at  the  long  end  too  much  at  the  short  end 
of  such  a disribution.  The  frequency  distribution 
of  many  electrocardiographic  variates  such  as  the 
Q wave,  the  S wave,  the  axis  of  QRS,  and  the  axis 
of  T are  decidedly  skewed.  Accordingly,  the  95  or 
98%  ranges  deteimined  from  calculated  percentiles 
is  the  statistical  method  used  by  the  author.  His 
findings  must  be  read  to  appreciate  fully  the  pro- 
digiousness of  the  task  of  defining  such  a seemingly 
simple  statistic  as  the  normal  electrocardiogram. 

As  though  this  were  not  enough.  Dr.  Simonson 
has  gone  on  to  define  the  normal  response  to  a va- 
riety of  stress  tests.  Further,  he  has  given  the 
limits  of  many  parameters  measured  in  the  vector- 
cardiogram as  recorded  by  the  SVEC  3 reference 
frame  of  Schmitt.  The  author  and  his  colleagues 
have  gone  far  to  put  the  application  of  electrocar- 
diogi-aphy  to  clinical  diagnosis  on  a firm  statistical 
foundation.  It  is  not  likely  that  this  book  will  be 
outdated  until  enough  data  from  the  new  technique 
of  radio-elecrocardicgraphy  (which  permits  the  re- 
cording of  the  patient’s  response  to  stress  during 
the  test)  is  available  to  warrant  a new  edition. 

This  book  should  receive  a wann  welcome  from 
all  serious  students  of  electrocardiography. 

“DIFFERENTIATION  BETWEEN  NORMAL 
AND  ABNORMAL  IN  ELECTROCARDIOG- 
RAPHY” by  Ernst  Simonson,  M.D.  Fhiblished 
in  October,  1961  by  The  C.  V.  Mosby  Company 
of  St.  Louis.  328  pages  (illustrated).  $13  50. 

Twenty-six  thousand  ideas  fonned  the  research 
data  for  the  book  “Nursing  Home  Administration,” 
published  in  September  of  this  year  by  the  Attend- 
ing Staff  Association,  Downey,  California,  as  one 
end-product  of  a grant  from  the  Bureau  of  Hos- 
pitals, California  State  Department  of  Public 
Health,  for  improving  standards  of  care  in  nursing 
homes  and  related  facilities. 

This  book  is  essentially  a training  guide  for  use 
in  courses,  institutes,  and  individual  study.  Chapter 
headings  include  the  following: 

a.  How  to  care  for  your  patients  or  guests 

b.  How  to  work  with  the  families  or  relatives 

c.  How  to  manage  your  public  relations 


d.  How  to  work  with  the  specialized  outsiders 

e.  How  to  manage  your  plant  and  housekeeping 

f.  How  to  manage  your  records  and  recording 

g.  How  to  manage  your  money  and  finances 

h.  How  to  manage  your  supplies  and  purchasing 

i.  How  to  manage  your  meals  and  nutrition 

j.  How  to  manage  your  personnel  relations 

k.  How  to  manage  your  executive  leadership 

In  addition  to  meeting  the  needs  of  the  student 
and  teacher,  this  book  will  serve  as  a systematic  ar- 
ray of  practical  know-how  for  meeting  the  needs 
of  owners,  managers,  and  operators  of  nursing 
homes,  boarding  homes,  mental  hygiene  homes,  and 
homes  for  the  aged. 

“NURSING  HOME  ADMINISTRATION”  by 
Gerletti,  Crawford,  and  Perkins.  Published  in 
September,  1961  by  the  Attending  Staff  Asso- 
ciation, Downey,  California.  472  pages.  $6.50. 

The  5th  edition  of  the  book  “Health  Education,” 
a Guide  for  Teachers  and  a Text  for  Teacher  Edu- 
cation, is  now  available.  This  book  has  been  a 
project  of  the  Joint  Committee  of  Health  Problems 
in  Education  of  the  National  Education  Association 
and  the  American  Medical  Association.  It  is  a com- 
panion volume  of  “School  Health  Services  and 
Healthful  School  Living,”  published  in  1957.  This 
book  should  be  a valuable  source  book  for  teachers 
of  health  educations  in  all  phases  of  the  school 
systems,  and  it  should  also  be  valuable  as  a text  for 
teacher  education.  It  should  prove  to  be  a useful 
reference  book  for  physicians,  nurses,  and  members 
of  other  professions  related  to  the  school  health 
field. 

Chanter  head'ngs  include  the  following: 

a.  Health  education  — progress  and  problems 

b.  Health  education  — developing  the  curriculum 

c.  Health  education  in  the  primai-y  grades,  the 
inteimediate  grades,  high  school,  and  colleges 

d.  Adult  health  education 

“HEALTH  EDUCATION,”  edited  by  Moss, 
Southworth,  and  Reichart.  Published  in  Octo- 
ber, 1961  by  the  National  Education  Association 
of  the  United  States,  Washington  6,  D.C.  429 
pages.  $5.00. 

“Voluntary  Health  and  Welfare  Agencies  in  the 
United  States”  is  the  report  of  an  exploratory  study 
by  a citizens’  committee  directed  by  Robert  H. 
Hamlin,  M.D.  This  committee  has  reviewed  some 
of  the  work  of  the  multitude  of  voluntary  health 
and  welfare  agencies  to  which  the  American  public 
annually  contributes  $1.5  billion,  and  has  made  a 
number  of  carefully  considered  recommendations 
which,  if  adopted,  might  go  far  toward  improving 
the  practices  of  these  agencies  and  hence  toward 
reinforcing  public  confidence  in  them. 

“VOLUNTARY  HEALTH  AND  WELFARE 
AGENCIES  IN  THE  UNUITED  STATES,” 
published  in  October,  1961  by  The  Schoolmast- 
ers’ Press,  82  Morningside  Drive,  New  York  27, 
New  York.  88  pages.  $1.00. 
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Ainsworth 

Andrews,  C.  F.  (Life)  2 30 

2626  So.  24th,  Lincoln 

Andrews,  H.  S.  (Life)  10  1 

Minden 

Angle,  Carol  R.  1 37 

418  So.  82nd,  Omaha 

Angle.  E.  E.  2 30 

3705  South  St..  Lincoln 

Angle,  William  D. 1 37 

418  So.  82nd,  Omaha 

Antony.  Arthur  C.  1 37 

5715  Military  Ave.,  Omaha 

Armbrust.  Walter  1 37 

5401  Leavenworth,  Omaha 

Arnholt,  M.  F.  2 30 

3421  “O”  St.,  Lincoln 

Arnold  C.  H.  (Life)  2 30 

2480  Lake  St.,  Lincoln 

Arnold,  M.  O. 9 22 

Soldiers  & Sailors  Home 
Grand  Island 

Arrasmith,  W.  J.  9 22 

2020  W.  Charles, 

Grand  Island 

Ashby,  A.  A. 7 17 

Geneva 

Ashby,  Chas.  F.  7 17 

Geneva 

Austria,  G.  O.  1 37 

2321  “M”  St.,  Omaha 

Ayres,  Maurice  J.  9 15 

Gothenburg 

Baca,  D.  E.  1 37 

Papillion 


Dist.  Co. 


Name  Code  Code 

Bach,  Stanley  1 37 

625  Doctors  Bldg.,  Omaha 

Baer.  B.  H.  6 46 

Ashland 

Baker.  Ellis  E.  12  47 

1624  Ave.  “A,”  Scottsbluff 

Baker,  John  C.  11  31 

Sutherland 

Baker.  Paul  Q.  12  47 

1024  Ave.  “A,”  Scottsbluff 

BaJlew,  John  W.  2 30 

1025  Shan)  Bldg.,  Lincoln 

Bancroft,  B.  R.  9 5 

Kearney  Med.  Arts, 

Kearney 

Bancroft,  Paul  2 30 

1431  So.  33rd  Lincoln 

Bantin,  Clarence  1 37 

6858  Minne  Lusa  Bivd., 

Omaha 

Bantin,  Elmer  W. 1 37 

6862  Minne  Lusa  Blvd., 

Omaha 

Barkey,  V.  S.  2 30 

6320  Havelock,  Lincoln 

Barmore,  John  L.  1 37 

728  Doctors  Bldg.,  Omaha 

Barnwell,  Robt.  B.  12  47 

900  11th  St.,  Gering 

Barr,  Carl  C.  4 32 

Tilden 

Barr,  Robert  E.  4 32 

Tilden 

Barry.  M.  W.  1 37 

1416  Med.  Arts,  Omaha 

Barta,  Frank  R.  1 37 

324  City  Natl.  Bank, 

Omaha 

Bartek,  Julius  G.  1 37 

619  Barker  Bldg.,  Omaha 

Bartels,  W.  W.  9 22 

V.A.  Hospital,  Lincoln 

Barthell.  John  H.  2 30 

1012  Sharp  Bldg.,  Lincoln 

Bartlett,  W.  C.  (Life)  10  24 

Alma 

Bass  Robert  L.  5 * 

Genoa 

Batty,  Jo‘hn  L.  10  49 

310  W.  7th,  McCook 

Bauer,  Lawrence  W.  9 5 

211  W.  33rd.  Kearney 

Baum,  Cletus  J.  1 37 

403  Center  Bldg.,  Omaha 

Beber,  Meyer  1 37 

301  Doctors  Bldg.,  Omaha 

Becker,  Wesley  C.  2 30 

1501  So.  52nd,  Lincoln 

Bell.  C.  D.  2 30 

918  Sharp  Bldg.,  Lincoln 

Bell.  James  D.  6 52 

York 

Bell,  J.  S.  6 52 

York 

Bence,  Jackson  J.  9 19 

Auburn 

Bendorf.  D.  H.  1 37 

5434  No.  42nd,  Omaha 

Bengtson,  John  W.  2 30 

3145  “O”  St.,  Lincoln 

Benner,  Robert 12  10 

Cheyenne,  Wyoming 

Bennett  Wilbur  Keith 10  1 

Red  Cloud 

Beiithack,  Robt.  B.  4 9 

Wayne 

Denthack,  Walter  4 9 

Wayne 

B<?ntle>%  Neil  B.  10  49 

Oxford 

Berrick.  Wm.  H.  4 32 

Madison 

Best,  R.  Russell  1 37 

609  Doctors  Bldg.,  Omaha 

Best.  Robert  10  40 

Holdrege 

Bierbower,  R.  L.  6 43 

Shelby 

Billerbeck,  Henry  J. 4 9 

Randolph 

Bisgard,  J.  Dewey 1 37 

422  Doctors  Bldg.,  Omaha 

Bishop.  Ben  12  35 

Crawford 

Bitner,  Chris  12  10 

Sidney 

Bitner,  Mary  S.  5 42 

State  Capitol,  Lincoln 

Bivens,  Wm.  S. 10  40 

Holdrege 

Black,  Albert  S..  Jr. 1 37 

1414  Med.  Arts,  Omaha 
Black,  Paul  2 30 


929  Stuart  Bldg.,  Lincoln 


Dist.  Co. 


Name  Code  Code 

Blackstone  Herbert  12  47 

Bridgeport 

Blair,  Ralph  L.  9 14 

Broken  Bow 

Blattspieler,  S.  F. 11  31 

Mullen 

Bleicher,  Jerome  E.  1 37 

2602  “J”  St.,  Omaha 

Block.  D.  M.  5 16 

Arlington 

Bloch,  Dean  M.  5 16 

Arlington 

Blum.  Henry  2 30 

Rm.  2,  Nebi*.  Theatre, 

Lincoln 

Boelter,  Wm.  C.  1 37 

534  Doctors  Bldg.,  Omaha 

Bogle.  John  H.  9 19 

Loup  City 

Boler,  Thos.  D.  (Life)  1 37 

651  No.  59th,  Lincoln 

Bonebrake  A.  H.  2 38 

Nebra.ska  City 

Borniwell,  Chas.  M.  1 37 

8613  No.  30th,  Omaha 

Borghoff,  Joseph  J.  1 37 

7906  Dodge,  Omaha 

Bosley,  Warren  G.  9 22 

418  W.  Division, 

Grand  Island 

Bowman,  Carrie  L. 9 14 

Broken  Bow 

Boykin,  J,  Melvin  2 30 

V.A.  Hospital.  Lincoln 

Boyne,  Harry  1 37 

1302  Med.  Arts,  Omaha 

Bradley,  Warren  Q.  2 30 

924  Sharp  Bldg.,  Lincoln 

Brannen.  (Charles  F.  1 37 

1901  Misouri  Ave.,  Omaha 

Brauer,  Russel  C.  2 30 

4150  South  St.,  Lincoln 

Brauer,  S.  H.  4 32 

1112  Verges,  Norfolk 

Bray,  Avis  Page 10  49 

Concordia.  Kansas 

Bray,  R.  E.  4 9 

Ponca 

Brazer,  John  G.  1 37 

5114  Lafayette,  Omaha 

Brendel,  Richard  F.  2 8 

Plattsmouth 

Brennan.  L.  V. 3 44 

Falls  City 

Bressman,  Charles  M. 1 37 

8613  No.  30th,  Omaha 

Brewster,  Donald  E.  10  40 

Holdrege 

Brewster,  F.  Wayne  10  40 

Holdrege 

Bridges,  James  5 16 

1725  E.  Military,  Fremont 

Brill.  I.  William  2 30 

Student  Health  Center, 

U.  of  N.,  Lincoln 

Brillhart.  E.  G.  5 42 

Box  568,  Columbus 

Brinkman,  H.  H. 1 37 

5519  Military  Ave.,  Omaha 

Brodkey.  M.  H.  1 37 

320  Med  Arts.  Omaha 

Brody.  Alfred  W.  1 37 

Creighton  Univ.  School 
Medicine,  Omaha 

Brolsma,  M.  P.  2 30 

435  So.  16th,  Lincoln 

Brooks,  E.  B.  2 30 

939  Stuart  Bldg.  Lincoln 

Brott,  Clarence  R.  3 20 

109V{j  So.  6th,  Beatrice 

Brown,  John  A.  2 30 

412  Lincoln  Liberty  Life, 

Lincoln 

Brown,  R.  3 20 

109  So.  6th,  Beatrice 

Brown.  W.  O.  12  47 

1801  Broadway,  Scnttsbluff 

Browne,  Kenneth  M. 1 37 

924  Med.  Arts.  Omaha 

Bi-ugh.  E.  A.  9 22 

323  W.  Koenig, 

Grand  Island 

Brush,  John  H.  1 37 

1329  Medical  Arts,  Omaha 

Bucholz,  Donald  1 37 

3610  Dodge,  Omaha 

Bulawa,  Francis  A.  4 32 

13th  & Nebraska,  Norfolk 

Bunting,  L.  G.  7 50 

Hebron 

Burbridge,  Glen  E. 2 38 

Nebraska  City 
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Dist.  Co. 

Name  Code  Code 

Bui-ney,  Dwight  1 37 

609  Doctors  Bldg.  Omaha 

Burnham,  Arnold  G. 12  4 

524  Box  Butte  Ave., 

Alliance 

Bui*ns,  B.  C.,  Sr.  1 37 

421  Farm  Credit  Bldg., 

Omaha 

Burns,  Bernard  C..  Jr. 1 37 

407  So.  86th,  Omaha 

Bums,  Robert  I.  5 42 

135  E.  Parkway,  Columbus 

Butler,  Robert  E. 9 5 

Minden 

Byers,  Robt.,  Jr.  5 16 

2195  N.  Broad,  Fremont 

Cain.  Jerome  A.  2 30 

1550  So.  17th,  Lincoln 

Calkins,  Robert  C.  12  10 

Kimball 

Callaghan.  A.  J.  11  31 

719  So.  Dewey  St.. 

North  Platte 

Calvert,  John  H,  4 41 

Pierce 

Calvert,  Tom  4 41 

Plainview 

Cameron  O.  J.  1 37 

1520  Med.  Arts.  Omaha 

Campbell.  Chas.  (Life)  5 42 

C-2  Gerrard  Ct..  Columbus 

Campbell.  John  F.  9 22 

702  W.  Koenig,  Gr.  Island 

Campbell,  Louis  S.  1 37 

609  Doctors  Bldg.,  Omaha 

Campbell,  Stuart  D.  12  47 

Box  608,  Scottsbluff 

Campbell.  W.  Allen  2 30 

1321  Sharp  Bldg.,  Lincoln 

Carey,  B.  P.  4 32 

Box  902,  Norfolk 

Carignan,  Chas.,  Jr.  9 5 

Ravenna 

Carlson.  C.  R.  10  49 

Wauneta 

Carlson,  Emery  W. 4 32 

Newman  Grove 

Camazzo,  S.  J.  1 37 

723  Barker  Bldg.,  Omaha 

Cai*p,  Oscar 1 37 

515  Med.  Arts,  Omaha 

Carr  J.  W.  6 48 

Seward 

Carroll,  B.  P.  4 9 

Laurel 

Carson,  Jim  S.  6 43 

Osceola 

Carstens,  George  J.  8 25 

O’Neill 

Carter.  James  G. 1 37 

728  Doctors  Bldg.,  Omaha 

Carveth.  W.  W.  2 30 

626  Sharp  Bldg.,  Lincoln 

Cassel,  R.  L.  7 27 

Fairbui'y 

Cassidy,  W.  A. 1 37 

1020  Med.  Arts,  Omaha 
Catania,  Nancy  1 37 

820  Med.  Arts,  Omaha 

Chadek,  L.  J.  4 13 

West  Point 

Chaloupka.  M.  L.  9 14 

Callaway 

Chapp,  John  D.  3 20 

821  No.  13th,  Beatrice 

Charlton,  G.  E.  (Life)  4 32 

110  No.  4th,  Norfolk 

Charlton.  George  P.  10  1 

418  N.  Hastings,  Hastings 

Chase,  Robert  C.  11  21 

Ogallala 

Cherry  L.  D.  2 30 

921  Stuart  Bldg.,  Lincoln 

Chick,  Nicholas  11  31 

121  No.  Dewey, 

North  Platte 

Christensen,  J.  B.  1 37 

1329  Med.  Arts,  Omaha 

Christensen,  Robert  6 46 

Yutan 

Christlieb,  J.  M.  1 37 

7021  Bellevue  Blvd.,  Omaha 

Clark,  George  L.  5 16 

Lincoln  State  Hospital, 

Lincoln 

Clark.  W.  M.  1 37 

1113  Redick  Tower,  Omaha 

Claussen,  Bruce  F.  11  31 

321  E.  “B”  St., 

North  Platte 

Cleaver,  Edgar  M.  1 37 

1218  No.  88th.  Omaha 

Clemens.  Richard  P.  1 37 

4052  Grand  Ave.,  Omaha 


Dist.  Co. 

Name  Code  Code 

Cline,  Edgar  3 34 

Auburn 

Clothier  John  G.  2 30 

V.A.  Hospital,  Lincoln 

Clyne,  John  C.  2 30 

3145  "O’*  St.,  Lincoln 

Cochran,  Robert  M.  1 37 

452  Aquila  Ct.,  Omaha 

Coe.  C.  M.  4 9 

Wakefield 

Coe.  John  D. 1 37 

409  Doctors  Bldg.,  Omaha 

Cole,  Frank  2 30 

2430  Lake,  Lincoln 

Coleman,  F.  D. 2 30 

925  Stuart  Bldg.,  Lincoln 

Colglazier,  Ernest  11  21 

Grant 

Comine.  J.  J.  1 37 

412  Med  Arts,  Omaha 

Connolly,  E.  A.  1 37 

502  Med  Arts,  Omaha 

Connor,  P.  James  1 37 

628  Med.  Arts,  Omaha 

Connors,  E.  K.  1 37 

317  Doctors  Bldg.  Omaha 

Conoan,  Eduardo  A. 1 37 

407  Dennis  Dr.,  Bellevue 

Conwell.  George  D. 4 32 

0433  Norfolk  Ave.,  Norfolk 

Cook,  Hull  A. 12  10 

Sidney 

Cook,  Lyman  J.  (Life) 1 37 

1612  Med.  Arts,  Omaha 

Core,  Edwin  R.  12  10 

Kimball 

Cornelius,  C.  J.  12  10 

Sidney 

Cotton,  Walter  T.  1 37 

834  Doctors  Bldg.,  Omaha 

Courshon,  A.  J.  12  35 

Chadron 

Courtney,  J.  E.  1 37 

730  City  Natl.  Bank, 

Omaha 

Covey,  George  W.  2 30 

2900  Jackson  Dr.,  Lincoln 

Cowan.  L.  H.  11  21 

Lovell.  Wyoming 

Cowan,  S.  D.  3 44 

Falls  City 

Cram,  Roy  S.  9 19 

Burwell 

Crofoot  Michael  1 37 

542  Doctors  Bldg.,  Omaha 

Crotty.  Richard  Q.  1 37 

615  Med.  Arts,  Omaha 

Crum,  H.  V.  8 35 

Rushville 

Cullen,  Robert  E.  2 30 

3145  “O”  St.,  Lincoln 

Curry,  John  R.  2 30 

1033  Stuart  Bldg.,  Lincoln 

Curtis,  E.  E.  (Life)  4 2 

Neligh 

Curtiss,  Charles  P.  9 5 

7 W.  31st,  Keame>’ 

Dalton.  Kenneth  R. 5 • 

Genoa 

David.  Joseph,  Jr.  8 25 

Lynch 

Davies.  Dale  H.  5 16 

450  E.  23rd,  Fremont 
Davies,  L.  T.  2 30 

816  Sharp  Bldg.,  Lincoln 

Davis,  Allan  1 37 

401  Doctors  Bldg.,  Omaha 

Davis,  Edwin  G.  (Life) 1 37 

800  Doctors  Bldg.  Omaha 

Davis,  Herbert  H.  1 37 

734  Doctors  Bldg.,  Omaha 

Davis,  Homer  (Life)  5 • 

Genoa 

Davis,  J.  Calvin  1 37 

425  Aquila  Ct.,  Omaha 

Davis,  John  Byron 1 37 

734  Doctors  Bldg.,  Omaha 

Davis,  Neal  1 37 

416  So.  93rd,  Omaha 

Deakin.  Thos.  W.  8 25 

Valentine 

Dean.  Earl  J.  10  1 

708  Eastside  Blvd.,  Hastings 
Dean  G.  W.  2 30 

817  So.  27th,  Lincoln 

Deans-Barrett,  E.  A.  12  47 

Albuquerque,  N.  Mex. 

DeBacker,  L.  J.  - 10  1 

201  Gaston  Bldg.,  Hastings 

Decker,  R.  F.  7 50 

Byron 

DeFIon,  Eric  G. 8 35 

Chadron 


Dist.  Co. 

Name  Code  Code 

DeLanney,  L.  A.  ((Life) 1 37 

Walnut  Creek,  Calif. 

DeLong,  Henry  L.  1 37 

140  So.  40th,  Omaha 

DeMay,  G.  H.  9 22 

721  W.  7th,  Grand  Island 

DeMay.  Richard  F.  9 22 

721  W.  7th,  Grand  Island 

Dendinger.  Wm.  1 37 

402  Aquila  Ct..  Omaha 

Denker,  John  C.  1 37 

Valley 

Deppen,  E.  N. 2 30 

1500  “P”  St..  Lincoln 

Devers,  W.  I.  4 41 

Pierce 

DeVol,  Russell  A.  11  31 

Box  738  North  Platte 

Dewey,  F.  G.  (Life)  4 9 

Coleridge 

Dewey.  John  L.  1 37 

104  So.  39th.  Omaha 

Deyke,  Vem  F.  5 42 

Box  568,  Columbus 

Dickerson.  William 1 37 

5020  Dodge,  Omaha 

Dickinson,  L.  E.,  Jr. 10  49 

114  E.  “C”  St.,  McCook 

Dietz,  Robert  J.  2 8 

Plattsmouth 

Doering.  William 10  18 

Franklin 

Donahue,  Francis  D,  1 37 

1204  Med.  Arts,  Omaha 

Donaldson,  J.  H,,  Jr. 10  49 

602-604  Norris  Ave., 

McCook 

Donelan,  James  P.  1 37 

Guarantee  Mutual  Life 
Ins.,  Omaha 

Doolittle  H.  H.  1 37 

828  Med  Arts,  Omaha 

Dorwart,  Clinton  B. 12  10 

Sidney 

Douglas,  R.  R.  5 33 

Clarks 

Dow,  Andrew  G.  1 37 

1202  Med.  Arts,  Omaha 

Dowell.  D.  A.  1 37 

816  Med.  Arts,  Omaha 

Drasky.  Stanley  11  31 

303  So.  Pine,  North  Platte 

Drdla,  Theodore 1 37 

460  Aquila  Ct.,  Omaha 

Drozda,  Jos.  P. 1 37 

1315  Deer  Park  Rd.. 

Omaha 

Dunlap,  James  H. 4 32 

1112  Verges,  Norfolk 

Dunn,  F.  Lowell  1 37 

847  Fairacres  Rd.,  Omaha 

Dutch,  Stephen  J.,  Jr. 1 37 

Nebr.  Psychiatric  Inst., 

Omaha 

Dworak,  Henry  L.  1 37 

503  Center  Bldg.  Omaha 

Dyer,  Jasper  L.  5 16 

North  Bend 

Eagle,  Frank  L.  1 37 

1620  Med.  Ai’ts,  Omaha 

Easley,  John  H.  9 22 

220  Hedde  Bldg.,  Gr.  Island 

Eaton,  Louise  1 37 

Nebr.  Psychiatric  Inst., 

Omaha 

Eaton.  Merill  T.  1 37 

Nebr.  Psychiatric  Inst., 

Omaha 

Eaton,  William  B.  5 16 

204  lOOF  Bldg.,  Fremont 

Eberle.  Donald  11  21 

Ogallala 

Ebers.  Dale  W.  2 30 

800  So.  13th,  Lincoln 

Egan,  Richard  L.  1 37 

Creighton  Univ.  School 
of  Medicine,  Omaha 

Egan,  William  J. 1 37 

456  Aquila  Ct.,  Omaha 

Ehrlich.  Robert  W. 2 30 

816  Sharp  Bldg.,  Lincoln 

Ekeler  Louis  J.  6 7 

David  City 

Eklund,  H.  S.  6 43 

Osceola 

Elias,  H.  F. 3 20 

1200  So.  9th,  Beatrice 

Elliott,  C.  K.  2 30 

805  Sharp  Bldg.,  Lincoln 

Elston,  Harry  R.  1 37 

4930  So.  24th,  Omaha 
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Nebraska  S.  M.  J. 


Dist.  Co. 


Name  Code  Code 

Emerson,  C. 2 30 

1700  So.  24th,  Lincoln 

Endres.  Gregory*  L.  1 37 

5809  Military  Ave.,  Omaha 

Engdahl,  Wallace  E, 1 37 

8613  No.  30th,  Omaha 

Epp.  Milford  John  2 30 

1108  Sharp  Bldg.,  Lincoln 

Ericson.  L.  L. 4 13 

West  Point 

Everitt,  N.  J.  1 37 

4838  So.  24th,  Omaha 

Ewing,  Ben  F.  1 37 

220  Med.  Arts,  Omaha 

Ewing,  Eugene  4 32 

Madison 

Ewing  John  D.  1 37 

1418  Med.  Arts,  Omaha 

Fahnestock,  C.  L.  (Life) 2 30 

1812  So.  26th,  Lincoln 

Fangman,  Richard  J.  1 37 

5002  Dodge,  Omaha 

Farner,  B.  R.  4 32 

900  Norfolk  Ave.,  Norfolk 

Farner,  John  E. 8 25 

Valentine 

Farrell.  Chester  H. 1 37 

721  Med.  Arts,  Omaha 

Farrell.  Robert  F.  (Life) 1 37 

131  So.  39th,  Omaha 

Fellman,  A.  C.  1 37 

309  Doctors  Bldg.,  Omaha 

Fend,  Howard  5 12 

Schuyler 

Fenstermacher,  R.  C. 2 38 

Nebraska  City 

Ferciot.  C.  Fred 2 30 

1000  So.  13th,  Lincoln 

Figaredo,  Alfredo  4 32 

Norfolk  State  Hosp., 

Norfolk 

Fijan  Kenneth  J. 2 30 

3145  “O”  St.,  Lincoln 

Filip,  Alexander  J. 9 22 

704  W.  1st,  Grand  Island 

Filkins,  John  C.  1 37 

521  Doctors  Bldg.,  Omaha 

Findley,  Palmer  (Life) 1 37 

3325  Fontenelle  Blvd., 

Omaha 

Finegan,  James  1 37 

415  Med.  Arts.  Omaha 

Finegan,  John  C.  9 15 

Lexington 

Finkner,  John  R. 10  1 

Minden 

Finlayson,  Alister  I.  1 37 

924  Med  Arts,  Omaha 

Finley.  W.  F.  8 25 

O’Neill 

Finney,  Lawrence 2 30 

323  So.  14th,  Lincoln 

Fitch.  Donald  Max  1 37 

U.  of  N..  College 
of  Medicine,  Omaha 

Fitzgerald,  Thomas  D.  12  4 

202  W.  3rd,  Alliance 

Fitzgibbons  Robert  J.  1 37 

1412  Med.  Arts,  Omaha 

Flanagan,  May  L.  (Life) 2 30 

2045  So.  49th,  Lincoln 

Flansburg,  H.  E.  2 30 

1345  “N”  St.,  Lincoln 

Fleishman,  Max  1 37 

260  Aquila  Ct..  Omaha 

Fleming,  Edward  F.  1 37 

3650  Burt  St.,  Omaha 

Fletcher.  D.  L.  4 2 

Orchard 

Follman.  J.  C.  1 37 

306  So.  24th,  Omaha 

Foote,  C.  M.  10  1 

422  No.  Hastings  Ave., 

Hastings 

Foote.  D.  B.  10  1 

422  No.  Hastings  Ave., 

Hastings 

Foote.  E.  C.  (Life)  10  1 

422  No.  Hastings  Ave., 

Hastings 

Formanack,  C.  J.  2 38 

Syracuse 

Forney,  L.  W.  7 45 

Crete 

Forster,  Karl  M.  10  1 

Box  226  Hastings 
(Ingleside) 

Foster,  Miles  E..  Jr.  1 37 

Sycamore  Farm,  Waterloo 

Fouts,  Fredrick  (Life)  5 33 

Central  City 

Fox,  Robert  J.  9 19 

Spalding 


Dist.  Co. 


Name  Code  Code 

Francis,  Gordon  D. 10  49 

Arapahoe 

Francis.  Marvin  B. 1 37 

Bellevue 

Frank,  Carl  L.  12  47 

1624  Ave.  “A,”  Scottsbluff 

Frank,  Muriel  N.  1 37 

Methodist  Hosp.,  Omaha 

Frans,  James  R.  6 48 

Milford 

Frazer,  M.  D. 2 30 

Bryan  Memorial  Hosp., 

Lincoln 

Freed,  Albert  E.  1 37 

5020  Dodge,  Omaha 

French.  Ivan  M.  6 46 

Wahoo 

Frerichs,  C.  T.  3 20 

114  So.  6th,  Beatrice 

Freymann,  J.  J. 1 37 

1113  Med.  Arts,  Omaha 

Fnesen  Harold  F.  € 52 

Henderson 

Frost.  Dwight  W.  1 37 

4102  Woolworth,  Omaha 

Fuenning,  S.  I.  2 30 

317  No.  18th,  Lincoln 

Gardiner.  J.  F.  1 37 

628  Med.  Arts,  Omaha 

Garlinghouse,  R.  E.  2 30 

140  So.  27th,  Lincoln 

Garlinghouse,  R.  O.  2 30 

921  Stuart  Bldg.,  Lincoln 

Gartner.  Lee  D.  2 30 

903  Sharp  Bldg.,  Lincoln 

Gately,  H.  S. 2 38 

Syracuse 

Gatewood.  John  W. 1 37 

326  Med.  Arts,  Omaha 

Gathman,  Leroy  T 4 9 

South  Sioux  City 

Gedgoud,  John  L.  1 37 

304  So.  42nd,  Omaha 

Geer,  Robert  R.  9 22 

105  N.  Eddy,  Gr.  Island 

Gentry,  Harold  Jr.  12  47 

1720  10th,  Genng 

Gentry,  W.  Max  12  47 

1720  10th,  Gering 

Gentry,  William  J. 12  47 

1720  10th.  Gex'ing 

George.  John  H.  1 37 

320  Doctors  Bldg.,  Omaha 

Getscher,  Phillip  E.  2 30 

306  Sharp  Bldg.,  Lincoln 

Getty,  Robert  F. 11  31 

501  So.  Jeffers, 

North  Platte 

Gibbs,  Gordon  1 37 

U.  of  N.  College  of 
Med.,  Omaha 

Gibson.  L.  V.  2 30 

97  5 Terminal  Bidg.,  Lincoln 

Giffen,  Horace  K. 1 37 

Immanuel  Hosp..  Omaha 

Gifford.  Harold,  Jr.  1 37 

1620  Med.  Arts.  Omaha 

Gilbert  Louis  W.  2 30 

903  Sharp  Bldg.,  Lincoln 

Gillespie,  Patrick  C. 3 20 

1708  No.  15th,  Beatrice 

Gillespie,  Robert  W.  2 30 

1127  Shaip  Bldg.,  Lincoln 

Gillies,  R.  O.,  Jr.  1 37 

631  Med.  Arts,  Omaha 

Gilligan,  J.  P.  2 38 

Nebraska  City 

Gillispie,  James  3 44 

Falls  City 

Gilloon,  Allan  G.  9 22 

1802  N.  Clebum, 

Grand  Island 

Gleeson,  John  J.  (Life) 1 37 

2307  So  33rd,  Omaha 

Glen,  Elmer  E.  10  1 

620  N.  Denver  Ave., 

Hastings 

Glenn,  William  V. 3 44 

Falls  City 

Glow,  Donald  Thomas 1 37 

304  So.  42nd,  Omaha 

Goehring,  Walter  5 51 

Blair 

Goetowski,  Paul  2 30 

1000  So.  13th  Lincoln 

Gogela,  Louis  J.  2 30 

1318  Sharp  Bldg.,  Lincoln 

Goodrich,  Guy  W.  1 37 

1107  So.  79th,  Omaha 

Gordon,  J.  L, 8 25 

Valentine 

Gorthey,  Russell  L.  2 30 

140  So.  27th,  Lincoln 


Dist.  Co. 


Name  Code 

Code 

Gouldman,  Carl 

Box  240,  Hastings 
( Ingleside) 

10 

1 

Grace.  Leslie  T 
Blair 

51 

Graham,  W.  W. 
Elgrin 

4 

2 

Graham.  William  E.  1 

8721  Shamrock  Rd..  Omaha 

37 

Grant.  Robert  S. 

Medical  Village.  48th 
& ’A,"  St.,  Lincoln 

2 

30 

Graupner.  G.  W. 

217Vi  No.  Pine.  Gr.  Island 

9 

22 

Graves.  Harris  B. 

434  Doctors  Bldg.,  Omaha 

1 

37 

Gray  Richard  W. 
State  Hosp.,  Lincoln 

2 

30 

Green,  Carl  R. 
Creighton 

4 

29 

Greenberg.  A. 

1 

37 

Greenberg.  Ben 
York 

6 

52 

Greenberg,  M.  M. 
1421  Dodge.  Omaha 

1 

37 

Greenberg,  Richard  S. 
1421  Dodge,  Omaha 

1 

37 

Greene.  Arthur  M 

501  Doctors  Bldg..  Omaha 

1 

37 

Greene.  Earl  G.,  Jr. 

618  Doctors  Bldg.,  Omaha 

1 

37 

Gndley.  L.  J.  . 19 

214-16  W.  27th,  Scottsbluff 

47 

Grier,  John  J. 

1107  Med  Arts,  Omaha 

1 

37 

Grier,  M.  E. 

828  Med.  Arts,  Omaha 

1 

37 

Griot,  A.  J. 
C hadron 

8 

35 

Grissom,  Robert  L. 

U.  of  N.  College 
of  Medicine,  Omaha 

, 1 

37 

Gross  Charles  G 
Cambridge 

10 

49 

Gross.  Joseoh  F. 

1307  Med.  Arts.  Omaha 

1 

37 

Grubbs.  Trf>ran  C 
West  Liberty,  Iowa 

,12 

47 

Guildner.  C.  Wavne 
131  N.  Hastings  Ave., 
Hastings 

10 

1 

Gunderson.  Shaun 

622  Doctors  Bldg..  Omaha 

. 1 

37 

Gurnett.  Thomas  J. 

527  Med.  Arts,  Omaha 

. 1 

37 

Gutch.  C.  F. 

V.A.  Hospital,  Lincoln 

. 3 

20 

Gysin.  Walter 
Box  902.  Norfolk 

. 4 

32 

Hachiya.  Keav 

1950  So.  44th,  Lincoln 

. 2 

30 

Hahn.  W.  N.  (T.ifel 
Boca  Raton.  Florida 

, 1 

37 

Hamilton,  Frank  T.  (Life). 
Friend 

. 7 

45 

Hammes,  Donald  Lee  .1 

Benson  Med.  Center,  Omaha 

37 

Hamsa.  W.  R. 

609  Doctore  Bldg.,  Omaha 

. 1 

37 

Hanigan.  J.  J. 

1700  So.  24th,  Lincoln 

, 2 

30 

Hanisch,  E.  C.  

St.  Paul 

. 9 

26 

Hanisch.  I.oiiis  F. 

739  Doctors  Bldg.,  Omaha 

. 1 

37 

Hanisch,  R.  W.  

St.  Paul 

. 9 

26 

Hankins.  Chas.  R. 

823  Doctors  Bldg.,  Omaha 

. 1 

37 

Hanna.  .Toe  T. 

1926  Ave  “A."  Scottsbluff 

.12 

47 

Hansen.  Clifford  H. 

527  City  Natl.  Bank, 
Omaha 

. 1 

37 

Hansen.  H.  C. 

2206  12th  Ave.,  Kearney 

. 9 

5 

Hansen.  Hodson  A. 

48th  & “A,'*  Sts.,  Lincoln 

. 2 

30 

Hansen,  John  E. 
Wahoo 

. 6 

46 

Hansen,  Warren  D.  _ 
Wisner 

. 4 

13 

Harb  Fred 
Cairo 

. 9 

22 

Hardy,  C.  C.  (Life) 
Willoughby,  Ohio 

. 1 

37 

Harrington,  A.  E. 

914  Stuart  Bldg.,  Lincoln 

. 2 

30 

Harris,  Jack  T.  

Stratton 

.10 

49 

December,  1961 


643 


Dist.  Co. 


Name  Code  Code 

Harris.  T.  T.  (Life)  1 37 

1007  Med.  Arts.  Omaha 

Harr>-,  R.  E.  6 52 

York 

Hartigan,  John  D.  1 37 

527  Med.  Arts,  Omaha 

Hartmann.  Clarence  M. 1 37 

6603  No.  30th.  Omaha 

Hartsaw,  John  E.  11  10 

Chappell 

Hai'^ey.  Alexander  T. 5 16 

2195  No.  Broad.  Fremont 

Harvey,  Andrew  5 16 

631  N.  Main.  Fremont 

Haiwey,  E.  A.  (Life)  11  21 

New  Plymouth.  Idaho 

Harvey.  Harold  E.  2 30 

14C  So.  27th.  Lincoln 

Harvey.  Harr>*  E.  2 30 

140  So.  27th,  Lincoln 

Harvey.  W.  C.,  Jr. 12  47 

1955  10th  Gering 

Harvey,  W.  C.,  Sr. 12  47 

1955  10th.  Gering 

Hash  Robert  F.  1 37 

802  Me'l.  Arts.  Omaha 

Haslam.  George  A.  5 16 

625  N.  Main,  Fremont 

Haslam.  George  J. 1 37 

618  Doctors  Bldg.,  Omaha 

Hasty.  Robert  C.  2 30 

V.A.  Hospital.  Lincoln 

Hathaway,  Frederick  2 30 

1001  “O”  St.,  Lincoln 

Hawkins.  Robert  E.  1 37 

211  Med.  Arts,  Omaha 

Hayes.  C.  B.  5 6 

Lyons 

Hayes.  O.  R.  9 5 

7 W.  31st,  Kearney 

Havhurst,  J.  D.  12  47 

218  W.  27th,  Scottsbluff 

Heffron,  John  F. 1 37 

215  So.  42nd.  Omaha 

Heider,  Charles  F..  Jr. 11  31 

501  S.  Jeffers,  No.  Platte 

Header.  Chai’les  F..  Sr. 11  31 

501  S.  Jeffers,  No.  Platte 

Heidrick.  Paul  J.  2 30 

739  Stuart  Bldg.,  Lincoln 

Heim.  Harlan  S.  3 44 

Humboldt 

Heinke.  John  P. 12  47 

1723  Ave.  “A,”  Scottsbluff 

Heins.  Robert  L.  3 44 

Falls  City 

Heiser,  E.  N.  5 42 

Box  568,  Columbus 

Henderson,  Harry  C.  1 37 

105  So.  49th.  Omaha 

Henn.  Mary  J.  1 37 

U.  of  N.  College  of 
Medicine.  Omaha 

Hepperlen  H.  M.  3 20 

206  Steinmeyer  Bldg., 

Beatrice 

Herhan,  Frank  T. 12  47 

2122  Broadway.  Scott^^bluff 
Herpolsheimer,  Robei’t  W.  6 48 

Seward 

Hervert.  J.  Wm.  2 30 

3145  “O”  St..  Lincoln 

Heumann,  J.  M.  F.  (Life) 1 37 

6110  Military  Ave..  Omaha 

Heywood.  Leo  T. 1 37 

828  Med.  Arts.  Omaha 

Hickey.  C.  W.  (Life)  1 37 

Bennington 

Hieb.  Wilbert  E.  6 52 

Henderson 

Hill.  F.  C.  1 37 

636  Med.  Arts,  Omaha 

Hilh  W.  H.  5 16 

1737  E.  Military,  Fremont 

Hill.  W.  Ray 6 48 

Seward 

Hille.  C.  F.  4 32 

Box  902.  Norfolk 

Hillyer  R.  A. 2 30 

135  So.  14th,  Lincoln 

Hilton,  Hiram  D.  2 30 

1404-1405  Sharp  Bldg., 

Lincoln 

Hineman.  M.  W.  12  4 

Gordon 

Hinrichs,  E.  J. 6 46 

Wahoo  , 

Hoagland.  Robert  A.  12  47 

Mitchell 

Hobbs.  E.  T. 2 30 

6530  Holdrege,  Lincoln 

Hoevet,  L.  H.  8 35 

Chadron 


Dist.  Co. 

Name  Code  Code 

Hoff,  R.  Paul  6 48 

Seward 

Hoffmeister,  Geo.  (Life) 10  49 

Imperial 

Hoffmeister.  Geo.  F.  10  1 

418  N.  Hastings,  Hastings 

Hohlen.  K.  S.  J.  2 30 

2961  Sheridan,  Lincoln 

Holcomb.  Gerald  R.  10  1 

1242  N.  Baltimore, 

Hastings 

Holcombe.  Robt.  C. 1 37 

3610  Dodge.  Omaha 

Holden.  W.  J. 1 37 

316  Med.  Arts  Omaha 

Holland,  Robert  E.  9 22 

416  W.  Division,  Gr.  Island 

Holly,  Roy  G.  1 37 

U.  of  N.  College  of 
Medicine,  Omaha 

Holm.  A.  H.  (Life)  9 26 

Wolbach 

Holmes.  Lee  C.  5 33 

Central  City 

Holmes.  William  E.  12  47 

1926  Ave.  “A,”  Scottsbluff 

Homan.  Richard  W. 7 45 

Crete 

Hood.  L.  Thomas  1 37 

209  So.  42nd,  Omaha 

Hoody.  Steve 1 37 

4801  Center,  Omaha 

Hook.  R.  L. 8 35 

Rushville 

Horn.  Harold  R.  2 30 

3145  “O”  St.,  Lincoln 

Horwich.  Joseph  M.  1 37 

717  Kilpatrick  Bldg., 

Omaha 

Hotz.  Harley  1 37 

1013  Redick  Tower, 

Omaha 

House,  Robert 9 22 

Box  662.  Grand  Island 

Howard,  C.  D. 5 51 

Blair 

Howard,  M.  C.  1 37 

802  Med.  Arts,  Omaha 

Howell.  W.  L. 12  4 

Hyannis 

Hoyt.  Melvin  S.  11  31 

North  Platte 

Hranac,  Chas.  E. 9 15 

Cozad 

Hrnicek,  Leo  A. 12  47 

Bayard 

Hruby.  Allan  J.  l 37 

2906  Leavenworth.  Omaha 

Hubbard,  Theodore  F. 1 37 

1005  Meadow  Rd..  Omaha 

Hubenbecker.  J.  C.  5 16 

North  Bend 

Hughes.  D.  O. 7 27 

Fairbui'y 

Hughes.  Leo  V.  1 37 

3610  Dodge,  Omaha 

Hughes,  W.  T.  1 37 

Gretna 

Hull,  Wayne  M.  (Life) 1 37 

St.  Petersburg.  Fla. 

Hummell.  R.  O.  (Life)  2 30 

2435  Bradfield  Dr.. 

Lincoln 

Hungertord  Wm.  E. 1 37 

1904  Spencer,  Omaha 

Hunt,  Howard  B.  1 37 

Methodist  Hosp.,  Omaha 

Imes,  Loren  E.  9 22 

820  W.  Division.  Gr.  Island 

Ingham.  Chas.  G.  4 32 

Box  902,  Norfolk 

Inslee,  Donald  O. 9 15 

Gothenburg 

Irvin.  I.  W.  3 34 

Auburn 

Isacson,  Sven  (Life)  1 37 

5036  Parker.  Omaha 

Iwerson.  Frank  J.  1 37 

1307  Med.  Arts,  Omaha 

Jackson,  Donald  R. 1 37 

5020  Dodge,  Omaha 

Jakeman,  H.  A.  5 16 

2195  N.  Broad,  Fremont 

James,  L.  D,  10  49 

310  W.  7th,  McCook 

James.  Lawrence  R. 1 37 

728  Doctors  Bldg.,  Omaha 

Jarvis  W.  J.  2 30 

3145  “O”  St.,  Lincoln 

Jenkins,  Harry  J.  (Life) 1 37 

8403  Pacific,  Omaha 

Jensen,  W.  P. 1 37 

1420  Med.  Arts.  Omaha 


Dist.  Co. 

Name  Code  Code 

Jester.  Royal  F..  Sr.  (Life).  9 5 

814  W.  23rd,  Kearney 

Jester.  Royal  F..  Jr 9 5 

214  W.  25th,  Kearney 

John.  George  L. 4 9 

Wayne 


Johnson.  Geo.  N. 

3569  Leavenworth,  Omaha 

. 1 

37 

Johnson.  Gordon  F 

728  Doctors  Bldg.,  Omaha 

. 1 

37 

Johnson.  H.  F. 

209  So.  42nd,  Omaha 

. 1 

37 

Johnson.  J.  A. 

602  Omaha  Loan  & Bldg., 
Omaha 

. 1 

37 

Johnson.  L.  Palmer 
140  So.  27th  Lincoln 

. 2 

30 

Johnson.  O.  D. 

103  W.  22nd,  Kearney 

. 9 

5 

Johnson.  Richard  D 

103  W,  22nd.  Kearney 

. 9 

5 

Johnson.  Richard  N 
3932  So.  24th,  Omaha 

. 1 

37 

Johnson.  Wilhiir 
Valentine 

. 8 

25 

Johnson.  Wm.  H. 

3724  No.  30th,  Omaha 

. 1 

37 

Johnston.  R.  S. 

3 W.  27th.  Kearney 

. 9 

5 

Johnston.  Raymond  F. 
3 W.  27th.  Kearney 

. 9 

5 

Jollv-Fritz.  Rolet.ta 
141  Lakeside  Dr., 
Hastings 

.10 

1 

Jones.  Donald  W. 

Kastside  Blvd.  at  7th, 
Hastings 

.10 

1 

Jones.  R.  T.ester 

105  So.  49th.  Omaha 

. 1 

37 

Jones.  R.  T.  (T.ife) 

.10 

49 

217%  Norris  Ave.,  McCook 

Jones.  Robert  Dale 
105  So.  49th,  Omaha 

. 1 

37 

Joreensen.  Harlan 
Joliet,  Illinois 

. 3 

44 

Jover.  Robert,  M. 

432  So.  39th,  Omaha 

. 1 

37 

Judd,  J.  H.  

1020  Med.  Arts,  Omaha 

. 1 

37 

Jurgensen,  William  W. 

617  Med.  Arts.  Omaha 

. 1 

37 

Kadavv.  G.  ,1.  (T.ifel 
2703  So.  16th.  Omaha 

. 1 

37 

Kalin.  .Tohn  A 

2205  Military.  Omaha 

. 1 

37 

Kamm.  Frank 
Blue  Hill 

.10 

1 

Kammandel.  Henrv 

415  Doctors  Bldg.,  Omaha 

. 1 

37 

Kamorath.  Coll  Q 
Utica 

. 6 

48 

Kamprath.  Wilmar  M.  

Utica 

6 

48 

Karrer.  F.  M. 

310  W.  7th.  McCook 

10 

49 

Kan*er  F.  W.  (T.ife) 
York 

6 

52 

Karrer,  R.  W. 

1810  1st  Ave.,  Scottsbluff 

12 

47 

Karrer.  Roht.  E. 
York 

6 

52 

Kaufmann.  Jack  F. 
David  City 

6 

7 

Keegan,  J.  Jay  (Life)  

669  No.  57th,  Omaha 

1 

37 

Kelley.  J.  Whitney 

1513  Med.  Arts,  Omaha 

1 

37 

Kelley.  Robert  C. 
Beemer 

4 

13 

Kelley,  Wm.  E. 

1319  Med.  Alls.  Omaha 

1 

37 

Kelly.  James  F..  Jr. 

816  Med.  Arts,  Omaha 

1 

37 

Kelly.  James  F.  ,Sr.  

816  Med.  Ai*ts,  Omaha 

1 

37 

Kemp.  Wm.  T. 

3001  No.  16th,  Omaha 

1 

37 

Kennedy.  J.  F. 

916  W.  10th  Alliance 

12 

4 

Kennedy,  John  C.  _ 

1520  Med.  Arts,  Onxaha 

1 

37 

Kenner,  W.  C. 
Nebraska  City 

2 

38 

Kenney,  Kenneth  J. 

Fairbury 

7 

27 

Keown,  J.  T..  Jr.  

Pender 

4 

9 

Kilgore,  W.  S.  _ 

York 

6 

52 

Kim.  Kisik  - 

1 

37 

Nebr.  Psychiatric  Inst., 
Omaha 


^44 


Nebraska  S.  M.  J 


Dist. 

Co. 

Dist. 

Co. 

Dist. 

Name  Code 

Code 

Name  Code 

Code 

Name  Code 

Code 

Kimball.  Kenneth  F. 

. 9 

5 

Lewis.  George  E.  » _ 

2 

30 

Martin.  Francis  A 

32 

9 W.  31st.  Keamey 

723  Sharp  Bldg.  Lincoln 

1103  Madison.  Norfolk 

Kingsley,  D.  W. 

10 

1 

Lewis,  L.  G.  H.  

2 

30 

Martin.  Paul  .1  1 

37 

700  Eastside  Blvd., 

1033  Stuart  Bldg.,  Lincoln 

826  Med.  Arts,  Omaha 

Hastings 

Lewis,  Raymond  G. 

1 

37 

Martin.  Paul  R.  <i 

19 

Kinney,  Max  W.  - _ 

, 4 

9 

5015  Dodge,  Omaha 

Ord 

Council  Bluffs,  la. 

LeWorthy,  G-  W.  

2 

30 

Marvel.  P.  0.  _ 6 

23 

Kirk,  E.  J. 

, 1 

37 

3145  “O”  St..  Lincoln 

Giltner 

434  Aquila  Ct.,  Omaha 

Lipp,  Frank  E.  (Life)  

1 

37 

Marx  I.ouis  E. 

30 

Klaas,  R.  E.  _ 

. 4 

32 

5812  Pierce.  Omaha 

901  Fed.  Sec.  Bidg.,  Lincoln 

13th  & Nebraska.  Norfolk 

Liston,  0.  E.  (Life)  _ 

2 

8 

Marx.  Paul  D.  9 

30 

Klabenes  Frank  J, 

1 

37 

Elmwood 

Mason.  C.  T 7 

36 

1020  Med.  Arts,  Omaha 

Loeffel.  E.  J.  

12 

47 

901  Fed.  Sec.  Bldg.,  Lincoln 

Kleager,  Clyde  L. 

10 

1 

Mitchell 

Mason,  C.  T.  7 

36 

620  N.  Denver,  Hastings 

Lohr.  Frederick  J. 

4 

9 

Superior 

Kleinchmidt.  G.  W. 

. 2 

30 

South  Sioux  City 

Mason.  Roger  D.  ip 

49 

State  Hosp.,  Lincoln 

Lombardo.  Anthony  J. 

1 

37 

305  E.  1st.  McCook 

Knosp,  Glen  D. 

2 

8 

273  Aquila  Ct.,  Omaha 

Ma.stin.  Robert.  T,  in 

1 

Elmwood 

Long,  James  S. 

10 

24 

Omaha  (Entered  Service) 

Koebbe.  E.  E.  _ - 

5 

42 

Alma 

Matheny,  Z.  E.  (Life)  6 

7 

Box  33,  Columbus 

Long,  Robert  S. 

1 

37 

Bellwood 

Koefoot,  R.  B.  _ _ _ 

, 9 

14 

8721  Shamrock  Rd.,  Omaha 

Mathews.  M.  D.  q 

26 

Broken  Bow 

Long,  Wm.  B. 

9 

15 

St.  Paul 

Koefoot,  Robert  R. 

9 

22 

Lexington 

Matson.  Guy  M.  9 

30 

706  W.  1st,  Grand  Island 

Longacre,  O.  E.  (Life) 

6 

7 

2737  No.  49th,  Lincoln 

Koefoot.  Theo..  Jr. 

. 9 

14 

Rising  City 

Matson.  Rov  M A 

9 

Broken  Bow 

Longo,  Charles  A. 

1 

37 

Wayne 

Kohtz,  R.  H. 

. 4 

29 

Bellevue 

Matthews.  Donald  y 

30 

Bloomfield 

Longo,  Joseph  A. 

1 

37 

140  So.  27th,  Lincols 

Kopp,  Robert  E.  _ « _ 

. 4 

41 

710  Kilpatrick  Bldg., 

Mauer,  R.  T.  ; 

37 

Plainview 

Omaha 

1520  Med.  Arts,  Omaha 

Kostal,  0.  A.  - 

10 

1 

Loomis  George  W. 

1 

37 

Maxwell.  Paul  J.  9 

30 

Box  174,  Hastings 

720  Doctors  Bldg.,  Omaha 

800  So.  13th.  Lincoln 

Koszewski,  Bohdan  J.  

. 1 

37 

Loudon,  John  R. 

2 

30 

Maynard.  .James  H ] 

37 

2602  J St.,  Omaha 

1110  Sharp  Bldg.,  Lincoln 

2505  No.  50th,  Omaha 

Kovar,  Wm.  R. 

1 

37 

Loveland,  Grace 

2 

30 

McArdle,  G.  Prenti.<;.«?  i 

37 

3610  Dodge  Omaha 

909  Sharp  Bldg.,  Lincoln 

1216  Med.  Arts,  Omaha 

Kovarik,  James  R.  

. 1 

37 

Lovett.  Ivan  C. 

12 

47 

McAvin  .1.  .S.  i 

37 

3568  Dodge,  Omaha 

21  E.  19th.  Scottsbluff 

Lutheran  Hosp.,  Omaha 

Kreymborg,  0.  C.  

.11 

31 

Lovgren,  R.  E.  

1 

37 

McCammond,  .Tohn  M q 

5 

Box  739,  North  Platte 

719  Doctors  Bldg.,  Omaha 

11  W.  31st,  Kearney 

Krieg,  Jacob 

12 

47 

Luby,  Robert  J. 

1 

37 

McCarthy.  Harrv  H 1 

37 

2122  Broadway,  Scottsbluff 

828  Med.  Arts,  Omaha 

326  Med.  Arts,  Omaha 

Kroupa.  W.  E.  - _ 

. 1 

37 

Lucas.  Jos.  F. 

1 

37 

McCarthy,  John  O.  1 

37 

3568  Dodge,  Omaha 

815  W.O.W.  Bldg.,  Omaha 

401  Center  Bldg.,  Omaha 

Krush,  Thaddeus  P. 

. 1 

37 

Lucas,  Thomas 

9 

14 

McCarthy.  Joseph  D.  1 

37 

Nebr.  Psychiatric  Inst., 

Broken  Bow 

1036  Med.  Arts,  Omaha 

U.  of  N.,  Omaha 

Luce,  Roscoe  P. 

7 

27 

McCarthy,  T.  F.  (Life)  _ 2 

30 

Kuehn,  Gerald  A. 

.10 

1 

Fairbui*y 

No.  5 Theatre  Bldg., 

418  N.  Hastings.  Hastings 

Luikart.  Ralph  H. 

1 

37 

Lincoln 

Kulesh,  Morton  H. 

. 1 

37 

708  Med.  Arts,  Omaha 

McCaslin.  Josenh  } 

37 

701  Doctors  Bldg.,  Omaha 

Lukens.  Isaiah 

5 

6 

6016  Ames  Ave.,  Omaha 

Kuncl.  Joseph  (Life) 

12 

4 

Tekamah 

McClanahan,  Frank  C.  4 

2 

1012  Laramie  Ave..  Alliance 

Lund.  F. 

10 

1 

Neligh 

Kunkel.  L.  N.  _ _ 

. 2 

8 

Box  238,  Hastings 

McCleerry,  D.  P. 3 

20 

Weeping  Water 

(Ingleside) 

108  So.  6th,  Beatrice 

Kuper,  Herbert  D. 

. 5 

42 

Lyman,  Edwin  D. 

1 

37 

McCleneghen,  Sam  (Life)  1 

37 

2511  15th,  Columbus 

1201  So.  42nd  Omaha 

Rt.  1,  Valley 

Ladwig  Harold  A. 

. 1 

37 

Lynch,  J.  Harold 

, 7 

27 

McConahav.  Harold  ]n 

40 

302  City  Natl.  Bank, 

Fairbuiy 

Holdrege 

Omaha 

Lynn,  Vincent  S. 

7 

17 

McCormick.  Keith  M i 

37 

Landers,  Allan  C.  

.12 

47 

Geneva 

3610  Dodge,  Omaha 

Box  608,  Scottsbluff 

MacQuiddy,  E.  L.,  Jr. 

, 1 

37 

McCrann  W.  J.  i 

37 

Landgraf.  Charles  W.  _ 

.10 

1 

478  Aquila  Ct.,  Omaha 

301  Courtney  Bldg.,  Omaha 

605  N.  Denver,  Hastings 

MacQuiddy,  E.  L..  Sr.  (Life) 

1 

37 

McDaniel,  V.  S.  10 

1 

Lane,  L.  Dean 

. 9 

5 

5612  Jones.  Omaha 

Box  148,  Hastings 

211  W.  33rd.  Kearney 

MacVean,  M.  M.  (Life) 

2 

38 

(Ingleside) 

Langdon,  Edward 

. 1 

37 

Nebraska  City 

McDermott,  K.  F o 

22 

823  Doctors  Bldg.,  Omaha 

Madsen.  C.  C. 

1 

37 

1704  W.  2nd,  Gr.  Island 

Langdon,  Frederick  J. 

. 1 

37 

6104V>  Military,  Omaha 

McDonald,  Hugh  A ii 

31 

3610  Dodge.  Omaha 

Maggiore,  Carl  H. 

9 

22 

714  W.  6th.  North  Platte 

Ijano'don.  Robert 

1 

37 

702  W.  1st,  Grand  Island 

McDonald,  Raymond  1 

37 

3568  Dodge,  Omaha 

Magid,  Bernard 

. 1 

37 

617  Med.  Arts,  Omaha 

Lanspa.  Eue-ene  F. 

. 1 

37 

525  Doctors  Bldg.,  Omaha 

McFadden,  Harrv  W ^ 

37 

4801  Center,  Omaha 

Magiera,  Stephen  L. 

. 1 

37 

701  Doctoi-s  Bldg.,  Omaha 

Larson.  Arthur 

. 1 

37 

535  City  Natl.  Bank, 

McFee.  John  T,.  1 1 

21 

701  Doctors  Bldg.,  Omaha 

Omaha 

Denver,  Colorado 

Ijarson.  D.  T.. 

.11 

10 

Magill,  Van 

10 

49 

McGee,  Dean  q 

15 

Chappell 

Curtis 

Lexington 

Larson,  Sherwood  L. 

. 7 

36 

Magruder,  Thomas  G. 

. 1 

37 

McGee,  Harry  E.  (Life)  1 

37 

Superior 

1512  So.  60th,  Omaha 

515  So.  52nd.  Omaha 

Latenser.  ,Iohn  F. 

. 1 

37 

Maillfli-d.  A.  E. 

. 4 

41 

McGinnis.  Kenneth  T 2 

30 

809  Doctors  Bldg.,  Omaha 

Osmond 

3145  “0”  St.,  Lincoln 

Lathron.  M.  E. 

6 

46 

Maillard,  James  A. 

. 1 

37 

McCirr.  J.  I.  (T.ife)  R 

20 

Wahoo 

527  Med.  Arts,  Omaha 

Los  Angeles,  Calif. 

Leahy,  James  J.  _ „ _ _ . 

. 1 

37 

Malashock,  Edward  M. 

. 1 

37 

McGoogan.  Leon  S.  1 

37 

3610  Dodge,  Omaha 

800  Doctors  Bldg.,  Omaha 

3568  Dodge,  Omaha 

Lear.  William  J. 

. 4 

32 

Maly,  James  C.  _ 

5 

♦ 

McGowan.  P.  H f; 

42 

900  Norfolk  Ave.,  Norfolk 

Fullerton 

Pershing  Hosp.,  Cr.  Island 

Lee.  Leonard  R. 

. 2 

30 

Maness,  E.  Stewart  - _ 

. 2 

30 

McGrath.  Chas.  D.  9 

22 

307  So.  16th,  Lincoln 

1006  Sharp  Bldg.,  Lincoln 

1704  W.  2nd,  Gr.  Island 

Lee,  Leroy  W. 

. 1 

37 

Mangimelli,  Samuel  T.  

, 1 

37 

McGrath  W.  D.  q 

22 

860  Doctors  Bldg.,  Omaha 

723  Barker  Bldg..  Omaha 

1704  W.  2nd.  Gr.  Island 

Lehnhoff.  Henry  J. 

. 1 

37 

Marcot.to.  Dale  D. 

. 2 

30 

McGrath.  William  M.  9 

22 

720  Doctors  Bldg.,  Omaha 

10052  Corby,  Omaha 

1704  W.  2nd.  Gr.  Island 

Leiningei-,  E.  F.  _ 

.10 

49 

Margolin.  J.  Milton  

, 1 

37 

McGreer,  John  T.  2 

30 

114  W.  “C”  St.,  McCook 

902  Med.  Arts.  Omaha 

924  Sharp  Bldg.,  Lincoln 

Lemke,  Theodore  J. 

, 5 

42 

Margolin,  Morris  (Life) 

. 1 

37 

McGrew.  K.  C.  10 

24 

1454  28th  Ave.,  Columbus 

902  Med.  Arts,  Omaha 

Orleans 

Lempka,  Arnold  W. 

. 1 

37 

Marklev.  M.  F„ 

. 9 

19 

McTnt.ire,  Matilda  S.  1 

37 

502  Med.  Arts,  Omaha 

North  Loup 

602  So.  44th  Ave.,  Omaha 

Lennox.  Geo.  B. 

. 1 

37 

Mamies,  Donald  R. 

, 7 

36 

Mclntire,  Robt.  10 

1 

2527  Patrick,  Omaha 

Grant  , 

612  W.  6th,  Hastings 
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Dist. 

Co. 

Name  Code 

Code 

Mclntire.  Waldean  C.  

1 

37 

3610  Dodge.  Omaha 
McKain,  J.  M.  

1 

37 

Creighton  Univ.  School 
of  Medicine.  Omaha 
McLaughlin.  C.  W..  Jr. 

1 

37 

409  Doctors  Bldg.  Omaha 
McLean.  Dougald  D.  

2 

30 

1517  “H”  St.,  Lincoln 
McLeaj*.  H.  L.  (Life)  

2 

30 

2024  No.  67th,  Omaha 
McLeay,  John  F.  

1 

37 

California  (Service) 
McMahon.  Chas.  G. 

7 

36 

Superior 

McMartin.  W.  J.  

1 

37 

603  City  Natl.  Bank, 
Omaha 

McMillan.  Aaron  M.  

1 

37 

2854  Wirt.  Omaha 
McMillan.  John  A.  

10 

1 

Box  67,  Hastings 
McMurtrey,  George  B.  

1 

37 

634  Doctors  Bldg.,  Omaha 
McNamara,  J.  W. 

1 

37 

334  Doctors  Bldg.,  Omaha 
McNeil.  L.  S.  

10 

18 

Campbell 

McNulty.  Edward  A.  

12 

4 

916  W.  10th,  Alliance 
McWhorter.  Clarence  A.  — - 

1 

37 

10711  Cedar  Omaha 
Meckel,  Ben  R.  

9 

19 

Bui'well 

Medlar,  Clyde  Avery  

5 

42 

1454  28th  Ave..  Columbus 
Melcher,  W.  H.  (Life)  

1 

37 

4339  Walnut,  Omaha 
Mercer,  Nelson  S.  (Life)  -- 

1 

37 

2506  Dodge.  Omaha 
Mei*rick.  A.  J.  

5 

16 

1005  E.  23rd,  Fremont 
Miller.  C.  J.  (Life)  

9 

19 

Ord 

Miller.  Daniel  

. 1 

37 

326  Doctors  Bldg..  Omaha 
Miller,  Harold  B,  

. 2 

30 

1403  Sharp  Bldg..  Lincoln 
Miller,  N.  R. 

2 

30 

735  Stuart  Bldg.,  Lincoln 
Miller,  Otis  W.  

. 9 

19 

Ord 

Miller.  Samuel  D. — 

. 2 

30 

5532  South,  Lincoln 
Miller,  Warren  R. 

5 

42 

1454  28th  Ave.  Columbus 
Millett,  Clinton  

1 

37 

3610  Dodge,  Omaha 
Millett,  G.  J.  

. 5 

16 

2195  N.  Broad,  Fremont 
Minthom.  Murray  F.  

. 1 

37 

5620  Ames.  Omaha 
Minnick.  Clarence  

10 

49 

Cambridge 

Misko.  George  

2 

30 

1001  "O”  St..  Lincoln 
Mitchell.  Howard  E — 

2 

30 

2300  So.  13th,  Lincoln 
Mitchell,  John  R.  

, 1 

37 

4815  Dodge,  Omaha 
Mnuk.  F.  J.  

. 1 

37 

3374  So.  13th.  Omaha 
Moell,  L.  Dwight 

3 

20 

1091/2  So.  6th.  Beatrice 
Moessner,  Samuel  F.  

. 2 

30 

820  Sharp  Bldg.,  Lincoln 
Mongeau,  D.  C.  

_ 9 

22 

702  W.  Koenig,  Gr.  Island 
Moody,  W-  B.  1 

37 

530  Med.  Arts,  Omaha 
Moon.  Chas.  F.  (Life)  

. 1 

37 

207  So.  42nd,  Omaha 
Moore,  Clyde  (Life)  

_ 1 

37 

319  Med.  Arts.  Omaha 
Moore.  Harlan  E.  

11 

31 

Sutherland 

Moore.  Ralph  C. 

. 1 

37 

2017  So.  107th,  Omaha 
Mooie.  Robert  F. 

_ 2 

30 

V.A.  Hospital.  Lincoln 
Moore,  Y.  Scott 

. 2 

30 

135  So.  14th,  Lincoln 
Moragues,  Vincent  

_ 1 

37 

Creighton  Univ.,  Omaha 
Moran,  C.  S. 

_ 1 

37 

St.  Catherine’s  Hosp., 
Omaha 

Morgan,  D.  H.  

-10 

49 

Box  491  McCook 
Morgan,  Donal  H.,  Jr. 

-10 

49 

Box  491,  McCook 
Morgan,  Harold  S.  

2 

30 

140  So,  27th,  Lincoln 


List.  Co. 

Name  Code  Code 


Morgan,  R.  J. — _ 12 

916  W.  10th,  Alliance 

4 

Morgan,  Roland  R.  - 10 

Cambridge 

49 

Mon*is.  Haskel  _ 

530  Med.  Ai*ts.  Omaha 

1 

37 

Morrison.  Wm.  H. 

710  Doctors  Bldg.  Omaha 

1 

37 

Morrow,  B.  E;  (Life)  _ 
Seward 

6 

48 

Morrow,  H.  H. 

423  W.  11th,  Fremont 

5 

16 

Morrow,  Lawrence 
Tekamah 

5 

6 

Morrow,  Paul  N. 
3610  Dodge,  Omaha 

I 

37 

Morton.  H.  B. 

48th  & “A”  Sts.,  Lincoln 

2 

30 

Moschel.  Daniel 

1454  28th  Ave.  Columbus 

5 

42 

Moss,  N.  H.  - 
Arcadia 

9 

19 

Mountford,  F.  A. 

Davenport 

7 

50 

Muehlig.  G.  Kenneth  ^ 
636  Med.  Arts,  Omaha 

1 

37 

Muehlig,  Wilbur  A. 

636  Med.  Arts,  Omaha 

1 

37 

Mueller,  R.  F. 

1425  Shall)  Bldg.,  Lincoln 

2 

30 

Muffly,  Charles  G. 
Pender 

4 

9 

Muffly.  Robert  B. 

602  So.  44th,  Omaha 

1 

37 

Mullmann,  Arnold  J.  _ 
Oakland 

5 

6 

Munger,  A.  D. 
Allenspark,  Colo. 

2 

30 

Munger,  Horace  V.  _ 
140  So.  27th,  Lincoln 

2 

30 

Murphv.  Albert  V. 

826  Med.  Arts.  Omaha 

1 

37 

Murphy.  Chas.  M. 

5901  Military,  Omaha 

1 

37 

Murphv,  J.  Harry 
215  So.  42nd,  (jmaha 

1 

37 

Muiphy  Je>-ome  P.  _ 
1429  Med.  Arts.  Omaha 

1 

37 

Mui-phy,  Robert  E. 

215  So.  42nd,  Omaha 

1 

37 

Murray,  Don  E.  ..  - 

604  W.  6th,  Hastings 

10 

1 

Murray.  Robert  G. 

Benson  Med.  Center.  Omaha 

1 

37 

Muskin,  Nathan  — _ 

2602  “J”  St.,  Omaha 

1 

37 

Musselman,  Merle  M. 
U.  of  N.  College  of 
Medicine.  Omaha 

1 

37 

Myers.  H.  Dey 
Schuyler 

5 

12 

Mvers.  William 
Blue  Hill 

10 

1 

Nabity,  Stanley  N. 

217V>  N.  Pine,  Gr.  Island 

9 

22 

Nachman.  E.  A. 

1137  Med.  Arts,  Omaha 

1 

37 

Nagengast,  Delwyn  J. 
Bloomfield 

4 

29 

Nebe.  Frederick  M. 

943  Stuart  Bldg.,  Lincoln 

2 

30 

Neely  J.  Marshall 

924  Shai-p  Bldg.,  Lincoln 

2 

30 

Neely,  Orivs  A. 

924  Shai-p  Bldg.,  Lincoln 

2 

30 

Neil,  Stanley  R. 
Niobrara 

4 

29 

Neis.  Delbert  D. 

422  Doctors  Bldg.,  Omaha 

1 

37 

Neligh,  Rosalie  B. 

Woodmen  Circle,  33rd  & 
Famam.  Omaha 

1 

37 

Nelson,  C.  C. 

2195  N.  Broad.  Fremont 

5 

16 

Nelson.  F.  C.  

2734  No.  61st.  Omaha 

1 

37 

Nelson.  J.  C.  

Wymore 

3 

20 

Nemec,  C.  J.  (Life)  

302  Doctors  Bldg.,  Omaha 

. 1 

37 

Nemec.  E.  C.  

302  Doctors  Bldg.,  Omaha 

1 

37 

Neu.  Harold  N.  

324  City  Natl.  Bank, 
Omaha 

. 1 

37 

Neumayer.  Francis  

48th  & "A”  Sts.,  Lincoln 

. 2 

30 

Niehaus  Fredrich  W.  

823  Doctors  Bldg.,  Omaha 

. 1 

37 

Niehaus,  Karl  F.  

823  Doctors  Bldg.,  Omaha 

. 1 

37 

Niehaus,  William  C.  

. 6 

7 

David  City 


Dist.  Co. 

Name  Code  Code 


Niehus,  Wm.  B.  11  31 

402  S.  Jeffers,  No.  Platte 

Nilsson.  Donald  C.  1 37 

102  No.  48th,  Omaha 

Nolan,  James  R.  1 37 

8420  Center,  Omaha 

Nolan,  W.  J.  (Life)  1 37 

203  Baldridge  Bldg., 

Omaha 

Norall,  Victor  D.  9 15 

Lexington 

Nordlund,  Harold  M. 6 52 

York 

Norman,  Chester  L. 2 30 

3560  So.  48th,  Lincoln 

Novak.  Wm.  F.  1 37 

307  Med.  Arts.  Omaha 

Nuss,  H.  V. 7 11 

Sutton 

Nutzman,  Chas.  L.  7 11 

Denver,  Colo. 

Nutzman,  Wm.  E.  9 5 

State  Hospital,  Kearney 

Nye,  Dan  A.  9 5 

5 W.  31st,  Kearney 

Obert,  Francis  10  1 

Red  Cloud 

Oberst.  Byron  B.  1 37 

304  So.  42nd,  Omaha 

Ochs.  Randal  N. 2 30 

3560  So.  48th.  Lincoln 

O’Donnell.  H.  J. 10  1 

Hastings  (Ingleside) 

Offerman,  A.  J. 1 37 

4805^4  So.  24th,  Omaha 

O'Hearn,  J.  J.  1 37 

4811V>  So.  24th,  Omaha 

Ohme,  K.  A.  12  47 

Mitchell 

O’Holleran,  Lloyd  S.  12  10 

Sidney 

Olney.  R.  C.  2 30 

4740  “F”  St..  Lincoln 

Olson.  Leland  J.  1 37 

525  Doctors  Bldg.,  Omaha 

Olson.  Raymond  H.  12  4 

524  Box  Butte,  Alliance 

Olsson,  P.  Bryant 9 15 

Lexington 

O’Neil,  John  R.  5 12 

Clarkson 

O’Neil,  Gerald  C. 1 37 

3610  Dodge,  Omaha 

O’Neil,  James  J.  1 37 

612  Med.  Arts.  Omaha 

Organ,  Claude  H.  1 37 

914  Med.  Arts,  Omaha 

Osborn.  Leslie 1 37 

Nebr.  Psychiatric  Inst., 

Omaha 

Owen,  Bernard  A. 8 35 

Hay  Springs 

Owen.  L.  J. 2 30 

957  Stuart  Bldg.,  Lincoln 

Owens,  C.  A.  (Life)  1 37 

Dana  Point,  Calif. 

Palmer,  Janet  Forbes 2 30 

343  Stuart  Bldg.,  Lincoln 

Pankau.  J.  B. 12  10 

Dalton 

Pantano.  Anthony  R.  1 37 

714  W.O.W.  Bldg.,  Omaha 

Panzer.  H.  J.  8 25 

Bassett 

Papenfuss,  Harlan  I<.  2 30 

1403  Shall)  Bldg.,  Lincoln 

Paul,  Ralph  E. 3 28 

Sterling 

Parkison,  Donald  E. 1 37 

627  Doctors  Bldg.,  Omaha 

Paulson.  H.  O.  2 30 

508  Sharp  Bldg..  Lincoln 

Paustian,  Frederick  F.  1 37 

301  Doctors  Bldg.,  Omaha 

Pearse.  Warren  H.  1 37 

Univ.  Hospital,  Omaha 

Peartree.  Sherwood  P. 1 37 

U.  of  N.  College  of 
Medicine,  Omaha 

Pederson,  E.  Stanley 1 37 

622  Doctoi-s  Bldg.,  Omaha 

Peetz.  Dwaine  J.  4 2 

Neligh 

Penner.  Donald - 3 20 

212  N.  5th,  Beatrice 

Penner.  Elmer  3 20 

212  N.  5th  Beatrice 

Penner,  H.  G.  (Life)  3 20 

825  W.  Court,  Beatrice 

Penry,  R.  E. 7 50 

Hebron 
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Dist.  Co. 

Name  Code  Code 

Pepper.  Maurice  L. 1 37 

1431  Med.  Arts,  Omaha 

Perry.  S.  H.  9 15 

Gothenburg 

Pestal,  Joe  (Life)  6 46 

Rawlins,  Wyo. 

Peters.  G.  E.  4 9 

Randolph 

Peterson.  Paul  L.  2 30 

702  Sharp  Bldg.,  Lincoln 

Peterson.  Ronald  1 37 

2415  Fort  St.,  Omaha 

Petei*son,  Theo.  A.  10  40 

Holdrege 

Pfeifer,  LaVerne  F.  2 30 

3705  South  St.,  Lincoln 

Pierson.  Kenneth  4 2 

Neligh 

Pinkerton.  Clifford  C. 11  31 

402  S.  Jeffers,  No,  Platte 

Pinne.  Geo.  F.  1 37 

421  Doctors  Bldg.,  Omaha 

Pinney  Geo.  L.  10  1 

418  N.  Hastings,  Hastings 

Pirotte,  Richard  A.  1 37 

2533  So.  90th,  Omaha 

Pitsch.  Richard  M. 6 48 

Seward 

Place.  Geo.  E. 2 30 

4825  St.  Paul.  Lincoln 

Placek,  Louis  T.  1 37 

211  Med.  Arts,  Omaha 

Pleiss.  Joseph  A.  1 37 

716  Med.  Arts,  Omaha 

Podlesak.  James  L.  2 30 

612-614  Terminal  Bldg., 

Lincoln 

Pogge,  Raymond  2 30 

Dorsey  Labs..  Lincoln 

Pollack,  John  D.  4 32 

312  Valley  View  Dr., 

Norfolk 

Porter.  John  W.  1 37 

1200  So.  9th.  Beatrice 

Post.  George  P.  12  47 

Bridgeport 

Potter,  Stanley  E.  1 37 

609  Doctors  Bldg.,  Omaha 

PoUhoff  Carl  J.  1 37 

U.  of  N.  College  of 
Medicine,  Omaha 

Potts,  L.  C.  11  21 

Grant 

Powell,  M.  J.  (Life)  7 27 

Fairbury 

Pratt,  Peyton  T.  1 37 

600  Doctors  Bldg..  Omaha 

Prems,  Evald  10  40 

Holdrege 

Prentice.  O.  D.  12  47 

Morrill 

Prescher.  Donald  A. 1 37 

5404  Ames,  Omaha 

Prince,  Donald  F. 10  1 

Minden 

Proffitt,  J.  Alfred  9 22 

704  W.  Koenig,  Gr.  Island 

Pruner,  A.  C.  (Life)  I 37 

629  Med.  Arts,  Omaha 

Pullman.  George  R.  1 37 

Lutheran  Hosp.,  Omaha 

Purvis,  Donald  2 30 

800  So.  13th,  Lincoln 

Pyle,  B.  W.  9 15 

Gothenburg 

Quaife,  Merton  A.  9 5 

(Service) 

Rochester,  New  York 

Quigley,  D.  T.  (Life)  1 37 

721  Med.  Arts,  Omaha 

Quiring,  Henry  J.  1 37 

2734  No.  61st,  Omaha 

Racines,  J.  Y.  9 26 

Palmer 

Raines,  Max  M.  11  31 

115  E.  “E”  St.,  No.  Platte 

Ramsay,  James  E.  8 25 

Atkinson 

Ranee,  Wm.  T. 1 37 

730  City  Natl.  Bank, 

Omaha 

Rasgorshek,  R.  H.  1 37 

425  Aquila  Ct..  Omaha 

Rasmussen,  John  A. 1 37 

609  Doctors  Bldg.,  Omaha 

Rath,  Hans 1 37 

739  Doctors  Bldg.,  Omaha 

Rath,  Otto  G.  1 37 

3929  Harney,  Omaha 

Rathbun.  Sanford  M.  3 20 

114  So.  6th.  Beatrice 

Rathbun  S.  R. 12  35 

Sidney 


Dist.  Co. 

Name  Code  Code 

Rausten,  David  S. 2 30 

Banning,  Calif. 

Read,  Paul  S. 1 37 

2415  Fort,  Omaha 

Redfield,  J.  B.  11  31 

508V^  N.  Dewey,  No.  Platte 

Redgwick,  J.  P. 1 37 

207  So.  42nd,  Omaha 

Reed.  E.  B.  2 30 

3145  “O”  St.,  Lincoln 

Reed,  Paul  A.  7 50 

Deshler 

Reeder.  Grant  (Life)  5 16 

212  First  Natl.  Bank. 

Fremont 

Reeder.  Robert  C.  5 16 

212'  First  Natl.  Bank, 

Fremont 

Reeder,  Wm.  J. 5 3 

Cedar  Rapids 

Reedy,  Wm.  J. 1 37 

324  City  Natl.  Bank. 

Omaha 

Rees,  Barney  B.  1 37 

419  Doctors  Bldg.,  Omaha 

Reese,  S.  O.  2 30 

816  Sharp  Bldg.  Lincoln 

Reeves,  E.  Howard  9 19 

Scotia 

Reichstadt,  Paul  F.  1 37 

3001  No.  16th,  Omaha 

Reid,  John  D.  (Life)  4 * 

Pilg?r 

Reighter.  Kenneth  M.  1 37 

3665  “Q”  St.,  Omaha 

Reiner,  Walter  M. 10  40 

Holdrege 

Render.  N,  D. 4 32 

Nortolk  State  Hosp., 

Norfolk 

Retelsdorf.  C.  Lee 1 37 

3610  Dodge.  Omaha 

Reynolds,  W.  E.  4 9 

Laurel 

Rice,  C.  E.  3 20 

Odell 

Richard,  Warren  E.  10  1 

715  N.  St.  Joseph,  Hastings 

Richards.  F.  L.  9 5 

214  W.  25th,  Kearney 

Rickman.  James  H.  2 30 

626  Sharp  Bldg.,  Lincoln 

Riddell  Ted  12  47 

15  E.  18th,  Scottsbluff 

Rider,  Larry  D.  2 30 

Golden,  Colo. 

Rider,  E.  E.  (Life)  2 30 

Orleans 

Ring.  Floyd  O.  1 37 

509  Doctors  Bldg.,  Omaha 

Ritter.  Donald  G.  2 30 

Rochester.  Minn. 

Roach.  R.  W.  7 45 

San  Bernardino.  Calif. 

Robertson.  Geo.  E.  1 37 

308  So.  39th,  Omaha 

Rogers.  E.  A.  2 30 

St.  Dept.  Health,  Lincoln 

Rogers,  Jobn  W.  2 30 

Atascadero,  Calif. 

Root.  Charles  M.  1 37 

3610'  Dodge,  Omaha 

Rose,  Forrest  I. 2 30 

1203  Sharp  Bldg.,  Lincoln 

Rose,  Kenneth  D.  2 30 

Student  Health  Center, 

U.  of  N.,  Lincoln 

Rosenau,  J.  A.  12  47 

102  E.  2lst,  Scottsbluff 

Rosenau,  Oliver  P.  9 15 

Cozad 

Rosenlof,  R.  C. 9 5 

5 W.  31st,  Kearney 

Rouse,  James  W.  1 37 

918  Med.  Art',  Omaha 

Rowe,  E.  W.  (Life)  2 30 

434  So.  Cotner,  Lincoln 

Rubnitz.  A.  S.  1 37 

732  Med.  Arts,  Omaha 

Ruch,  Ralph  O.  1 37 

1118  Med.  Arts,  Omaha 

Rumbolz,  Wm.  L.  1 37 

207  So.  42nd,  Omaha 

Rundquist,  R.  B.  5 42 

2630  Pershing  Rd.,  Columbus 

Runty  H.  D. 3 20 

DeWitt 

Rutt,  Fred  J.  10  1 

704  Eastside  Blvd., 

Hastings 


Dist.  Co. 


Name  Code  Code 

Rydberg,  C.  A.  9 14 

Litchfield 

Ryder,  Frank  D.  9 22 

1902  W.  Charles,  Gr.  Island 

Ryder,  James  E.  1 37 

1901  Missouri,  Omaha 
Ryerson,  Edwin  R.  (Life)  - 2 30 

2011  So.  19th,  Lincoln 
Salhanick.  Catherine  O.  — 1 37 

42nd  & Dewey,  Omaha 

Salhanick.  Hilton  A.  1 37 

42nd  & Dewey,  Omaha 

Sallenbach,  Donald  H.  9 5 

Gibbon 

Salter,  George  B.  4 32 

900  Noriolk  Ave.,  Norfolk 

Samuelson.  Myron  E.  3 20 

Wymore 

Sanders,  Edward  J.  1 37 

326  Med.  Arts,  Omaha 

Sanderson,  D.  D. 2 30 

914  Stuart  Bldg.  Lincoln 

Sauer,  L.  E.  5 6 

Tekamah 

Saults,  Chas.  F.  11  31 

Mullen 

Sawyers,  Gordon  E.  11  31 

715  S.  Jeffers.  No.  Platte 

Schack,  Colin  B.  1 37 

207  So.  42nd,  Omaha 

Schenken,  John  R.  1 37 

Methodist  Hosp..  Omaha 

Scherer,  Robert  H.  4 13 

West  Point 

Schmitz.  Gerhardt 12  47 

j18  W.  18th.  Scottsbluff 

Schmitz.  Wm.  H.,  Jr. 1 37 

611  City  Natl.  Bank. 

Omaha 

Schmitz,  W.  H.,  Sr. 1 37 

611  City  Natl.  Bank, 

Omaha 

Scholz,  Jack  V.  9 15 

Cozad 

Schreiner,  Gilbert  C.  1 37 

125  No.  38th,  Omaha 

Schutz.  John  C.  3 28 

Tecumseh 

Schwartz,  Maurice  1 37 

26th  & “J”  St.,  Omaha 

Schwedhelm,  A.  J.  4 32 

13th  & Nebraska,  Norfolk 
Schwertley,  F.  J.  (Life)  __  1 37 

614  Barker  Bldg.,  Omaha 

Scott,  Nathaniel  C. 1 37 

U.  of  N.  College  of 
Medicine,  Omaha 

Scott,  Paul  M.  3 34 

Auburn 

Sehnert.  Keith  W.  6 52 

Dorsey  Labi.,  Lincoln 

Seiver,  C.  P.  5 16 

507  E.  6th,  Fremont 

Seng,  O.  L.  12  4 

Box  150.  Alliance 

Seng,  Willard  G.  11  21 

Oshkosh 

Serbousek,  Richard  8 25 

Atkin.son 

Serbousek,  Stanley  A.  12  4 

Bassett 

Shaffer.  Harry  D. 2 30 

724  Shai*p  Bldg.,  Lincoln 

Shamberg.  Alfred  H.  12  10 

Kimball 

Shank,  F.  W.  10  49 

310  W.  7th,  McCook 

Shannon,  D.  D.  12  4 

916  W.  10th,  Alliance 

Shapiro,  Irving  1 37 

2010  No.  66th,  Omaha 

Sharrar,  Lynn  2 30 

719  Shai*p  Bldg.,  Lincoln 

Shaughnessy,  E.  J. 11  31 

nil  W.  4th,  No.  Platte 

Shaw.  W.  L.  (Life)  10  1 

Reseda.  Calif. 

Shearer.  W.  L.  1 37 

1218  Med.  Ai'ts,  Omaha 

Shepherd,  Wm.  3 44 

Falls  City 

Sher.  Philip  (Life)  1 37 

4801  No.  52nd,  Omaha 

Shiffemiiller,  Floyd  H. 8 25 

Ainsworth 

Shopp.  Bryce  G.  10  49 

Imperial 

Shramek,  C.  J.  1 37 

511  Redick  Tower,  Omaha 
Shreck.  H.  W.  10  1 


422  No.  Hastings,  Hastings 
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Dist.  Co. 

Name  Code  Code 

Siedenburg  R.  H. 12  10 

Kimball 

Sievers,  Rudolph 5 51 

Blair 

Simanek,  Geo.  F.  (Life) 1 37 

Colorado  Springs,  Colo. 

Simmons,  Cecil  5 6 

3006  So.  87th.  Omaha 
Simmons,  Eugene  E.  (Life).  1 37 

6238  Glen  wood  Rd.,  Omaha 

Simmons.  J.  R.  5 16 

1725  E.  Military,  Fremont 

Simon,  Thomas  R. 1 37 

Milwaukee,  Wis. 

Simonds,  Francis 1 37 

615  So.  38th,  Omaha 
Simons.  Milton  1 37 


701  Doctors  Bldg.,  Omaha 


Simpson,  John  E.  (Life) 1 37 

1229  First  Natl.  Bank, 

Omaha 

Simunds,  Phyllis  1 37 

8420  Center.  Omaha 

Sitorius,  Rodney  A.  9 15 

Cozad 

Skoog-Smith,  Anton  W. 1 37 

622  Doctors  Bldg.  Omaha 

Slabaugh,  Robert  A.  1 37 

5020  Dodge,  Omaha 

Slaughter,  Earl  C.  4 32 

126  So.  5th,  Norfolk 
Slaughter.  Pauline  K.  4 32 

417  Madison  Ave.,  Norfolk 

Slavik,  Edward  R.  1 37 

8422  Center.  Omaha 

Sloss,  Pierce  T.  9 22 

1310  W.  Charles, 

Grand  Island 

Slunicko,  Jules  A.  1 37 

308  Exchange  Bldg.,  Omaha 

Slutzky.  Ben  1 37 

5009  Nicholas  St.,  Omaha 

Smith,  A.  J.  5 i$ 

8802  Hamilton,  Omaha 

Smith,  Arthur  L..  Jr.  2 30 

510  Anderaon  Bldg., 

Lincoln 

Smith.  Arthur  L.  Sr. 2 30 

510  Anderson  B!dg., 

Lincoln 

Smith,  Clarence  4 9 

Council  Bluffs,  la. 

Smith.  Clifford  L.  1 37 

506  Center  Bldg.,  Omaha 

Smith.  Dorothy  I.  1 37 

U.  of  N.  Hosp.  Omaha 

Smith,  Edward  J.  1 37 

403  Center  Bldg.,  Omaha 

Smith.  Fay  10  49 

Imperial 

Smith.  Francis  D.  1 37 

XJ.  of  N.  College  of 
Medicine,  Omaha 

Smith,  Harold  V.  9 5 

211  W.  33rd,  Keame>^ 

Smith,  L.  R.  9 5 

211  W.  33rd.  Kearney 

Smith.  Richard  D. 1 37 

111  Do'^tors  Bldg.,  Omaha 
Smith.  Robert  C. 10  1 

418  N.  Hastings,  Hastings 

Smith.  Roy  J.  5 3 

Albion 

Smith,  Thomas  T. 1 37 

211  Med.  Arts,  Omaha 

Sobota,  Joseph  E.  1 37 

3019  Ames,  Omaha 

Solomon.  W.  W. 1 37 

3024  No.  24th.  Omaha 

Sorensen.  C.  N.  12  47 

1801  Broadway,  Scott’b!uff 

Sorenson.  Robert  5 16 

1135  N.  Oak  St..  Fremont 

Soule.  Mary  A.  1 37 

442  Doctors  Bldg.,  Omaha 

Spethman.  Gerald  5 3 

Albion 

Spivey,  C.  D. 9 14 

Anselmo 

Srb,  A.  F.  1 37 

1719  So.  16th.  Omaha 

Srb.  G.  J.  5 16 

Dodge 

Stafford.  G.  E.  2 30 

800  So.  13th.  Lincoln 

Staley,  Sanford  O.  9 5 

11  31st.  Kearney 

Stanard,  J.  T.  (Life)  6 48 

Sev/ai^ 

Stappenbeck,  Alfred  P. 3 44 

Humboldt 

Starr,  Philip  H.  1 37 


509  Doctors  Bldg.,  Omaha 


Dist.  Co. 


Name  Code  Code 

Statton,  R.  F.  2 30 

702  ShaiT>  Bldg.,  Lincoln 

Steams,  R.  J.  (Life)  1 37 

2301  Ellison,  Omaha 

Steenburg,  Donald  B. 6 23 

Aurora 

Steenburg.  E.  A.  6 23 

Aurora 

Steenburg.  E.-.  K.  6 23 

Washington,  D.C. 

Steenburg,  Houtz  G. 6 23 

Aurora 

Steffens,  L.  C,  9 5 

211  W.  33rd,  Kearney 

Stehl.  C.  H.  L.  5 16 

Scribner 

Stein,  Robert  J.  2 30 

430  Stuart  Bldg.,  Lincoln 

Steinberg.  A.  A.  1 37 

617  Kilpatrick  Bldg. 

Omaha 

Steinberg.  M.  M. 1 37 

307  Med.  Arts,  Omaha 

Stemper,  Jack  M.  2 30 

4740  “A”  St..  Lincoln 

Stevenson,  B.  M.  9 5 

211  W.  33rd,  Kearney 

Stevenson.  Edward  11  31 

108  S.  Vine.  North  Platte 

Stewart.  Frank  A.  2 30 

2133  W'inthrop  Rd., 

Lincoln 

Stewart,  Geo.  J. 4 32 

Box  408.  Norfolk 

Stewart.  H.  C.  3 39 

Pawnee  City 

Stivrins,  Kazimirs  2 30 

3145  “O”  St.,  Lincoln 

Stivrins,  Patrcia  Cole  2 30 

3145  “O”  SL.  Lincoln 

Stone,  F.  P.  2 30 

2300  So.  13th.  Lincoln 

Stonecypher,  D.  D. 2 38 

Nebraska  City 

Stoner  Maurice  E. 1 37 

628  Med.  Arts,  Omaha 

Stout,  Kenneth  C.  10  49 

Benkelman 

Stover,  Lee  2 30 

800  So.  13th,  Lincoln 

Strader,  R.  M.  2 30 

430  Stuart  Bldg.,  Lincoln 
Strickland,  W.  R.  (Life)  — 1 37 

1912  So.  48th,  Omaha 

Strough,  LaVem  C.  1 37 

Nebr..  Psychiatric  Inst., 

Omaha 

Stryker.  Robert  M. 1 37 

8284  Hascall.  Omaha 

Sucgang,  F.  P.  ^ 12  4 

515  Niobrara  Ave.,  Alliance 

Sucha,  Eugene  L.  4 13 

West  Point 

Sucha,  Merlin  L.  5 12 

Schuvler 

Sucha.  W.  L.  (Life)  1 37 

4017  Page.  Omaha 

Sullivan,  H.  T. 1 37 

1036  Redick  Tower 
Omaha 

Sullivan,  M.  M.  (Life)  9 19 

Spalding 

Surber.  E.  G.  4 32 

Box  225  Norfolk 

Svehla.  Richard  B.  1 37 

528  Med.  Arts,  Omaha 

Swab,  Chas.  M.  1 37 

1316  Med.  Arts,  Omaha 

Swab,  Elizabeth  M.  1 37 

1316  Med.  Arts.  Omaha 

Swenson,  Samuel  A.,  Jr. 1 37 

110  Doctors  Bldg.,  Omaha 
Taborsky.  A.  F.  2 30 

629  Stuart  Bldg.,  Lincoln 

Takenaga,  R.  T. 11  31 

112  E.  6th.  No.  Platte 

Tamisiea,  Jerry  X.  1 37 

Methodist  Hosp.,  Omaha 

Tanner.  Frank  H. 2 30 

1835  S.  Pershing  Rd.. 

Lincoln  , 

Tanner.  John  W. 1 37 

8712  Pacific,  Omaha 

Taylor  Bernie  D.  11  31 

1214  W.  “A’‘  St., 

North  Platte 

Taylor,  Bowen  E.  2 30 

3145  “O”  St.,  Lincoln 

Taylor.  H.  A.  (Life)  2 30 

4728  St.  Paul,  Lincoln 

Taylor,  Robert.  W.  3 20 

108  So.  6th,  Beatrice 


Dist.  Co. 


Name  Code  Code 

Taylor.  Willis  H.,  Jr. 1 37 

3807  Cuming,  Omaha 

Teal,  F.  F.  (Life)  2 30 

2815  So.  37th,  Lincoln 

Teal.  Fritz  2 30 

2300  So.  13th,  Lincoln 

Tennant.  H.  S. 4 * 

Stanton 

Tenney.  Lloyd  E. 2 30 

820  Sharp  Bldg.,  Lincoln 

Thayer,  James  E.  12  10 

Sidney 

Therien.  R.  C. 1 37 

701  Doctora  Bldg.,  Omaha 

Thierstein,  S.  T.  2 30 

1108  Sharp  Bldg.,  Lincoln 

Thomas,  Chas.  W.  3 20 

Wymore 

Thomas,  Conrad  J.  10  18 

Franklin 

Thomas.  John  M. 1 37 

125  No.  38th,  Omaha 

Thomas.  R.  L.  2 30 

Medical  Village.  Lincoln 

Thompson.  Chester  Q. 1 37 

671  No.  56th.  Omaha 

Thompson.  Dorothy  1 37 

Methodist  Hosp..  Omaha 

Thompson.  I.  L.  (Life) 4 13 

West  Point 

Thompson,  J.  C.  2 30 

307  So.  16th,  Lincoln 

Thompson.  John  R. 3 34 

Auburn 

Thompson.  John  S. 2 30 

307  So.  16th.  Lincoln 

Thompson.  Lynn  W. 1 37 

526  Doctors  Bldg..  Omaha 

Thompson,  Warren  Y.  1 37 

662  No.  57th  Ave..  Omaha 

Thomson,  J.  E .M.  (Life) 2 30 

Rancho  Santa  Fe,  Calif. 

Thorough,  Paul  H.  2 30 

1325  Sharp  Bldg.,  Lincoln 

Tibbels.  R.  H.  5 6 

Oakland 

Todd,  Richard  N. 2 30 

Colorado  Springs.  Colo. 

Tollefson,  Richard  L. 4 29 

Wausa 

Tollman.  J.  P. 1 37 

U.  of  N.  College  of 
Medicine.  Omaha 

Townley.  Robt.  1 37 

3610  Dodge.  Omaha 

Tranisi.  Carl  P.  1 37 

8420  Center,  Omaha 

Travnicek,  F.  G.  7 45 

Wilbur 

Treptow.  Kenneth  R. 5 33 

Central  City 

Tribulato.  Louis  F.  1 37 

519  So.  51st.  Omaha 

Troester.  O.  M.  6 23 

Hampton 

Trowbridge.  J.  A.  (Life) 7 36 

Superior 

Truhlsen  Stanlev  M.  1 37 

710  Doctors  Bldg.,  Omaha 

Tucker,  J.  Guy 7 50 

Alexandria 

Tunakan,  Bulent  1 37 

Nebr.  Psychiatric  Inst., 

Omaha 

T>'son,  R.  W.  2 8 

Murray 

Underwood,  Geo.  R.  2 30 

5826  “J”  St.,  Lincoln 

Va  Verka.  James  W.  1 37 

219  Med.  Arts.  Omaha 

Verges.  C.  J.  (Life)  4 32 

Box  117.  Norfolk 

Verges,  Val  C.  4 32 

Box  279.  Norfolk 

Vetter.  J.  G.  1 37 

721  W.O.W.  Bldg.,  Omaha 

Vickery,  Robert  D. 1 37 

815  Doctors  Bldg..  Omaha 

Vnuk.  Wallace  J.  5 16 

517  1st  Natl.  Bank, 

Fremont 

Waddell.  J.  C.  3 20 

114  So.  6th.  Beatrice 

Waddell  W.  W.  3 20 

114  So.  6th,  Beatrice 

Waggener,  J.  T.  (Life) 3 20 

Adams 

Waggener,  Ronald  E. 1 37 


Methodist  Hosp.,  Omaha 
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Dist.  Co. 


Name  Code  Code 

Wagner.  Loyd 10  1 

Mar>'  Lanning  Hosp., 

Hastings 

Waldbaum,  Milton  G. 1 37 

1512  So.  60th,  Omaha 

Walker.  H.  H. 11  31 

Box  676.  North  Platte 

Walker.  Hiram  R.  10  24 

Alma 

Wallace.  Hobart  E.  2 30 

5145  “O”  St.,  Lincoln 

Wallace,  Stephen  E.  € 46 

Wahoo 

Walsh.  E.  M. 1 37 

5002  Dodge.  Omaha 

Waltemath,  Glenn  11  31 

1214  W.  “A”  St.. 

North  Platte 

Walvoord  Carl  A.  1 37 

4052  Grand.  Omaha 

Wanek,  Frank  W.  8 35 

Gordon 

Warner,  Ruth  2 30 

909  Stuart  Bldg.,  Lincoln 

Waters.  Chester  H..  Jr. 1 37 

209  So.  42nd.  Omaha 

Waters.  Chester  H.,  Sr. 1 37 

(Life) 

843  Fairacres,  Omaha 

Waters.  Robert  W.  8 25 

O’Neill 

Watke.  Fred  M.  (Life) 1 37 

4624  Davenport 

Watland,  Dean  C.  1 37 

728  Doctors  Bldg.,  Omaha 

Watson.  Don  P.  9 22 

704  W.  Koenig,  Gr.  Island 

Watson.  E.  A.  9 22 

710  W.  Koenig,  Gr.  Island 

Watson,  E.  A.  9 15 

Lexington 

Watson  Victor  R.  6 48 

Seward 

Way.  Charles  W. 6 46 

Wahoo 

Webb,  Adin  H, 2 30 

2600  Washington,  Lincoln 

Weber.  C.  R.  10  1 

612  W.  6th.  Ha.stings 

Webman,  Arnold  L 7 36 

Superior 

Webster.  F.  S.  2 30 

1000  So.  13th,  Lincoln 

Weekes.  Thomas  L.  2 38 

Nebraska  City 

Weeks,  David  S.  1 37 

8284  Hascall,  Omaha 

Wegner.  E.  S.  2 30 

724  Sharp  Bldg.,  Lincoln 

Weiler,  Leo  F.  7 36 

Lawrence 

Weingarten,  William  H. 1 37 

111  Doctors  Bldg.,  Omaha 

Welch,  J.  S.  (Life)  2 30 

New  York  City.  N.Y. 

Weldon.  R.  C.  2 38 

Nebraska  City 

Wendt,  Bernard  F.  2 30 

735  So.  56th,  Lincoln 

Wengert,  D.  B.  5 16 

640  N.  “H”  St.,  Fremont 

Westfall,  Robert  H.  5 3 

4109  Dewey,  Omaha 


Dist.  Co. 


Name  Code  Code 

Whithead,  E.  I.  (Life)  12  4 

704  Laramie  Ave.,  Alliance 

Whitlock.  H.  H.  2 30 

805  Sharp  Bldg.,  Lincoln 

Wiedman.  J.  G.  2 30 

1404  Shai*p  Bldg..  L’ncoln 

Wiedman.  Wilbur  G.  2 30 

135  So.  14th,  Lincoln 

Wieland,  Clark  D.  1 37 

(Service).  New  York,  N.Y. 

Wigton.  Robert  S.  1 37 

105  So.  49th.  Omaha 

Wilcox.  C.  W.  9 14 

Ansley 

Wilcox  Malcolm  B.  9 5 

214  W.  25th,  Kearney 

Wildhaber,  W.  T.  3 20 

710  E.  Court,  Beatnce 

Wiley,  Stuart  P.  12  47 

Gering 

Wilkie,  Louis  J. 1 37 

816  Med.  Arts.  Omaha 

Wilkinson.  Donald  E.  12  10 

524  Box  Butte  Ave., 

Alliance 

Williams,  A.  Ruth  1 37 

612  Omaha  Loan.  Omaha 

Williams,  C.  D.  (Life)  5 * 

Genoa 

Williams.  C.  R.  2 38 

Syracuse 

Williams,  J.  B.  (Life)  2 30 

Glendale.  Calif. 

Williams,  Jon  T.  2 30 

435  So.  16th,  Lincoln 

Williams.  Martin  P.  6 46 

Ashland 

Williams.  Perry  T.  1 37 

1325  N.  Saddle  Creek  Rd.. 

Omaha 

Williams  Russell  R.  1 37 

1412  Med.  Arts,  Omaha 

Wilson,  Carlye  E. 1 37 

540  Doctors  Bldg.,  Omaha 

Wilson,  D.  J.  1 37 

1113  Med.  Arts,  Omaha 

Wilson.  Nat  J.  2 30 

V.A.  Haspital.  Lincoln 

Wilson.  Rex  W.  8 25 

O’Neill 

Wilson,  Richard  B.  1 37 

Univ.  Hosp.,  Omaha 

Wisman,  Jack  11  31 

614  W.  5th,  North  Platte 

Wittson,  Cecil  L. 1 37 

Nebr.  Psychiatric  Inst., 

Omaha 

Wolf,  W.  K.  8 35 

Gordon 

Wood,  Maynard  A.  2 30 

3145  “O”  St.,  Lincoln 

Woodard,  J.  M.  6 23 

Aurora 

Woodin.  J.  G.  9 22 

1823  N.  Park.  Gr.  Island 

Woodruff,  Bradley  9 22 

1310  W.  Charles 
Grand  Island 

Woodward.  James  M.,  Jr.  _ 2 30 

(Seiwice), 

Washington,  D.C. 

Woodward,  James  M.,  Sr.  _ 2 30 


910  Sharp  Bldg.,  Lincoln 


Dist.  Co. 

Name  Code  Code 

Worthman,  H.  W.  2 8 

Louisville 

Wright.  W.  D.  1 37 

652  No.  66th.  Omaha 

Wright.  Wm.  E.  4 29 

Creighton 

Wurl.  Otto  A.  1 37 

3610  Dodge,  Omaha 

Wycoff,  Ray  S. 9 15 

Lexington 

Wyrens  Raymond  J.  1 37 

5015  Dodge.  Omaha 

Yaw.  Elwood  E. 10  49 

Imperial 

Yoachim,  Wm.  P.  7 27 

Fairbury 

Yost.  J.  G.  10  1 

608  W,  6th,  Hastings 

Young.  Geo.  A.  1 37 

1317  Ridgewood,  Omaha 

Youngman,  Robert  A. 2 30 

3145  “O”  St.,  Lincoln 

Zahller,  F.  Marshall.  Jr. 1 37 

5519  Military.  Omaha 

Zarbano,  Sebastian  1 37 

3374  So.  13th,  Omaha 

Zastera  J.  R.  1 37 

816  Med.  Arts,  Omaha 

Zeman.  E.  D.  2 30 

1145  South,  Lincoln 

Ziegler,  R.  G.  11  31 

1111  W.  4th,  No.  Platte 

Zikmund.  E.  T.  5 33 

Central  City 

Zimmer.  Clarence  7 45 

Friend 

Zlomke,  Wayne  9 19 

Ord 

Zoucha.  Adam  E. 1 37 

4320  So.  24th.  Omaha 

Zukaitis.  Raymond  R. 1 37 

7631  Main,  Ralston 

1961  DECEASED  MEMBERS 

Bozarth,  Elton  P.  1 37 

Omaha 

June  10.  1961 

Clarke,  Harvey  (Life) 11  31 

North  Platte 
August  9,  1961 


Dickinson.  L,  E..  Sr.  (Life)  9 5 

Ravenna 
July  10.  1961 

Moore  C.  G.  (Life)  5 20 

Glendale,  Calif. 

August  12,  1961 

Owen,  M.  L.  9 19 

Sargent 

September  7,  1961 

Pierce.  C,  M.  12  35 

Chadron 

February  16,  1961 

Rubin.  Sidney  1 37 

Omnha 

November  6,  1961 

Sage.  Earl  C.  1 37 

Omaha 

October  4,  1961 

Tushla.  F.  M.  3 34 

Auburn 
June  18,  1961 

Watson.  C.  R.  (Life)  12  47 

Mitchell 

August  20,  1961 


December,  1961 
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1961  Membership  Roster  Nebraska  State  Medical  Association 

FIRST  DISTRICT 


DOUGLAS 

OMAHA— 

Abts,  A.  W. 

7906  Dodge  St. 

Adams,  Payson 
415  Doctors  Bldg. 
Aftonomos,  Lefkos  T. 

5404  Ames  Ave. 

Aita,  John  A. 

2302  North  55th  St. 
Akeson,  Wayne 

1420  Medical  Arts  Bldg. 
Albertson.  L.  C. 

516  Medical  Arts  Bldg. 
Allen,  John  F.  (Life) 

La  Jolla,  Calif. 

Alliband,  George  T. 

1020  Medical  Arts  Bldg. 
Allison,  George  J. 

Ralston,  Nebr. 

Andersen,  Alfred  C. 

4826  South  24th  St. 
Andersen.  M.  C. 

1120  Medical  Arts  Bldg. 
Anderson,  Harley  E. 

5002  Davenport 
Anderson.  Lawrence  L. 

1336  Medical  Arts  Bldg. 
Angle,  Carol  R. 

418  South  82nd  St. 

Angle,  Wm.  D. 

418  So.  82nd  St. 

Antony.  Arthur  C. 

5715  Military  Ave. 
Armbrust.  Walter 
5401  Leavenworth 
Austria,  G.  O. 

2321  M St. 

Baca,  D.  E. 

Papillion  (Sarpy  Co.) 

Bach,  Stanley  M. 

625  Doctors  Bldg. 

Bantin,  C.  F. 

6858  Minne  Lusa  Blvd. 
Bantin,  E.  W. 

6862  Minne  Lusa  Blvd. 
Barmore,  John  L. 

728  Doctors  Bldg. 

Barry,  M.  W. 

1416  Medical  Arts  Bldg. 
Barta.  Frank  R. 

324  City  Natl.  Bank  Bldg. 
Bartek.  Julius  G. 

619  Barker  Bldg. 

Baum.  Cletus  J. 

403  Center  Bldg. 

Beber.  Meyer 

301  Doctors  Bldg. 

Bendorf,  D.  H. 

5434  No.  42nd 
Best.  R.  Russell 
609  Doctors  Bldg. 

Bisgard,  J.  Dewey 
422  Doctors  Bldg. 

Black,  Albert  S.,  Jr. 

1414  Medical  Arts  Bldg. 
Bleicher,  Jerome  E. 

2602  J Street 
Boelter,  Wm.  C. 

534  Dociors  Bldg. 

Boler,  Thomas  D.  (Life) 

651  North  59th  St. 
Bonniwell.  Chas.  M. 

8613  North  30th  St. 
Borghoff,  Joseph  J. 

7906  Dodge  St. 

Boyne.  H.  N. 

1302  Medical  Arts  Bldg. 
Bozarth.  Elton  P. 

2912  Ames  Ave. 

(Deceased  6-10-61) 
Brannen,  Chas.  F. 

1901  Missouri  Ave. 

Brazer,  J.  G. 

5114  Lafayette 
Bressman,  Chas.  M. 

8613  North  30th  St. 
Brinkman.  H.  H. 

5519  Military  Ave. 
Brodkey,  M.  H. 

320  Medical  Arts  Bldg. 
Brody,  Alfred  W. 

Creighton  Univ., 

School  of  Medicine 
Browne,  Kenneth  M. 

924  Medical  Arts  Bldg. 
Brush.  John  H. 

1329  Medical  Arts  Bldg. 


HAROLD  N. 

Bucholz.  Donald  J. 

3610  Dodge  St. 

Burney,  Dwight  W.,  Jr. 

609  Doctors  Bldg. 

Burns,  B.  C. 

421  Farm  Credit  Bldg. 
Bums,  B.  C.,  Jr. 

407  So.  86th  St. 

Cameron.  O.  J. 

1520  Medical  Arts  Bldg. 
Campbell,  Louis  S. 

609  Doctors  Bldg. 

Camazzo,  S.  J. 

723  Barker  Bldg. 

Carp,  Oscar 

515  Medical  Arts  Bldg. 
Carter.  James  G. 

728  Doctors  Bldg. 

Cassidy,  W.  A. 

1020  Medical  Arts  Bldg. 
Catania,  Nancy 

820  Medical  Arts  Bldg. 
Christensen.  J.  B. 

1329  Medical  Arts  Bldg. 
Christlieb.  J.  M. 

7021  Bellevue  Blvd. 

Clark.  W.  M. 

1113  Redick  Tower 
Cleaver,  Edgar  M. 

1218  No.  88th  St. 

Clemens.  Richard  P. 

4052  Grand  Ave. 

Cochran,  Robert  M. 

452  Aquila  Court 
Coe,  John  D. 

409  Doctors  Bldg. 

Comine.  J.  J. 

412  Medical  Arts  Bldg. 
Connolly,  E.  A. 

502  M^.  Arts  Bldg. 

Connor.  P.  James 

628  Medical  Arts  Bldg. 
Connoi-s,  E.  K. 

317  Doctors  Bldg. 

Conoan,  E.  A. 

407  Dennis  Dr.,  Bellevue 
Cook,  Lyman  J.  (Life) 

1612  Medical  Arts  Bldg. 
Cotton.  Walter  T. 

834  Doctors  Bldg. 

Courtney,  J.  E. 

730  City  Natl.  Bank  Bldg. 
Crofoot,  Michael 
542  Doctors  Bldg. 

Crotty,  Richard  Q. 

615  Medical  Arts  Bldg. 
Davis.  Allan 

401  Doctors  Bldg. 

Davis,  Edwin  (Life) 

800  Doctors  Bldg. 

Davis,  Herbert  H. 

734  Doctors  Bldg. 

Davis.  John  B. 

734  Doctors  Bldg. 

Davis,  J.  Calvin 
425  Aquila  Court 
Davis,  Neal 

416  South  93rd  St. 
DeLanney,  L.  A.  (Life) 
Walnut  Creek.  Calif. 
DeLong,  Henry  L. 

140  South  40th  St. 
Dendinger,  W.  M. 

402  Aquila  Court 
Denker,  John  C. 

Valley 

Dewey,  John  L. 

104  So.  39th  St. 

Dickerson,  Wm.  J. 

5020  Dodge  St. 

Donahue.  Francis  D. 

1204  Medical  Arts  Bldg. 
Donelan,  James  P. 

Guarantee  Mutual 
Life  Ins.  Company 
Doolittle,  H.  H. 

828  Medical  Arts  Bldg. 
Dow.  A.  G. 

1202  Medical  Arts  BldgI 
Dowell,  D.  A. 

816  Medical  Arts  Bldg. 
Drdla,  Theodore 
460  Aquila  Court 
Drozda,  Joseph  P. 

1315  Deer  Park  Blvd. 

Dunn,  F.  Lowell 
847  Fairacres  Road 
Dutch,  Stephen  J. 

Nebr.  Psychiatric  Inst. 


NEU,  Councilor 

Dworak,  Henry  L. 

503  Center  Bldg. 

Eagle.  Frank  L. 

1620  Medical  Arts  Bldg. 
Eaton,  Louise 

Nebr.  Psychiatric  Institute 
Eaton,  Merrill  T. 

Nebr.  Psychiatric  Institute 
Egan,  Richarl  L. 

Creighton  Univ.  School 
of  Medicine 
Egan,  Wm.  J. 

456  Aquila  Court 
Elston,  Harry  R. 

4930  South  24th  St. 

Endres,  Gregory  L. 

5809  Military  Ave. 

Engdahl,  Wallace  E. 

8613  North  30th  St. 
Everitt.  N.  J. 

4838  South  24th  St. 

Ewing.  Ben  F. 

220  Medical  Arts  Bldg. 
Ewing,  John  D. 

1418  Medical  Arts  Bldg. 
Fangman,  Richard  J. 

5002  Dodge  St. 

Farrell,  Chester  H. 

721  Medical  Arts  Bldg. 
Farrell,  Robert  F.  (Life) 

131  So.  39th  St. 

Fellman,  A.  C. 

309  Doctors  Bldg. 

Filkins,  John  C. 

521  Doctors  Bldg. 

Findley,  Palmer  (Life) 

3325  Fontenelle  Blvd. 
Finegan,  James 

415  Medical  Arts  Bldg. 
Finlayson,  Alister  I. 

924  Medical  Arts  Bldg. 
Fitch,  Donald  Max 
Univ.  of  Nebr.  Hosp. 
Fitzgibbons,  Robert  J. 

1412  Medical  Arts  Bldg. 
Fleishman.  Max 
260  Aquila  Court 
Fleming,  E.  F. 

3650  Burt  St. 

Follman,  J.  C. 

306  South  24th  St.,  Rm.  9 
Foster,  Miles  E.,  Jr. 
Sycamore  Farm 
Waterloo,  Nebr. 

Francis,  Marvin  B. 

201  E.  20th  Ave.,  Bellevue 
Frank,  Muriel  M. 

Methodist  Hospital 
Freed,  Albert  E. 

5020  Dodge  St. 

Freymann,  John  J. 

1113  Medical  Arts  Bldg. 
Frost,  Dwight  M. 

4102  Woolworth 
Gardiner,  J.  F. 

628  Medical  Arts  Bldg. 
Gatewood,  John  W. 

326  Medical  Arts  Bldg. 
Gedgoud,  John  L. 

304  South  42nd  St. 

George,  John  H. 

320  Doctors  Bldg. 

Gibbs,  Gordon  Everett 
Univ.  of  Nebr.  College 
of  Medicine 
Giffen,  Horace  K. 

Immanuel  Hospital 
Gifford,  Harold 

1620  Medical  Arts  Bldg. 
Gillies,  Ray  O.,  Jr. 

631  Medical  Arts  Bldg. 
Gleeson,  John  J.  (Life) 

2307  South  33rd  St. 

Glow,  Donald  Thomas 
304  South  42nd  St. 
Goodrich,  Guy  W. 

1107  South  79th  St. 
Graham.  William  E. 

8721  Shamrock  Rd. 

Graves,  Harris  B. 

434  Doctors  Bldg. 
Greenberg,  A. 

320  Medical  Arts  Bldg. 
Greenberg.  M.  M. 

1421  Dodge  St. 

Greenberg,  Richard  Saul 
1421  Dodge  St. 

Greene,  Arthur  M. 

501  Doctors  Bldg. 


Greene.  Earl  G..  Jr. 

618  Doctoi-s  Bldg. 

Grier.  John  J. 

1107  Medical  Arts  Bldg. 
Grier.  M.  E. 

828  Medical  Arts  Bldg. 
Grissom,  Robert  L. 

U.  of  N.  College  of  Medicine 
Gross,  Joseph  F. 

1307  Medical  Arts  Bldg. 
Gunderson,  Shaun  D. 

622  Doctors  Bldg. 

Gumett,  Thos.  J. 

527  Medical  Arts  Bldg. 
Hahn,  W.  N.  (Life) 

Boca  Raton,  Florida 
Hammes,  Donald  L. 

Benson  Medical  Center 
Hamsa,  W.  R. 

609  Doctors  Bldg. 

Hanisch.  Louis  E. 

739  Doctors  Bldg. 

Hankins.  Chas.  R. 

823  Doctors  Bldg. 

Hansen,  Clifford  H. 

527  City  Natl.  Bank  Bldg. 
Hardy,  C.  C.  (Life) 
Willoughby,  Ohio 
Harris,  T.  T.  (Life) 

1007  Medical  Arts  Bldg. 
Hartigan,  John 

527  M^ical  Arts  Bldg. 
Hartmann,  Clarence 
6603  North  30th  St. 

Hash  Robert  F. 

802  Medical  Arts  Bldg. 
Haslam,  George  J. 

618  Doctors  Bldg. 

Hawkins,  Robert  E. 

211  Medical  Arts  Bldg. 
Heffron,  John  F. 

215  South  42nd  St. 
Henderson,  Harry  C. 

105  So.  49th  St. 

Henn.  Mary  J. 

U.  of  N.  College  of  Medicine 
Heumann,  J.  M.  F.  (Life) 
6110  Military  Ave. 
Heywood,  Leo  T. 

828  Medical  Arts  Bldg. 
Hickey,  Charles  (Life) 
Bennington,  Nebr. 

Hill,  F.  C. 

636  Medical  Arts  Bldg. 
Holcombe  Robt.  C. 

3610  Dodge 
Holden,  W.  J. 

316  Medical  Arts  Bldg. 
Holly.  Roy  G. 

324  South  68th  St. 

Hood,  L.  Thomas 
209  South  42nd  St. 

Hoody,  Steve 
4801  Center  St. 

Horwich,  Joseph  M. 

717  Kilpatrick  Bldg. 

Hotz,  Harley 

1013  Redick  Tower 
Howard,  M.  C. 

802  Medical  Arts  Bldg. 
Hruby,  Allan  J. 

2906  Leavenworth 
Hubbard,  Theodore  F. 

1005  Meadow  Road 
Hughes,  Leo  V. 

3610  Dodge  St. 

Hughes,  W.  T. 

Gretna 

Hull,  Wayne  M.  (Life) 

St.  Petersburg,  Florida 
Hungerford,  Wm.  E. 

1904  Spencer  St. 

Hunt,  H.  B. 

Methodist  Hospital 
Isacson,  Sven  (Life) 

5036  Parker 
Iwerson,  Frank  J. 

1307  Medical  Arts  Bldg. 
Jackson.  Donald  H. 

5020  Dodge  St. 

James,  Lawrence  R. 

728  Doctors  Bldg. 

Jenkins,  Harry  J.  (Life) 

8403  Pacific 
Jensen,  Werner  P. 

1420  Medical  Arts  Bldg. 
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Johnson,  George  N. 

3569  Leavenworth 
Johnson,  Gordon  F. 

728  Doctors  Bldg. 

Johnson,  Herman  F. 

209  South  42nd  St. 
Johnson,  J.  A. 

602  Omaha  L.&.B.  Assn. 
Johnson,  Richard  N. 

3932  South  24th  St. 
Johnson,  Wm.  H. 

3724  No.  30th 
Jones.  R.  Lester 
105  South  49th  St. 

Jones,  Robert  Dale 
105  South  49th  St. 

Joyer,  Robert 

432  South  39th  St. 

Judd,  J.  H. 

1020  Medical  Arts  Bldg. 
Jurgensen,  Wm.  W. 

617  Medical  Arts  Bldg. 
Kadavy,  G.  J.  (Life) 

2703  South  16th  St. 

Kalin.  John  A. 

1909  No.  81st 
Kammandel,  Henry 
415  Doctors  Bldg. 

Keegan,  J.  Jay  (Life) 

669  No.  57th  St. 

Kelley,  J.  Whitney 

1613  Medical  Arts  Bldg. 
Kelley.  Wm.  E. 

1319  Medical  Arts  Bldg. 
Kelly,  James  F. 

816  Medical  Arts  Bldg. 
Kelly,  James  F.,  Sr. 

816  Medical  Arts  Bldg. 
Kemp,  Wm.  T. 

3001  North  16th  St. 
Kennedy.  John  C. 

1520  Medical  Arts  Bldg. 
Kim,  Kisik 

Nebr.  Psychiatric  Institute 
Kirk,  E.  J. 

434  Aquila  Court 
Klabenes,  Frank  J. 

1020  Medical  Arts  Bldg. 
Koszewski,  Bohdan  J. 

2602  “J’^  Street 
Kovar,  W.  R. 

3610  Dodge  St. 

Kovarik,  James  R. 

3568  Dodge  St. 

Kroupa,  W.  E. 

3568  Dodge  St. 

Krush,  Thaddeus  P. 

Nebr.  Psychiatric  Institute 
U.  of  N.  College  of  Medicine 
Kulesh,  Morton  H. 

701  Doctors  Bldg. 

Ladwig,  Harold  A . 

302  City  Natl.  Bank  Bldg. 
Langdon,  Edward 
823  Doctors  Bldg. 

Langdon,  Frederick  J. 

3610  Dodge  St. 

Langdon,  Robert  M. 

3568  Dodge  St. 

Lanspa,  Eugene  F. 

4801  Center  St. 

Larson,  Arthur  L. 

701  Doctors  Bldg. 

Latenser,  John 
809  Doctors  Bldg. 

Leahy,  James  J. 

3610  Dodge  St. 

Lee,  Leroy  W. 

800  Doctors  Bldg. 

Lehnhoff,  Henry  J. 

720  Doctors  Bldg. 

Lempka,  Arnold  W. 

502  Medical  Arts  Bldg. 
Lennox,  G.  B. 

2527  Patrick  St. 

Lewis,  Raymond  G. 

5015  Dodge  St. 

Lipp,  Frank  E.  (Life) 

5812  Pierce  St. 

Lombardo,  Anthony  J. 

273  Aquila  Court 
Long,  Robert  S, 

8721  Shamrock  Road 
Longo,  Charles  A. 

2225  Jefferson 
Bellevue,  Nebr. 

Longo.  Joseph  A. 

710  Kilpatrick  Bldg. 
Loomis,  George  W. 

720  Doctors  Bldg. 

Lovgren,  Robert  E. 

719  Doctors  Bldg. 

Luby,  Robert  J. 

828  Medical  Arts  Bldg. 
Lucas,  J.  F. 

815  W.O.W.  Bldg. 


Luikart,  Ralph 

708  Medical  Arts  Bldg. 
Lyman,  E.  D. 

City  Health  Department 
1201  South  42nd  St. 
MacQuiddy,  E.  L.,  Sr.  (Life) 
5612  Jones  St. 

MacQuiddy,  E.  L..  Jr. 

478  Aquila  Court 
Madsen.  C.  C. 

61041/^  Military  Ave. 

Magid,  Bernard 
525  Doctors  Bldg. 

Magiera,  Stephen  L. 

527  City  Natl.  Bank  Bldg. 
Magruder,  Thomas  G. 

1512  South  60th  St. 
Mailliard,  James  A. 

527  Medical  Arts  Bldg. 
Malashock.  Edward  M. 

800  Doctors  Bldg. 
Mangimelli,  Samuel  T. 

723  Barker  Bldg. 

Marcotte,  Dale  D. 

10052  Corby 
(Lancaster  Co.) 

Margolin,  J.  Milton 
902  M^ical  Arts  Bldg. 
Margolin.  Morris  (Life) 

902  Medical  Arts  Bldg. 
Martin.  Paul  J. 

826  Medical  Arts  Bldg. 
Mauer,  R.  T. 

1520  Medical  Arts  Bldg. 
Maynard,  James  H. 

2505  North  50th  St. 
McArdle,  G.  Prentiss 

1216  Medical  Arts  Bldg. 
McAvin,  J.  S. 

Lutheran  Hospital 
McCarthy,  Harry  H. 

326  Medical  Arts  Bldg. 
McCarthy,  J.  D. 

1036  Medical  Arts  Bldg. 
McCarthy,  John  O. 

401  Center  Bldg. 

McCaslin,  Joseph 
6016  Ames  Ave. 
McCleneghan,  Sam  (Life) 
Route  1 
Valley,  Nebr. 

McCormick,  Keith  M. 

3610  Dodge  St. 

McCrann,  W.  J. 

301  Courtney  Bldg. 
McDonald,  Raymond 
617  Medical  Arts  Bldg. 
McFadden,  Harry  W.,  Jr. 

701  Doctors  Bldg. 

McGee,  Harry  E.  (Life) 

515  South  52nd  St. 
McGoogan,  Leon  S. 

3568  Dodge  St. 

Mclntire,  Matilda  S. 

602  So.  44th  Ave. 

Mclntire.  W.  C. 

3610  Dodge  St. 

McKain,  J.  M. 

Creighton  University 
School  of  Medicine 
McLaughlin,  C.  W.,  Jr. 

409  Doctors  Bldg. 

McLeay.  H.  L.  (Life) 

2024  No.  67th  Ave. 
(Lancaster  Co.) 

McLeay,  John  F.  (Service) 
California 
McMartin,  W.  J. 

603  City  Natl.  Bank  Bldg. 
McMillan.  Aaron  M. 

2854  Wirt  St. 

McMurtrey,  George  B. 

634  Doctors  Bldg. 
McNamara.  J.  W. 

334  Doctors  Bldg. 
McWhorter,  Clarence 
10711  Cedar 
Melcher,  Wm.  H.  (Life) 

4339  Walnut 
Mercer,  Nelson  S.  (Life) 

2506  Dodge  St. 

Miller,  Daniel  M, 

326  Doctors  Bldg. 

Millett,  Clinton  C. 

3610  Dodge  St. 

Minthorn,  Murray  F. 

5620  Ames 
Mitchell,  John  R. 

4815  Dodge  St. 

Mnuk,  Frank  J. 

3374  South  13th  St. 

Moody,  W.  B. 

530  Medical  Arts  Bldg. 
Moon,  C.  F.  (Life) 

207  South  42nd  St. 


Moore,  Clyde  (Life) 

319  Medical  Arts  Bldg. 
Moore,  Ralph  C. 

2017  South  107th  Street 
Moragues,  Vincent 
Creighton  University 
Moran.  C.  S. 

St.  Catherine’s  Hospital 
Morris,  Haskell 
530  Medical  Arts  Bldg. 
Morrison,  Wm.  Howard 
710  Doctors  Bldg. 

Morrow.  Paul  N. 

3610  Dodge  St. 

Muehlig,  G.  Kenneth 
7805  Pine  St. 

Muehlig,  W.  A. 

636  Medical  Arts  Bldg. 
Muffly,  Robert  Benton 
Nebr.  Psychiatric  Inst. 

602  South  44th  Ave. 

Murphy,  Albert  V. 

826  Medical  Arts  Bldg. 
Murphy,  Charles  M. 

5901  Military  Avenue 
Murphy,  J.  Harry 
215  South  42nd  St. 

Murphy,  Jerome  P. 

1429  Medical  Arts  Bldg. 
Murphy,  Robert  E. 

215  South  42nd  St. 

Murray,  Robert  G. 

Benson  Medical  Center 
Muskin,  Nathan 
2602  “J”  St. 

Musselman,  Merle  M. 

U.  of  N.  College  of  Medicine 
Nachman,  E.  A. 

1137  Medical  Arts  Bldg. 

Neis,  Delbert  D. 

422  Doctors  Bldg. 

Neligh,  Rosalie  B. 

Woodmen  Circle 
33rd  and  Famam 
Nelson.  Floyd  C. 

2734  North  61st  St. 

Nemec.  C.  J.  (Life) 

302  Doctors  Bldg. 

Nemec.  Edward  C. 

302  Doctors  Bldg. 

Neu,  Harold  N. 

324  City  Natl.  Bank  Bldg. 
Niehaus.  Friedrich  W. 

823  Doctors  Bldg. 

Niehaus,  Karl 

823  Doctors  Bldg. 

Nilsson,  Donald  C. 

102  North  48th  St. 

Nolan,  James  R. 

8420  Center 
Nolan,  W.  J.  (Life) 

203  Baldridge  Bldg. 

Novak,  W.  F. 

307  Medical  Arts  Bldg. 
Oberst,  Byron  B. 

304  South  42nd  St. 

Offerman,  A.  J. 

48051/2  South  24th  St. 
O’Heam,  J.  J. 

48111/2  So.  24th  St. 

Olson,  Leland  J. 

525  Doctors  Bldg. 

O’Neil,  Gerald  C. 

3610  Dodge  St. 

O’Neil,  James  J. 

612  Medical  Arts  Bldg. 
Organ.  Claude  H. 

914  Medical  Arts  Bldg. 
Osborn,  Leslie  A. 

Nebr.  Psychiatric  Institute 
Owens,  C.  A.,  Jr.  (Life) 

Dana  Point,  California 
Pantano,  Anthony  R. 

714  W.O.W.  Bldg. 

Parkison,  Donald 
627  Doctors  Bldg. 

Paustian,  Frederick  F. 

301  Doctors  Bldg.l 
Pearse,  Warren  H. 

University  Hospital 
Peartree,  Sherwood  P. 

U.  of  N.  College  of  Medicine 
Pederson,  E.  Stanley 
622  Doctors  Bldg. 

Pepper,  M.  L. 

1431  Medical  Arts  Bldg. 
Peterson,  Ronald  I. 

2415  Fort  St. 

Pinne,  George  F. 

421  Doctors  Bldg. 

Pirotte,  Richard  A. 

2533  South  90th  St. 

Placek,  Louis  T. 

211  Medical  Arts  Bldg. 
Pleiss,  Joseph  A. 

716  Medical  Arts  Bldg. 


Potter.  Stanley  E. 

609  Doctors  Bldg. 

Potthoff,  Carl  J. 

U.  of  N.  College  of  Med. 
Pratt,  Peyton  T. 

600  Doctors  Bldg. 

Prescher,  Donald  A. 

5404  Ames 
Pruner,  A.  C.  (Life) 

629  Medical  Arts  Bldg. 
Pullman,  George  R. 

Lutheran  Hospital 
Quigley,  D.  T.  (Life) 

721  Medical  Arts  Bldg. 
Quiring.  Henry  J. 

2734  No.  61st  St. 

Ranee,  W.  T. 

730  City  Natl.  Bank  Bldg. 
Rasgorshek,  R.  H. 

425  Aquila  Court 
Rasmussen,  John  A. 

609  Doctors  Bldg. 

Rath,  Hans 

739  Doctors  Bldg. 

Rath  Otto  G. 

3929  Harney 
Read,  Paul  S. 

2415  Fort  St. 

Redgwick,  J.  P. 

207  South  42nd  St. 

Reedy.  Wm.  J. 

324  City  Natl.  Bank  Bldg. 
Rees,  Barney  B. 

419  Doctors  Bldg. 
Reichstadt,  Paul  F. 

3001  North  16th  St. 
Reighter,  Kenneth  M. 

3665  Q St. 

Retelsdorf,  C.  Lee 
3610  Dodge  St. 

Ring,  Floyd  O. 

509  Doctors  Bldg. 
Robertson,  G.  E. 

308  South  39th  St. 

Root,  Charles  M. 

3610  Dodge  St. 

Rouse,  James  W. 

918  Medical  Arts  Bldg. 
Rubin.  Sidney  L. 

3929  Harney 
(Deceased  11-6-61) 

Rubnitz,  A.  S. 

732  Medical  Arts  Bldg. 
Ruch,  R.  O. 

1118  Medical  Arts  Bldg. 
Rumbolz,  Wm.  L. 

207  South  42nd  St. 

Ryder,  James  E. 

1901  Missouri  Ave. 

Sage,  Earl  C. 

1120  Medical  Arts  Bldg. 
(Deceased  10-4-61) 
Salhanick,  Catherine  O. 

42nd  and  Dewey 
Salhanick,  Hilton  A. 

42nd  and  Dewey 
Sanders,  Edw.  J. 

326  Medical  Arts  Bldg. 
Schack,  Colin  B. 

207  South  42nd  St. 
Schenken,  John  R. 

Methodist  Hospital 
Schmitz,  W.  H.,  Sr. 

611  City  Natl.  Bank  Bldg. 
Schmitz,  W’m.,  Jr. 

611  City  Natl.  Bank  Bldg. 
Schreiner,  Gilbert  C. 

125  North  38th  St. 
Schwartz,  Maurice  B. 

26th  and  "J”  St. 
Schwertley,  F.  J.  (Life) 

614  Barker  Bldg. 

Scott,  Nathaniel  C. 

U.  of  N.  College  of  Med. 
Shapiro.  Irving 
2010  North  66th  St. 
Shearer.  W.  L. 

1218  Medical  Arts  Bldg. 
Sher,  Philip  (Life) 

4801  North  52nd  St. 
Shramek,  C.  J. 

511  Redick  Tower 
Simanek,  George  F.  (Life) 
Colorado  Springs,  Colo. 
Simmons,  Cecil  F. 

3006  South  87th  St. 

(Burt  Co.) 

Simmons,  E.  E.  (Life) 

6238  Glenwood  Road 
Simon,  Thomas  R. 

Milwaukee.  Wisconsin 
Simonds,  Francis  L. 

615  So.  38th  St. 

Simons,  Milton 

701  Doctors  Bldg. 
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Simpson,  J.  E.  (Life) 

1229  First  Natl.  Bank  Bldg. 
Simunds.  Phyllis  S. 

8420  (ienter  Rd. 
Skoog-Smith.  Anton 
622  Doctors  Bldg. 

Slabaugh,  Robert  A. 

5020  Dodge  St. 

Slavik.  Edward  R. 

8422  Center 
Slunicko,  Jules  A. 

308  Exchange  Bldg., 

South  Omaha 
Slutzky.  Ben 

5009  Nicholas  St. 

Smith.  A.  J. 

2701  So.  42nd  St. 

(Dodge  County) 

Smith.  Clifford  L. 

506  Center  Bldg. 

Smith.  Dorothy  I. 

Uni.  of  Nebr.  Hosp. 

Smith.  Edward  J. 

403  Center  Bldg. 

Smith,  Francis  D. 

U.  of  N.  College  of  Med. 
Smith,  Richard  Dale 
111  Doctors  Bldg. 

Smith,  Thomas  T. 

211  Medical  Arts  Bldg. 
Sobota,  Jos.  E. 

3019  Ames  Ave. 

Solomon,  W.  W. 

3024  North  24th  St. 

Soule,  Mary  A. 

442  Doctors  Bldg. 

Srb.  Adolph  F. 

1719  South  16th  St. 

Starr,  Philip  H. 

509  Doctors  Bldg. 

Steams.  R.  J.  (Life) 

2301  Ellison 


LANCASTER 

LINCOLN— 

Adams,  R.  B.  (Life) 

2972  "O”  St. 

Ahrens,  H.  G. 

4723  Prescott  Ave. 

Albin,  W.  L.  (Life; 

Norman,  Okla. 

Alcorn,  F.  A. 

2201  South  11th  St. 
Andrews,  Clayton  F.  (Life) 
2626  South  24th  St. 
Angle,  E.  E. 

3705  South  St. 

Arnholt.  M.  F. 

3421  “O”  St. 

Arnold.  C.  H.  (Life) 

2480  Lake  St. 

Ballew,  J.  W. 

1025  Sharp  Bldg. 
Bancroft,  Paul  M. 

1431  South  33rd  St. 
Barkey,  V.  S. 

6320  Havelock  Ave. 
Bartels,  Wilbur  W. 

V eterans  Hospital 
(Hall  Co.) 

Barthell,  John  H. 

1012  Sharp  Bldg. 

Becker,  W.  C. 

1501  So.  52nd 
Bell.  C.  D. 

918  Sharp  Bldg. 
Bengtson,  John  W. 

3145  “O”  St. 

Bitner.  Mary  S. 

State  Capitol 
(Platte  County) 

Black.  Paul 

929  Stuart  Bldg. 

Blum,  Henry 
Room  2. 

Nebr.  Tlieatre  Bldg. 
Boykin,  J.  Melvin 
Veterans  Hospital 
Bradley,  Warren  Q. 

924  Sharp  Bldg. 

Brauer,  Russell  C. 

4150  South  St. 

Brill,  I.  William 

Student  Health  Center. 
Univ.  of  Nebr. 

Brolsma,  M.  P. 

435  So.  16th  St. 

Brooks,  E.  B. 

939  Stuart  Bldg. 


Steinberg,  A.  A. 

617  Kilpatrick  Bldg. 
Steinberg,  M.  M. 

307  Medical  Arts  Bldg. 
Stoner.  Maurice  E. 

628  Medical  Arts  Bldg. 
Strickland,  W.  R.  (Life) 
1912  South  48th  St. 
Strough,  L.  C. 

Nebr.  Psychiatric  Inst. 
Stryker,  Robert  M. 

8284  Hascall  St. 

Sucha,  W.  L.  (Life) 

4017  Page  St. 

Sullivan.  H.  T. 

1036  Redick  Tower 
Svehla,  Richard  B. 

528  Medical  Arts  Bldg. 
Swab,  C.  M. 

1316  Medical  Arts  Bldg. 
Swab,  Elizabeth  M. 

1316  Medical  Arts  Bldg. 
Swenson,  Samuel  A.,  Jr. 

110  Doctors  Bldg. 
Tamisiea,  Jerry  X. 

Methodist  Hospital 
Tanner.  John  W. 

8712  Pacific 
Taylor,  Willis  H.,  Jr. 

3807  Cuming  St. 
Therien,  R.  C. 

9658  North  30th  St. 
Thomas.  John  Martin 
125  North  38th  St. 
Thompson,  C.  Q. 

671  No.  56th  St. 
Thompson,  Dorothy  H. 

Methodist  Hospital 
Thompson,  Lynn  W. 

526  Doctors  Bldg. 
Thompson,  Warren  Y. 

662  No|  57th  St. 


Tollman,  J.  P. 

Univ.  of  Nebraska 
College  of  Medicine 
Townley,  Robert 
3610  Dodge  St. 

Tranisi,  Carl  P. 

8420  Center 
Tribulato,  Louis  F. 

519  South  51st  St. 
Truhlsen.  Stanley  M. 

710  Doctors  Bldg. 
Tunakan,  Bulent 

Nebr.  Psychiatric  Inst. 
VaVerka,  James  W. 

219  Medical  Arts  Bldg. 
Vetter,  J.  G. 

721  W.O.W.  Bldg. 
Vickery,  Robert  D. 

815  Doctors  Bldg. 
Waggener,  Ronald  E. 

(Methodist  Hospital) 
Waldbaum,  Milton  G. 

1512  South  60th  St. 
Walsh.  E.  M. 

5002  Dodge  St. 
Walvoord,  Carl  A. 

4052  Grand  Ave. 
Waters.  C.  H.  (Life) 

843  Fairacres  Road 
Waters,  Chester  H.,  Jr. 

209  South  42nd  St. 
Watke,  F.  M.  (Life) 

4624  Davenport 
Watland,  Dean  C. 

728  Doctors  Bldg. 
Weeks,  David  S. 

8284  Hascall  St. 
Weingarten,  Wm.  H. 

Ill  Doctors  Bldg. 
Westfall,  Robert  H. 

4109  Dewey  Ave. 
(Boone  Co.) 
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Brown,  John  A. 

412  Lincoln  Lib.  Life  Bldg. 
Cain,  Jerome  A. 

1550  South  17th  St. 
Campbell,  W.  A. 

1321  Sharp  Bldg. 

Carveth,  W.  W. 

626  Sharp  Bldg. 

Cherry.  L.  D. 

921  Stuart  Bldg. 

Clark.  George  L. 

Lincoln  State  Hosp. 

(Dodge  Co.) 

Clothier,  John  G. 

Veterans  Hospital 
Clyne,  John  C. 

3145  "O”  St. 

Cole,  Frank 
2430  Lake  St. 

Coleman,  F.  D. 

925  Stuart  Bldg. 

Covey.  George  W. 

2900  Jackson  Dr. 

Cullen,  Robert  E. 

3145  O St. 

Curry,  John  R. 

1033  Stuart  Bldg. 

Davies,  L.  T. 

816  Sharp  Bldg. 

Dean,  G.  W. 

817  South  27th  St. 

Deppen,  E.  N. 

1500  "P”  St. 

Ebers,  Dale  W. 

800  South  13th  St. 

Ehrlich.  Robert  W. 

816  Sharp  Bldg. 

Elliott,  C.  K. 

805  Sharp  Bldg. 

Emerson,  Clarence 
1700  South  24th  St. 

Epp.  Milford  J. 

1108  Sharp  Bldg. 
Fahnestock.  C.  L.  (Life) 

1812  South  26th  St. 

Ferciot,  C.  F. 

1000  South  13th  St. 

Fijan,  Kenneth  J. 

3145  “O”  St. 

Finney,  L.  E. 

323  South  14th  St. 
Flanagan,  M.  L.  (Life) 

2045  South  49th  St. 
Flansburg,  H.  E. 

1345  “N”  St. 

Frazer,  M.  D. 

Br>’an  Memorial  Hospital 


Fuenning,  S.  I. 

317  North  18th  St. 
Garlinghouse,  R.  E. 

140  South  27th  St. 
Garlinghouse,  R.  O. 

921  Stuart  Bldg. 
Gartner,  Lee  D. 

903  Sharp  Bldg. 
Getscher,  Phillip  E. 

306  Sharp  Bldg. 
Gibson,  L.  V. 

915  Terminal  Bldg. 
Gilbert,  Louis  W. 

903  Sharp  Bldg. 
Gillespie.  Robert  W. 

1127  Sharp  Bldg. 
Goetowski,  Paul 

1000  South  13th  St. 
Gogela,  Louis  J. 

1318  Sharp  Bldg. 
Gorthey,  Russell  L. 

140  South  27th  St. 
Grant,  Robert  S. 

Medical  Village 
48tb  and  "A”  Sts. 
Gray,  Richard  W. 

State  Hospital 
Gutch,  Charles  F. 
Veterans  Hospital 
(Gage  County) 
Hachiya,  Keay 

1950  South  44th  St. 
Hanigan,  J.  J. 

1700  South  24th  St. 
Hansen,  Hodson.  A. 
Medical  Village, 

48th  and  "A”  Sts. 
Harrington,  A.  E. 

914  Stuart  Bldg. 
Harvey,  Harold  E. 

140  South  27th  St. 
Harvey,  Harry  E. 

140  South  27th  St. 
Hasty,  Robert  C. 

V.A.  Hospital 
Hathaway,  F.  H. 

1001  “O”  St. 

Heidrick,  Paul  J. 

739  Stuart  Bldg. 
Hervert,  J.  Wm. 

3145  “O”  St. 

Hillyer,  R.  A. 

135  South  14th 
Hilton,  Hiram  D. 

1404-1405  Sharp  Bldg. 
Hobbs,  E.  T. 

6530  Holdrege  St. 


Wieland,  Clark  D.  (Service) 
New  York,  N.Y. 

Wigton.  Robert  S. 

105  South  49th  St. 

Wilkie,  Louis  J. 

816  Medical  Arts  Bldg. 
Williams,  A.  Ruth 

612  Omaha  Loan  Bldg. 
Williams,  Perry  T. 

1325  No.  Saddle  Creek  Rd. 
Williams,  Russell  R.,  Jr. 

1412  Medical  Arts  Bldg. 
Wilson.  Carlyle  E.,  Jr. 

540  Doctors  Bldg. 

Wilson,  Donald  J. 

1113  Medical  Arts  Bldg. 
Wilson,  Richard  B. 

University  Hospital 
Wittson,  Cecil  L. 

Nebr.  Psychiatric  Institute 
Wright.  W.  D. 

652  North  66th  St. 

Wurl,  Otto  A. 

3610  Dodge  St. 

Wyrens,  Raymond  J. 

5015  Dodge  St. 

Young,  George  A.,  Jr. 

1317  Ridgewood  Ave. 

Zahller,  F.  Marshall,  Jr. 

5519  Military 
Zarbano,  Sebastian 
3374  South  13th  St. 

Zastera,  Jack  R. 

816  Medical  Arts  Bldg. 
Zoucha,  Adam  E. 

4320  South  24th  St. 

Zukaitis,  R.  R. 

7631  Main  St. 

Ralston.  Nebr. 


Hohlen,  K.  S.  J. 

2961  Sheridan  Blvd. 
Horn.  Harold  R. 

3145  “0”  St. 

Hummel,  R.  O.  (Life) 
2435  Bradfield  Drive 
Jarvis,  W.  J. 

3145  “O”  St. 

Johnson,  L.  Palmer 
140  So.  27th  St. 
Kleinschmidt,  G.  W. 

Lincoln  State  Hospital 
Lee.  Leonard  R. 

307  South  16th  St. 
Lewis,  George  E.,  Jr. 

723  Sharp  Bldg. 

Lewis,  L.  G.  H. 

1033  Stuart  Bldg. 
LeWorthy,  G.  Wm. 

3145  ‘•O”  St. 

Loudon,  John  R. 

1110  Sharp  Bldg. 
Loveland.  Grace 
909  Sharp  Bldg. 

Maness,  E.  Stewart 
1006  Sharp  Bldg. 

Marx,  L.  E. 

901  Federal  Sec.  Bldg. 
Marx.  Paul  D. 

901  Federal  Sec.  Bldg. 
Matson,  Guy  M. 

2737  North  49th  St. 
Matthews,  Donald  E. 

140  South  27th  St. 
Maxwell,  Paul  J. 

800  So.  13th  St. 
McCarthy,  T.  F.  (Life) 

5 Nebr.  Theatre  Bldg. 
McGinnis,  Kenneth  T. 

3145  ••O"  St. 

McGreer,  John  T.,  Jr. 

924  Sharp  Bldg. 
McLean,  Dougald  D. 

1517  “H”  Street 
Miller,  Harold  B. 

1403  Sharp  Bldg. 
Miller,  N.  R. 

735  Stuart  Bldg. 

Miller,  S.  D. 

5532  South  SL 
Misko,  G.  H. 

1001  "O”  St. 
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Mitchell,  Howard  E. 

2300  South  13th  St. 
Moessner,  S.  F. 

820  Sharp  Bldg. 

Moore,  Robt. 

Veterans  Hospital 
Moore.  Y.  Scott 
135  So.  14th  St. 
Morgan,  Harold  S. 

140  South  27th  St. 
Morton.  H.  B. 

Medical  Village 
48th  and  “A”  Sts. 
Mueller,  R.  F. 

1425  Sharp  Bldg. 
Munger,  A.  D. 

Allenspark,  Colorado 
Munger,  Horace  V. 

140  South  27th  St. 
Nebe.  F.  M. 

943  Stuart  Bldg. 

Neely.  J.  Marshall 
924  Sharp  Bldg. 

Neely,  Orvis  A. 

924  Sharp  Bldg. 
Neumayer,  Francis 
Medical  Village 
48th  and  “A*’  Sts. 
Norman.  Chester  L. 

3560  South  48th  St. 
Ochs,  Randal  N. 

3560  South  48th  St. 
Olney,  R.  C. 

4740  “F”  St. 

Owen,  L.  J. 

957  Stuart  Bldg. 
Palmer,  Janet  Forbes 
343  Stuart  Bldg. 
Papenfuss,  Harlan  L. 

1403  Sharp  Bldg. 
Paulson.  H.  O. 

508  Sharp  Bldg. 
Peterson,  Paul  L. 

702  Sharp  Bldg. 

Pfeifer.  LaVem  F. 

3705  South  St. 

Place,  George  E. 

4825  St.  Paul  St. 
Podlesak,  J.  I. 

612*614  Terminal  Bldg. 
Pogge,  Raymond  C. 

Dorsey  Laboratories 
Purvis.  Donald  F. 

800  South  13th  St. 
Rausten,  David  S. 
Banning.  Calif. 


GAGE 

ADAMS— 

Waggener.  J.  T.  (Life) 

BEATRICE— 

Brott,  Clarence  R. 

109  Vo  So.  6th 
Brown.  R. 

109  So.  6th 
Chapp,  John 
821  No.  13  th 
Elias,  H.  F. 

1200  So.  9th 
Frerichs,  C.  T. 

114  So.  6th 
Gillespie,  Patrick  C. 

1708  No.  15th 
Hepperlen,  H.  M.,  Jr. 

206  Steinmeyer  Bldg. 
McCleery,  D.  P. 

108  So.  6th 


MADISON 

MADISON— 

Berrick,  Wm.  H. 

Ewing,  Eugene  G. 

NEWMAN  GROVE— 
Carlson.  Emery  W. 

NORFOLK— 

Brauer.  S.  H. 

1112  Verges 
Bulawa,  Francis  A. 

13th  & Nebraska 
Carey.  Blaine  P. 

Box  902,  Norf.  St.  Hosp. 


Reed.  E.  B. 

3145  “O”  St. 

Reese,  S.  O. 

816  Sharp  Bldg. 
Rickman,  James  H. 

626  Sharp  Bldg. 

Rider.  Larry  D. 

Golden.  Colo. 

Ritter.  Donald  G. 

Rochester,  Minn. 

Rogers,  E.  A. 

State  Dept.  Health 
State  Capitol 
Rogers,  John  W. 

Atascadero,  Calif. 

Rose,  Forrest  I. 

1203  Sharp  Bldg. 

Rose.  Kenneth  D. 

Uni.  of  Nebr.  Student 
Health  Center 
Rowe,  E.  W.  (Life) 

434  South  Cotner 
Ryerson,  Edwin  R.  (Life) 
2011  South  19th  St. 
Sanderson,  D.  D. 

914  Stuart  Bldg. 
Sehnert,  Keith  W. 

Dorsey  Laboratories 
(York  Co.) 

Shaffer,  Harry  D. 

724  Sharp  Bldg. 
Sharrar,  Lynn  E. 

719  Sharp  Bldg. 

Smith,  A.  L. 

510  Anderson  Bldg. 
Smith.  A.  L.,  Jr. 

510  Anderson  Bldg. 
Stafford,  G.  E. 

800  South  13th  St. 
Station.  Roy  F. 

702  Sharp  Bldg. 

Stein,  Robert  J. 

430  Stuart  Bldg. 
Stemper,  Jack  M. 

4740  “A”  St. 

Stewart,  Frank  A. 

2133  Winthrop  Rd. 
Stivrins.  Kazimii*s 
3145  O St. 

Stivrins,  Patricia  Cole 
3145  O St. 

Stone,  Frank  P. 

2300  South  13th  St. 
Stover,  Lee 

800  South  13th  St. 


Strader.  R.  M. 

430  Stuart  Bldg. 
Taborsky,  A.  F. 

629  Stuart  Bldg. 

Tanner.  Frank  H. 

1835  So.  Pershing  Rd. 
Taylor,  Bowen  E. 

3145  “O”  St. 

Taylor,  H.  A.  (Life) 

4728  St.  Paul  Ave. 

Teal,  F.  F.  (Life) 

2815  So.  37th  St. 

Teal.  Fritz 

2300  South  13th  St. 
Tenney.  Lloyd  E. 

820  Sharp  Bldg. 
Thierstein,  Samuel  T. 

1108  Sharp  Bldg. 
Thomas,  R.  L. 

Medical  Village 
48th  and  “A”  Sts. 
Thompson.  J.  C. 

307  South  16th  St. 
Thomp.son  John  S. 

307  So.  16th  St. 
Thomson,  J.  E.  M.  (Life) 
Rancho  Santa  Fe,  Calif. 
Thorough,  Paul  H. 

1325  Sharp  Bldg. 

Todd,  Richard  N. 

Coloro  Springs.  Colo. 
Underwood,  G.  R. 

5826  “J”  St. 

Wallace,  Hobart  E. 

5145  “O’  St. 

Warner,  Ruth  A. 

909  Stuart  Bldg. 

Webb,  A.  H. 

2600  Washington 
Webster,  F.  S. 

1000  South  13th  St. 
Wegner,  E.  S. 

724  Sharp  Bldg. 

Welch,  J.  S.  (Life) 

New  York  City,  N.Y. 
Wendt,  Bernard  F. 

735  South  56th  St. 
Whitlock.  H.  H. 

805  Sharp  Bldg. 
Wiedman.  J.  G. 

1404-1405  Sharp  Bldg. 
Wiedman,  Wilbur  G. 

135  So.  14th  St. 
Williams,  J.  B.  (Life) 
Glendale,  Calif. 


THIRD  DISTRICT 

W.  W.  WADDELL,  Councilor 


McGirr.  J.  I.  (Life) 

Los  Angeles  18.  (jalif. 
Moell,  L.  Dwight 
109  Vo  So.  6th 
Penner,  Donald  H. 

212  No.  5th 
Penner,  Elmer  L. 

212  No.  5th 
Penner.  H.  G.  (Life) 
825  West  Court  St. 
Porter,  John  W. 

1200  So.  9th 
( Omaha-Douglas ) 
Rathbun,  Sanford  M. 

114  So.  6th 
Taylor,  R.  W. 

108  So.  6th 
Waddell.  J.  C. 

114  So.  6th 
Waddell.  W.  W. 

114  So.  6th 
Wildhaber,  Wm.  T. 

710  East  Court  St. 


ODELL- 
Rice,  C.  E. 

WYMORE— 

Nelson.  J.  C. 

Samuelson,  Myron  Earle 
Thomas,  C.  W. 

PAWNEE 

PAWNEE  CITY— 
Anderson,  A.  B..  Jr. 
Stewart,  H.  C. 

NEMAHA 

AUBURN— 

Bence,  Jackson 
(Four  Co.) 

Cline,  Edgar 
Irvin,  I.  W. 

Scott.  Paul  M. 
Thompson,  John  R. 
Tushla,  F.  M. 

((Deceased  6-18-61) 


FOURTH  DISTRICT 

GEORGE  B.  SALTER,  Councilor 


Charlton,  George  E.  (Life) 

110  No.  4th.  Hotel  Madison 
Conwell,  G.  D, 

0433  Noi-folk  Ave. 

Dunlap,  James 
1112  Verges 
Famer.  B.  R. 

900  Norfolk  Ave. 

Figaredo.  Alfredo 

Norfolk  State  Hospital 
Gysin.  Walter 

Box  902,  Norfolk  St.  Hosp. 
Hille,  C.  F. 

Box  902 


Ingham,  Chas.  G. 

Box  902,  Norfolk  St.  Hosp. 
Klaas,  R E. 

13th  & Nebraska 
Lear.  W.  J. 

900  Norfolk  Ave. 

Martin,  Francis 
1103  Madison 
Pollack.  John  D. 

Rt.  3,  312  Valley  View  Dr. 
Render,  N.  D. 

Norfolk  State  Hospital 
Salter,  George  B. 

900  Norfolk  Ave. 


William.s,  Jon  T. 

435  South  16th  St. 
Wilson.  Nat  J. 

V.A.  Hospital 
Wood,  Mavnard  A. 

3145  “O”  St. 
Woodward,  J.  M. 

910  Sharp  Bldg. 
Woodward.  James  M..  Jr. 
( Service) 

Washington,  D.C. 
Youngman,  R.  A. 

3145  “O”  St. 

Zeman,  E.  D. 

1145  South  St. 


CASS 

ELMWOOD— 

Knosp,  Glen  D. 

Liston,  O.  E.  (Life) 

LOUISVILLE— 
Worthman,  H.  W. 

MURRAY— 

Tyson,  R.  W. 

NEHAWKA— 
Andersen,  R.  R. 

PLATTSMOUTH— 
Brendel,  R.  F. 

Dietz,  Robert  J. 

WEEPING  WATER— 
Kunkel,  L.  N. 


OTOE 

NEBRASKA  CITY— 
Bonebrake,  A.  H. 
Burbridge.  Glen  E. 
Fenstermacher,  R.  C. 
Gilligan,  J.  P. 

Kenner,  W.  C. 

MacVean,  M.  M.  (Life) 
Stonecypher,  D.  D. 
Weekes,  T.  L. 

Weldon,  R.  C. 

SYRACUSE— 
Formanack,  C.  J. 
Gately.  H.  S. 

Williams,  C.  R. 


RICHARDSON 

FALLS  CITY— 
Brennan,  Louis  V. 

Cowan,  S.  D. 

Gillispie,  J.  C. 

Glenn,  W.  V. 

Heins,  Robert  L. 
Jorgensen,  Harlan 
Joliet.  Illinois 
Shepherd,  Wm. 

HUMBOLDT— 

Hein,  H.  S. 

Stappenbeck.  A.  P. 


JOHNSON 

STERLING— 

Paul,  Ralph  E. 

TECUMSEH- 
Schutz,  John  C. 


Schwedhelm,  A.  J. 

1,3th  & Nebraska 
Slaughter,  Earl  C. 

126  So.  5th 
Slaughter,  Pauline  K. 

417  Madison  Ave. 

Stewart,  George  J. 

Box  408,  719  Norfolk  Ave. 
Surber,  E.  G. 

Box  225 

Verges,  C.  J.  (Life) 

Box  117 
Verges,  Val  C. 

Box  279,  105  So.  8th 
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TILDEN— 
Barr,  Carl  C. 
Barr,  Robert  E. 


CUMING 

BEEMER— 

Kelley,  Robert  C. 

WEST  POINT— 
Anderson,  A.  W. 
Chadek,  L.  J. 

Erickson,  L.  L. 

Scherer,  Robert  H. 
Sucha,  Eugene 
Thompson,  I.  L.  (Life) 
WISNER— 

Hansen,  Warren  D. 

PIERCE 

OSMOND— 

Maillard,  A.  E. 

PIERCE— 

Calvert,  John  H. 

Devers,  W.  I. 

PLAINVIEW— 
Calvert,  Tom 
Kopp,  Robert  E. 


KNOX 

BLOOMFIELD— 

Kohtz,  R.  H. 

Nagengast,  Delwyn  J. 

CREIGHTON— 

Green,  Carl  R. 

Wright,  W.  E. 

NIOBRARA— 

Neil,  Stanley  Roy 
WAUSA— 

Tollefson,  Richard  L, 

STANTON 

PILGER— 

Reid,  J.  D.  (Life) 
STANTON— 

Tennant,  H,  S, 

ANTELOPE 

ELGIN— 

Graham,  W,  W, 

NELIGH— 

Curtis,  E,  E,  (Life) 
McClanahan,  Frank  C.,  Jr, 
Peetz,  Dwaine  J, 

Piei-son,  Kenneth 


ORCHARD— 
Fletcher,  D,  L, 

CEDAR 

(Five  County) 
COLERIDGE— 
Dewey,  F.  G,  (Life) 

HARTINGTON— 
Kinney,  Max 

Council  Bluffs,  la. 
Smith,  Clarence 
Council  Bluffs,  la, 

LAUREL— 

Carroll,  R.  P. 

Reynolds,  Wm,  E. 

RANDOLPH— 
Billerbeck,  Henry  J. 
Peters,  G,  E. 

DIXON 

(Five  County) 

PONCA— 

Bray,  R,  E. 

WAKEFIELD— 

Coe,  C,  M, 


FIFTH  DISTRICT 

R.  C.  REEDER,  Councilor 


DODGE 

DODGE— 

Srb,  G.  J, 

FREMONT— 

Bridges,  James 
1725  E , Military 
Byers,  Robert  C. 

2195  N.  Broad 
Davies,  Dale  H, 

450  E.  23rd 
Eaton,  William  Bryon 
204  L0,0,F.  Bldg, 
Harvev,  Alexander  T, 
2195  N,  Broad 
Harvey,  Andrew 
631  N,  Main 
Haslam,  G,  A, 

625  N,  Main 
Hill,  W,  H, 

1737  E,  Military 
Jakeman,  Hariy  A, 
2195  N,  Broad 
Merrick,  A,  J, 

1005  E,  23rd 
Millett,  Geo,  J. 

2195  N,  Broad 
Moore,  C.  G,  (Life) 
Glendale,  Calif. 
(Deceased  8-12-61) 
Morrow.  H.  H. 

423  W.  11th 
Nelson.  Carrol  C. 

2195  N.  Broad 
Reeder.  Grant  (Life) 
212  First  Natl.  Bank 
Reeder.  Robert  C. 

212  First  Natl.  Bank 
Seiver,  Charlotte 
507  E.  6th 


Simmons,  J.  R. 

1725  E.  Military 
Sorenson.  Robert  M. 

1135  N.  Oak 
Vnuk,  Wallace  J. 

517  First  Natl.  Bank 
Wengert,  D.  B. 

640  N.  “H”  St. 

NORTH  BEND— 

Dyer,  J.  L. 

Hubenbecker,  J.  C. 

SCRIBNER— 

Stehl,  C.  H.  L. 

WASHINGTON 

ARLINGTON— 

Bloch,  D.  M. 

(Dodge  Co.) 

Bloch,  Dean  M. 

(Dodge  Co.) 

BLAIR— 

Goehring,  W.  E. 

Grace,  Leslie  I. 

Howard,  C.  D. 

Sievers,  Rudolph 


COLFAX 

CLARKSON— 
O'Neal,  John  R. 

SCHUYLER— 
Fend.  Howard  S. 
Myers,  H.  Dey,  Jr. 
Sucha.  Merlin  L. 


BOONE 

ALBION— 

Smith,  Roy  J. 
Spethman,  Gerald 

CEDAR  RAPIDS— 
Reeder,  W.  J. 

BURT 

LYONS— 

Hayes,  C.  B. 

OAKLAND— 
Mullmann,  Arnold  J. 
Tibbels,  R.  H. 

TEKAMAH— 

Allen,  J.  G. 

Lukens,  I. 

Morrow,  L. 

Sauer,  L.  E. 


PLATTE 
COLUMBUS— 
Anderson,  R.  C. 

1359  26th  Ave. 
Brillhart,  E.  G. 

13th  St.  and  31st  Ave. 
Burns,  Robert  I. 

135  E.  Parkway 
Campbell,  C.  H.  (Life) 
C-2  Geri*ard  Court 
Deyke,  Vem  F. 

13th  St.  and  31st  Ave. 
Heiser,  E.  N. 

13th  St.  and  31st  Ave. 
Koebbe,  E.  E. 

Box  33 


SIXTH  DISTRICT 

C.  L.  ANDERSON,  Councilor 


BUTLER 

BELLWOOD— 
Matheny,  Z.  E.  (Life) 

DAVID  CITY— 
Ekeler,  Louis  J. 
Kaufman,  Jack 
Niehaus,  Wm.  C. 

RISING  CITY— 
Longacre,  O.  E.  (Life) 

SEWARD 

MILFORD— 

Frans.  James  R. 

SEWARD— 

Carr,  J.  W. 
Herpolsheimer,  R.  W. 
Hill.  W.  Ray 
Hoff,  R.  Paul 


Morrow,  B.  E.  (Life) 
Pitsch.  Richard  M. 
Stanard,  John  T.  (Life) 
Watson.  V.  Robert 

UTICA— 

Kamprath,  Coll  Q. 
Kamprath,  Wilmar  M. 


SAUNDERS 

ASHLAND— 

Baer,  B.  H. 

Williams,  Martin  P. 

YUTAN— 

Christensen,  Robert  H. 

WAHOO— 

French,  Ivan  M. 
Hansen.  John  E. 
Hinrichs,  E.  J. 

Lathrop.  M.  E. 


Postal,  Joe  (Life) 
Rawlins,  Wyo. 
Wallace.  Stephen  E. 
Way,  Charles 


YORK 

YORK— 

Anderson,  Leo 
Bell,  James  D. 

Bell.  J.  S. 

Greenberg,  B,  N. 
Harry,  R.  E. 

Karrer,  F.  W.  (Life) 
Karrer,  Robert  E. 
Kilgore.  W.  S. 
Nordlund.  Harold  M, 

HENDERSON— 
Friesen,  H.  F. 

Hieb,  Wilbert  E. 


THURSTON 

(Five  County) 
PENDER— 

Keown.  J.  T.,  Jr. 
Muffly,  Chas.  G. 


DAKOTA 

(Five  County) 
SOUTH  SIOUX  CITY— 

Gathman,  L.  T. 

Lohr,  Frederick  J. 


WAYNE 

(Five  County) 

WAYNE— 

Benthack,  Robert  B. 
Benthack,  Walter 
John,  George  L. 
Matson,  Roy  M 


Kuper,  H.  D 
2511  15th 

Lemke,  Theo.  John,  Jr. 

1454  28th  Ave. 
Medlar,  Clyde  A. 

1454  28th  Ave. 
Miller,  W.  R. 

1454  28th  Ave. 
Moschel,  Daniel  M. 

1454  28th  Ave. 
Rundquist,  R.  B. 

2360  Pershing  Road 


NANCE 

FULLERTON— 
Maly,  James  C. 

GENOA— 

Bass,  R.  L. 

Dalton,  Kenneth  R. 
Davis,  Homer  (Life) 
Williams,  C.  D.  (Life) 


MERRICK 

CENTRAL  CITY— 
Fonts,  F.  (Life) 
Holmes,  Lee  C. 
Treptow.  Kenneth  R. 
Zikmund,  E.  T. 

CLARKS— 

Douglas,  R.  R. 

PALMER— 

Racines,  J.  Y. 

(Howard  County) 


HAMILTON 

AURORA— 
Steenburg.  D .B. 
Steenburg,  E.  A. 
Steenburg,  E.  K. 

Washington.  D.C. 
Steenburg,  Houtz  G. 
Woodard,  J.  M. 

GILTNER— 

Marvel,  P.  O. 

HAMPTON— 
Troester,  O.  M. 

POLK 

OSCEOLA— 

Carson,  Jim  S. 

Eklund,  H.  S. 

SHELBY— 

Bierbower,  R.  L. 

STROMSBURG— 
Anderson,  C.  L. 
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SALINE 

CRETE— 

Forney,  L.  W. 

Homan,  Richard  W. 
Roach,  Richard  W. 

San  Bernardino,  Calif. 

DE  WITT— 

Runty,  H.  D, 

(Gage  Co.) 

FRIEND— 

Hamilton,  F,  T.  (Life) 
Zimmer,  Clarence 

WILBUR— 

Travnicek,  F.  G. 


SHERIDAN 

(Northwest  Nebraska) 
GORDON— 

Hineman,  Mai*quis 
(Box  Butte  (5o.) 

Wanek,  Frank 
Wolf,  W.  K. 

RUSHVILLE— 

Crum,  H.  V. 

Hook,  R.  L. 

HAY  SPRINGS— 

Owen,  Bernard  A. 


HALL 

CAIRO— 

Harb,  Fred 

GRAND  ISLAND— 
Adams,  Leo  M. 

First  Natl,  Bank  Bldg. 
Anderson,  H.  C. 

217Vj  N.  Pine,  Box  801 
Anderson,  John  S. 

1704  W.  2nd 
Arnold,  M O. 

Soldiers  & Sailors  Home 
Arrasmith,  W,  J 

2020  W.  Charles 
Bosley,  Warren  G. 

418  W,  Division 
Brugh,  E,  A. 

323  W.  Koenig 
Campbell,  John  F. 

702  W.  Koenig 
DeMay,  G.  H. 

721  W.  7th 
DeMay,  Richard  F, 

721  W.  7th 
Easley,  John  H. 

220  Hedde  Bldg. 

Filip,  Alexander  J 

704  W.  1st 
Geer,  Robert  R. 

105  N,  Eddy 
Gilloon,  A.  G. 

1802  N.  Cleburn 
Graupner,  G W. 

2171/2  N.  Pine 
Holland,  Robert  E 

416  N.  Division 
House,  Robert  M. 

Box  662 
Imes,  Loren  E. 

820  W.  Division 
Koefoot,  Robert  R. 

706  W.  1st 
Maggiore,  Carl  H. 

702  W,  1st 
McDermott.  K.  F. 

1704  W.  2nd 
McGowan,  P.  H. 

Pershing  Hospital 

( Platte  Co. ) 

McGrath.  Cha.s.  Dean 

1704  W.  2nd 


SEVENTH  DISTRICT 

H.  V.  NUSS,  Councilor 


THAYER 

ALEXANDRIA— 
Tucker,  J.  Guy 

BYRON— 

Decker,  Rudolph  F. 

DESHLER— 

Reed,  Paul  A. 

DAVENPORT— 
Mountford,  F.  A. 

HEBRON— 
Bunting,  L.  G. 

Penry,  R.  E. 


NUCKOLLS 

LAWRENCE— 

Weiler,  Leo  F. 

SUPERIOR— 

Larson,  S.  L. 

Mason,  C.  T. 

McMahon,  C.  G. 
Trowbridge,  J.  A.  (Life) 
Webman,  A.  I. 


FILLMORE 

GENEVA— 

Ashby,  A.  A. 

Ashby,  Chas.  F. 

Lynn,  Vincent  S. 


EIGHTH  DISTRICT 

REX  WILSON,  Councilor 


BOYD 

(Holt  and  Northwest) 
LYNCH— 

David,  Joseph  J..  Jr. 


ROCK 

(Holt  and  Northwest) 
BASSETT— 

Panzer,  H.  J. 

Serbousek,  Stanley  A. 

(Box  Butte  Co.) 


HOLT 

(Holt  and  Northwest) 

ATKINSON— 

Ramsay.  James  E. 
Serbousek,  Richard 

O^NEILL— 

Carstens,  Geo.  J. 

Finley.  W.  F. 

Waters,  Robert  W. 

Wilson,  Rex  W. 


NINTH  DISTRICT 

R.  S.  WYCOFF,  Councilor 


McGrath.  Wilmar  D. 

1704  W.  2nd 
McGrath,  W.  M. 

1704  W.  2nd 
Mongeau,  D.  C. 

702  W.  Koenig 
Nabity,  Stanley  F. 

217%  N.  Pine 
Profitt,  J.  Alfred 

704  W.  Koenig 
Ryder,  Frank  D. 

1902  W.  Charles 
Sloss,  Pierce  T. 

1310  W.  Charles 
Watson,  Donald  P. 

704  W.  Koenig 
Watson,  E.  A. 

710  W.  Koenig 
Woodin,  J.  G. 

1823  N.  Park 
Woodruff,  Bradley  B. 

1310  W.  Charles 


BUFFALO 

GIBBON— 

Sallenbach,  Donald  H. 

KEARNEY— 

Bancroft,  B.  R. 

Kearney  Medical  Arts  Bldg. 
Bauer,  Lawrence  Wm. 

211  W.  33rd 
Curtiss,  Chas.  P. 

7 W.  31st 
Hansen.  H.  C. 

2206  12th  Ave. 

Hayes,  O.  R. 

7 W.  31st 

Jester,  R.  F.  Sr.  (Life) 

814  W.  23rd 
Jester,  Royal  F..  Jr. 

214  W.  25th 
Johnson,  O.  D. 

103  W.  22nd 
•Johnson,  Richard  D. 

103  W.  22nd 
Johnston.  Raymond  F. 

No.  3 W.  27th 
Johnston,  R.  S. 

No.  3 W.  27th 


Kimball,  Kenneth  F. 

9 West  31st 
Lane,  L.  D. 

211  W.  33rd 
Nutzman,  Wm. 

State  Hospital 
Nye,  Dan  A. 

5 W.  31st 

Quaife,  Merton  (Service) 
Rochester,  New  York 
Richards,  F.  L. 

214  W.  25th 
Rosenlof,  R.  C. 

5 W.  31st 
Smith,  Harold  V. 

211  W.  33rd 
Smith,  L.  R. 

211  W.  33rd 
Staley,  Sanford  O. 

11  W.  31st 
Steffens,  L.  C. 

211  W.  33rd 
Stevenson,  B.  M. 

211  W.  33rd 
Wilcox,  M.  B. 

214  W.  25th 


RAVENNA— 

Carignan,  Chas.  B.,  Jr. 
Dickinson,  L.  E.,  Sr.  (Life) 
(Deceased  7-10-61) 


CUSTER 

ANSELMO— 

Spivey,  C,  D. 

ANSLEY— 

Wilcox,  C.  W. 

BROKEN  BOW— 
Blair,  R.  L. 

Bowman,  C.  L. 
Koefoot,  R.  B. 
Koefoot,  Theo.,  Jr. 
Lucas,  Thomas 


JEFFERSON 

FAIRBURY— 

Cassel,  R.  L. 

Hughes,  D.  O. 

Kenney,  K.  J. 

Luce,  R.  P. 

Lynch,  J.  H. 

Powell.  M.  J.  (Life) 
Yoachim,  W.  P.. 


CLAY 

SUTTON— 

Nuss,  H.  V. 

DENVER,  COLO.— 
Nutzman,  C.  L. 

1042  Locust 


BROWN 

(Holt  and  Northwest) 
AINSWORTH— 
Anderson,  R.  C. 

Shiff ermiller,  Floyd 

CHERRY 

(Holt  and  Northwest) 
VALENTINE— 

Deakin,  Thos.  W. 

Earner,  John  E. 

Gordon,  J.  L. 

Johnson.  Wilbur  E. 


CALLAWAY— 
Chaloupka,  M.  L. 

SARGENT— 
Owen,  M.  L. 

(Four  Co.) 
(Deceased  9-7-61) 


DAWSON 

COZAD- 

Hranac,  Chas.  Eugene 
Rosenau,  O.  P. 

Scholz,  Jack  Victor 
Sitorius,  Rodney  A. 

GOTHENBURG— 
Ayres,  M.  J. 

Inslee,  Donald  O. 
Perry,  S.  H. 

Pyle,  B.  W. 

LEXINGTON— 
Anderson,  A.  W. 
Finegan,  John  C. 
Long,  Wm.  B. 

McGee,  Dean 
Norall,  V.  D. 

Olsson,  P.  Bryant 
Watson.  E.  A. 

Wycoff,  R.  S. 


HOOKER 

MULLEN— 

Blattspieler.  S,  F. 

(Lincoln  Co.) 

Saults.  Chas.  F.  (Joe) 
(Lincoln  Co.) 


HOWARD 

ST.  PAUL— 
Hanisch,  E.  C. 
Hanisch,  Robert 
Mathews.  M.  D. 
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GREELEY 

(Four  County) 
SCOTIA— 

Reeves.  E.  Howard 
(Howard  Co.) 
SPALDING; — 

Fox.  Robert  J. 
Sullivan.  M.  M.  (Life) 
WOLBACH— 

Holm.  A.  H.  (Life) 
(Howard  Co.) 


ADAMS 

HASTINGS— 

Anderson.  H.  F. 

419  N.  Burlington  Ave. 
Charlton,  George  Paul 
418  N.  Hastings  Ave. 
Dean.  Earl  J. 

708  Eastside  Blvd. 
DeBacker,  L.  J. 

201  Gaston  Bldg. 

Foote,  C.  M. 

422  N.  Hastings  Ave. 
Foote,  D.  B. 

422  N.  Hastings  Ave. 
Foote.  E.  C.  (Life) 

422  N.  Hastings  Ave. 
Glenn.  Elmer  E. 

620  N.  Denver  Ave. 
Guildner.  C.  W. 

131  N.  Hastings  Ave. 
Hoffmeister.  George  F. 

418  N.  Hastings  Ave. 
Holcomb.  Gerald  R. 

1242  N.  Baltimore 
Jolly-Fritz.  Roletta 
141  Lakeside  Drive 
Jones,  Donald  W. 

Eastside  Blvd.  at  7th 
Kingsley.  D.  W. 

700  Eastside  Blvd. 
Kleager.  Clyde  L. 

620  N.  Denver 
Kostal.  O.  A. 

618  N.  Denver.  Box  174 
Kuehn,  Gerald  A. 

418  N.  Hastings  Ave. 
Landgraf,  Chas.  W.,  Jr. 

605  N.  Denver  Ave. 
Mastin.  Robert  L. 

Omaha.  Nebraska 
(Service  7-10-61) 
Mclntire.  Robert  H. 

612  W.  6th 
McMillan.  John  A. 

Box  67 

Murray,  Don  E. 

604  W.  6th 
Pinney.  George  L. 

418  N.  Hastings 
Richard.  Warren  E. 

715  N.  St.  Joseph 


LINCOLN 

NORTH  PLATTE— 
Callaghan,  A.  J. 

719  S.  Dewey 
Chick,  Nicholas 
112  N.  Dewey 
Clarke,  H.  L.  (Life) 
(Deceased  8-9-61) 
Claussen.  Bruce  F. 

321  E.  -B”  St. 

DeVol.  R.  A. 

300  S.  Dewey,  Box  738 
Drasky.  Stanley 
303  S.  Pine 
Getty,  Robert  F. 

501  S.  Jeffers 
Heider,  C.  F. 

501  S.  Jeffers 
Heider,  Chas.  F..  Jr. 

501  S.  Jeffers 
Hoyt,  Melvin  S. 

Kreymborg,  O.  C. 

110  S.  Sherman  Box  739 
McDonald,  H.  A. 

714  W.  6th 


VALLEY 

(Four  County) 
ARCADIA— 

Moss,  N.  H. 

NORTH  LOUP— 
Markley,  M.  E. 

ORD— 

Martin,  Paul  R. 

Miller,  C.  J.  (Life) 
Miller,  Otis  W. 

Zlomke,  Wayne 


GARFIELD 

(Four  County) 
BURWELL— 

Cram.  Roy  S. 

Meckel.  Ben  R. 


SHERMAN 

LITCHFIELD— 
Rydberg.  C.  A. 

(Custer  Co.) 


TENTH  DISTRICT 

L.  S.  McNeill,  Councilor 


Rutt,  Fred  J. 

704  Eastside  Blvd. 
Shaw,  W.  L.  (Life) 
Reseda.  CaliL 
Shreck,  H.  W. 

422  N.  Hastings  Ave. 
Smith,  Robert  C. 

418  N.  Hastings  Ave, 
Wagner,  Loyd 

Maiw  Banning  Hospital 
Weber.  C,  R. 

612  W.  6th 
Yost,  John  G. 

608  W'.  6th 

INGLESIDE— 

Forster,  Karl 
Box  226 

Gouldman,  Carl 
Box  240 
Lund,  F. 

Box  238 
McDaniel.  V.  S. 

Box  148 
O’Donnel,  H.  J. 

FRANKLIN 

CAMPBELL — 

McNeill.  L.  S. 

FRANKLIN— 

Doering.  William 
Thomas.  Conrad 

HARLAN 

ALMA— 

Bartlett.  W.  C.  (Life) 
Long,  James  S. 

Walker,  Hiram  R. 

ORLEANS— 

McGrew,  K.  C. 

Rider,  E.  E.  (Life) 
(Lancaster  Co.) 

M'EBSTER 

BLUE  HILL— 

Kamm.  Frank 
(Adams  Co.) 

Myers.  William  O. 
(Adams  Co.) 


RED  CLOUD— 
Bennett,  Wilbur  Keith 
(Adams  Co.) 

Obert,  Francis 
(Adams  Co.) 


RED  WILLOM' 

(Southwest  Nebraska) 
McCOOK— 

Batty,  John  L. 

310  W.  7th 
Dickinson,  L.  E.,  Jr. 

114  E.  “C"  St. 
Donaldson,  J.  H..  Jr. 

602-604  Norris  Ave. 
James,  L.  D. 

310  W.  7th 
Jones.  R.  T.  (Life) 

217(^>  Norris  Ave. 

Karrer.  F.  M. 

310  W.  7th 
Leininger,  E.  F. 

114  W.  “C’  St. 

Mason.  Roger  Dale 
305  E.  1st 
Morgan.  D.  H. 

305  E.  1st,  Box  491 
Morgan,  Donal  H..  Jr. 

305  E.  1st.  Box  491 
Shank.  F.  W. 

310  W.  7th 


DUNDY 

(Southwest  Nebraska) 
BENKLEMAN— 

Stout,  Kenneth  C, 


CHASE 

(Southwest  Nebraska) 
IMPERIAL— 

Hoffmeister,  George  (Life) 
Shopp,  Bryce  G. 

Smith.  Fay 
Yaw,  El  wood 

WAUNETA— 

Carlson,  C.  R. 


ELEVENTH  DISTRICT 

MAX  31.  RAINES,  Councilor 


Niehus.  Wm.  B. 

402  S.  Jeffers 
Pinkerton.  Clifford  C. 

402  S.  Jeffers 
Raines,  Max  M. 

115  E.  “E”  St. 
Redfield,  J.  B. 

508  Vi  N.  Dewey 
Sawyers,  Gordon 
715  S.  Jeffers 
Shaughnessy.  E.  J. 

1111  W.  4th 
Stevenson.  Edward 
108  S.  Vine 
Takenaga.  R.  T. 

112  E.  6th 
Tavlor,  B.  D. 

1214  W.  "A”  St. 
Walker.  H.  H. 

305  W.  4th,  Box  676 
Waltemath.  G.  F. 

1214  W.  A"  St. 
Wisman,  Jack 
614  W.  ,5th 
Ziegler.  Robert  G. 
nil  W.  4th 


SUTHERLAND— 

Baker.  John  C. 
Moore,  Harlan  E. 


DEUEL 

(Cheyenne,  Kimball 
and  Deuel) 

CHAPPELL— 

Hartsaw.  John  E. 

Lai*son,  D.  L. 


GARDEN 

(Garden-Keith-Perkins) 

OSHKOSH— 

Albee,  A.  B. 

Seng.  W.  G. 

LEWELLEN— 

Cowan.  L.  H. 

Lovell,  Wyoming 


LOUP  CITY— 

Amick.  Carl  G.  (Life) 
(Custer  Co.) 

Bogle.  John  H. 

(Four  County) 


HYANNIS— 

Howell.  W.  L. 
(Box  Butte  Co.) 


HITCHCOCK 

(Southwest  Nebraska) 
STRATTON— 

Harris,  Jack  T. 

FRONTIER 

(Southwest  Nebraska) 
CURTIS— 

Magill.  Van  H. 

FURNAS 

(Southwest  Nebraska) 
BEAVER  CITY— 

Bray,  Avis  P. 

Concordia,  Kansas 
ARAPAHOE— 

Francis,  Gordon 
CAMBRIDGE— 

Gross,  Chas.  Gene 
Minnick,  Clarence 
Morgan.  Roland  R. 

OXFORD— 

Bentley,  Neil  B. 

KEARNEY 

MINDEN— 

Abbott,  Hodson  A. 

(Buffalo  Co.) 

Andrews,  H.  S.  (Life) 
(Adams  Co.) 

Butler.  Robert  E. 

(Buffalo  Co.) 

Finkner.  John  R. 

(Adams  Co.) 

Prince.  Donald  F. 

(Adams  Co.) 

PHELPS 

HOLDREGE— 

Best,  Robert 
Bivens.  Wm.  S. 

Brewster,  Donald  E. 
Brewster,  F.  W. 
McConahay.  H.  A. 
Peterson,  Theo.  A. 

Prems,  Evald 
Reiner,  Walter  M 


KEITH 

(Garden-Keith-Perkins) 

OGALLALA— 

Chase.  Robert  C. 

Eberle.  Donald 
Harvey.  E.  A.  (Life) 

New  Plymouth.  Idaho 
McFee,  John  L. 

Denver.  Colorado 


PERKINS 

(Garden-Keith-Perkins) 

GRANT— 

Colglazier,  E.  E. 

Potts,  L.  C. 

Marples,  Donald 
< Nuckolls  Co.) 
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TWELFTH  DISTRICT 

R.  J.  MORGAN,  Councilor 


SCOTTS  BLUFF 

GERING— 

Barnwell.  Robert  B. 

900  nth 

Gentry.  Harold  E.,  Jr. 

1720  10th 
Gentry,  W.  J. 

1720  10th 
Gentry,  W.  Max 
1720  10th 
Harvey,  W.  C.,  Sr. 

1955  10th 

Harvey.  W.  C..  Jr. 

1955  10th 

Wiley.  Stuart  Paul 


MITCHELL— 

Hoagland,  Robert  A. 
Loeffel.  Edwin  J. 

Ohme.  Kenneth 
Watson.  C.  R.  (Life) 
(Deceased  8-20-61) 

MORRILL— 

Prentice.  O.  D. 

SCOTTSBLUFF— 

Baker,  Ellis  E. 

1624  Ave.  "A” 

Baker.  Paul  Q. 

1624  Ave.  "A” 

Brown.  W.  O. 

1801  Broadway 
Campbell.  Stuart  D. 

3639  Ave.  “B.”  Box  608 
D?ans-Barrett.  E.  A. 

Albuquerque.  N.  Mex. 
Frank.  Carl  L. 

1624  Ave.  '‘A” 


Gridley.  L.  J. 

214-16  W.  27th 
Grubbs.  Loran  C. 

West  Liberty.  Iowa 
Hanna.  .Toe  T. 

1926  Ave.  ' A” 
Havhurst.  J.  D. 

218  W.  27th 
Heinke.  John  P. 

1723  Ave.  "A” 

Herhahn.  Frank  T. 

2122  Broadway 
Holmes.  Wm.  E. 

1926  Ave.  “A" 

Karrer,  R.  W. 

1810  1st  Ave. 

Kreig.  Jacob.  Jr. 

2122  Broadway 
Landers.  Allan  C. 

3639  Ave.  "B,”  Box  608 
Lovett.  Ivan  C. 

21  E.  19th 
Riddell.  Ted  E. 

15  E.  18th 
Rosenau.  John  A. 

102  E.  21st 
Schmitz.  Gerhardt 

118  W.  18th 
Sorensen.  C.  N. 

1801  Broadway 


BOX  BUTTE 

ALLIANCE— 
Burnham,  A.  G. 

524  Box  Butte  Ave. 
Fitzgerald,  Thos.  D. 

202  W.  3rd 


Kennedy.  J.  F. 

916  W.  10th 
Kuncl,  Joseph  (Life) 

1012  Laramie  Ave. 
McNulty.  Edward 
916  W.  10th 
Morgan,  R.  J. 

916  W.  10th 
Olson,  Raymond  H. 

524  Box  Butte  Ave. 
Seng,  O.  L. 

619  Box  Butte,  Box  150 
Shannon,  Dewitt  D. 

916  W.  10th 
Sucgang,  F.  P. 

515  Niobrara  Ave. 
Whitehead,  E.  I.  (Life) 

704  Laramie  Ave. 
Wilkinson.  Donald  E. 

524  Box  Butte  Ave. 


DAWES 

(Northwest  Nebraska) 
CHADRON— 

Alderman.  Allen  J. 
Courshon.  A.  J. 

DeFlon.  Eric  G. 

Griot.  A.  J. 

Hoevet,  L.  H. 

Pierce.  C.  M. 

(Deceased  2-16-61) 

CRAWFORD— 

Bishop,  Ben 


CHEYENNE 

(Cheyenne,  Kimball 
and  Deuel) 
DALTON— 

Pankau,  J.  B. 

SIDNEY— 

Benner,  Robert  E. 

Cheyenne.  Wyoming 
Bitner.  C.  U. 

Cook,  Hull  A. 

Cornelius,  C.  J.,  Jr. 
Dorwart,  Clinton  B. 
O’Holleran,  Lloyd  S. 
Rathbun,  S.  R. 

(N.W.  Nebr.) 

Thayer.  James  E. 

KIMBALL 

(Cheyenne,  Kimball 
and  Deuel) 

KIMBALI^ 

Calkins.  Robert  C. 

Core.  Edwin  R. 

Shamberg,  Alfred  H. 
Siedenburg,  Richard  H. 


MORRILL 

BAYARD— 

Hrnicek,  Leo  A. 
(Scotts  Bluff  Co.) 

BRIDGEPORT— 
Blackstone.  H.  A. 

(Scotts  Bluff  Co.) 
Post.  George  Peter 
(Scotts  Bluff  Co.) 


ORGANIZATIONS.  NATIONAL 


American  Academy  of  General  Practice 
Mr.  Mac  F.  Cabal 
Volker  at  Brookside 
Kansas  City  12,  Missouri 

American  Academy  of  Pediatrics 
E.  H.  Christopherson,  Secy. 

1801  Hinman  Ave. 

Evanston,  Illinois 


American  Heart  Association 
Mr.  Rome  A.  Betts,  Secy. 

44  East  23rd  Street 
New  York  10,  New  York 

American  Hospital  Association 
Edwin  L.  Crosby,  M.D.,  Director 
840  Lake  Shore  Drive 
Chicago  11,  Illinois 


American  College  of  Obstetricians  & Gynecologists 
Mr.  D.  F.  Richardson,  Secy. 

79  West  Monroe 
Chicago  3,  Illinois 


American  Society  of  Anesthesiology 
J.  E.  Remlinger,  Secy. 

802  Ashland  Ave. 

Wilmette,  Illinois 


American  College  of  Physicians 

Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Secy. 
4200  Pine  St. 

Philadelphia  4,  Pennsylvania 

American  College  of  Radiology 
Mr.  W.  C.  Stronach 
20  North  Wacker  Drive 
Chicago  6,  Illinois 

.\merican  College  of  Surgeons 
Michael  L.  Mason,  Secy. 

40  East  Erie  Street 
Chicago  11,  Illinois 

American  Diabetes  Association 
E.  Paul  Sheridan,  Secy, 

1 East  45th  Street 
New  York  17,  New  York 


American  Society  of  Internal  Medicine 
Mr.  Albei't  V.  Whitehall,  Secy. 

350  Post  Street 

San  Francisco,  California 

The  American  Society  of  Clinical  Pathologists 
Mr.  Claude  E.  Wells,  Executive  Secy, 

445  North  Lake  Shore  Drive 
Chicago  11,  Illinois 

American  Medical  Association 

F.  J.  L.  Blasingame,  Executive  Vice  Pres. 
535  North  Dearborn  Street 
Chicago  10,  Illinois 

Arthritis  and  Rheumatism  Foundation 
Floyd  B.  Odium,  Chairman 
10  Columbus  Circle,  New  York  19,  N.Y, 
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ORGANIZATIONS,  STATE 


Alcoholics  Anonymous 
1345  N Street,  Lincoln 
American  Red  Cross 

W.  J.  Frenzel,  State  Representative 
2631  Garfield,  Lincoln 
Cerebral  Palsy  Association  of  Nebraska 
Mrs.  Ben  H.  Cosdery 
201  South  Elmwood  Road,  Omaha 
Creighton  University  School  of  Medicine 
Richard  Egan,  Dean 
302  North  14th 
Omaha,  Nebraska 
Multiple  Sclerosis  Society 
207  Midway  Building 
Lincoln,  Nebraska 
Muscular  Dystrophy  Society 
Mrs.  Marvin  Traeger,  President 
Fairbury,  Nebraska 

National  Foundation,  Inc. 

Clinton  Belknap 
924  Anderson  Building 
Lincoln,  Nebraska 

Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 
Lloyd  E.  Skinner,  President 
Box  2,  Elmwood  Station,  Omaha  6,  Nebraska 

Nebraska  Association  of  Pathologists 
Donald  Max  Fitch,  Secy.-Treas. 

University  of  Nebraska  Hospital 
Omaha,  Nebraska 

Nebraska  Blue  Cross-Blue  Shield 
Wm.  H.  Heavey,  Executive  Director 
518  Kilpatrick  Building 
Omaha,  Nebraska 

Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

402  Lincoln  Liberty  Life  Building 
Lincoln,  Nebraska 

Nebraska  Chapter 
American  College  of  Physicians 
E.  M.  Walsh,  M.D.,  Governor  of  Nebi'.  Chap. 
5002  Dodge 
Omaha,  Nebraska 

Nebraska  Chapter 
American  College  of  Surgeons 
John  D.  Coe,  M.D. 

409  Doctors  Building 
Omaha  31,  Nebraska 

Nebraska  Chapters 
National  Cystic  Fibrosis  Foundation 
Douglas  County  Chapter 
Miss  Marlene  Lorch,  Secretary 
University  of  Nebraska  Hospital 
Omaha,  Nebraska 
Lancaster  County  Chapter 
Mrs.  Alvin  Morris,  Secretary 
3400  North  69th  Street,  Lincoln 

Nebraska  Division 
American  Cancer  Society 
Braxton  Tewart,  Executive  Director 
4201  Dodge 
Omaha,  Nebraska 

Nebraska  Eye,  Ear,  Nose  & Throat  Society 
G.  T.  Alliband,  M.D.,  Secy. 

1020  Medical  Arts  Building 
Omaha,  Nebraska 


Nebraska  Heart  Association 
Carl  Marxer,  Executive  Director 
4202  Harney 
Omaha,  Nebraska 
Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
512  South  13th  Street 
Lincoln,  Nebraska 

Nebraska  Pharmaceutical  Association 
Miss  Cora  Mae  Briggs,  Executive  Secy. 

414  Federal  Seccrities  Building 
Lincoln,  Nebraska 
Nebraska  Psychiatric  Institute 
602  South  44th  Avenue,  Omaha 
Nebraska  Public  Health  Association 

E.  A.  Rogers,  M.D.,  M.P.H.,  President 
State  Capitol  Building 

Lincoln  9,  Nebraska 
Nebraska  Radiological  Society 
Ronald  E.  Waggener,  M.D.,  Secy.-Treas. 
University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 
Nebraska  Rheumatism  Association 
Robert  S.  Long,  President 
8721  Shamrock  Road,  Countryside  Village 
Omaha,  Nebraska 

Nebraska  Society  for  Crippled  Children 
S.  Orson  Perkins,  Director 
402  South  17th 
Omaha,  Nebraska 

Nebraska  Society  of  Internal  Medicine 
Bowen  Taylor,  M.D.,  President 
Lincoln  Clinic 
Lincoln  Nebraska 
Nebraska  State  Dental  Association 

F.  A.  Pierson,  D.D.S.,  Secy. 

1112  Federal  Securities  Building 
Lincoln,  Nebraska 

Nebraska  State  Department  of  Health 
E.  A.  Rogers,  M.D.,  Director 
State  Capitol  Building 
Lincoln,  Nebraska 

Nebraska  State  Medical  Association 
M.  C.  Smith,  Executive  Secy. 

1315  Sharp  Building 
Lincoln  8,  Nebraska 
Nebraska  State  Nurses  Association 
Mrs.  Zelda  Nelson,  Executive  Director 
510  Securities  Building 
Omaha,  Nebraska 

Nebraska  State  Obstetrics  & Gynecology  Society 
Maurice  E.  Grier,  M.D.,  Secy. 

828  Medical  Arts  Building 
Omaha,  Nebraska 
Nebraska  Tuberculosis  Association 
Delmer  Serafy,  Eexecutive  Secy. 

406  W.O.W.  Building,  Omaha,  Nebraska 
Omaha,  Nebraska 
Omaha  Mid-West  Clinical  Society 
1613  Medical  Arts  Building 
Rita  M.  Crowell,  Executive  Secretary 
POISON  CONTROL  CENTER 
Childrens  Memorial  Hospital 
502  South  44th  Street,  Omaha 
University  of  Nebraska  College  of  Medicine 
J.  P.  Tollman.  M.D.,  Dean 
42nd  and  Dewey 
Omaha,  Nebraska 
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AN  AMES  CLINIQUICr 

CLINICAL  BRIEFS  FOR  MODERN  PRACTICE 


WHAT 
LABORATORY 
PROCEDURES 
ARE  INDICATED  IN 
DIABETICS  WITH 
URINARY  TRACT 
INFECTIONS?  i 


A urine  culture  is  absolutely  essential  in  the  diabetic  suspected  of  having  a urinary  tract  infec- 
tion since  such  infection  is  not  always  accompanied  by  pyuria.  It  is  also  essential  to  keep  the 
urine  free  from  sugar— as  shown  by  frequent  urine-sugar  tests  — for  successful  therapy. 

Source:  Harrison,  T.  R.,  et  al.:  Principles  of  Internal  Medicine,  ed.  3,  New  York,  McGraw-Hill  Book  Co.,  1958,  p.  620. 


the  most  effective  method  of  routine  testing  for  glycosuria , 

color-calibrated 

CLI N ITEST 

BR«"o  Reagent  Tablets 

the  standardized  urine-sugar  test  for  reliable  quantitative  estimations 


Urinary  tract  infections  are  about  four  times  more  frequent  in  the  diabetic  than  in 
the  non-diabetic.  The  prevention  and  treatment  of  urinary  tract  infections,  as  well  as 
the  avoidance  of  other  complications  of  diabetes,  are  significantly  more  effective  in  the 
well-controlled  diabetic.  The  patient  should  be  impressed  repeatedly  with  the  importance 
of  continued  daily  urine-sugar  testing— especially  during  intercurrent  illness— and  warned 
of  the  consequences  of  relaxed  vigilance. 


‘'urine-SUg3r  profile”  with  the  new  Graphic  Analysis  Record  included  in 
Urine-Sugar  Analysis  Set  (and  in  the  tablet  refills),  daily  urine-sugar  readings  may 
form  a graphic  portrayal  of  glucose  excretion  most  useful  in  clinical  control. 

• motivates  patient  cooperation  through  everyday  use  of  Analysis  Record 

• reveals  at  a glance  day-to-day  trends  and  degree  of  control 

• provides  a standardized  color  scale  with  a complete  range  in  the  familiar  blue-to 
orange  spectrum 
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guard  against  ketoacidosis  ADDED  SAFETY  FOR  DIABETIC  CHILDREN 

...test  for  ketonuria  ACETEST®  KETOSTIX® 

for  patient  and  physician  use  Reagent  Tablets  Reagent  Strips 
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CONTROL  WHEN  IT 
IS  VITALLY  NEEDED: 
THORAZINE®  INJECTION 

brand  of  chlorpromazine 

‘Thorazine’  can  rapidly  control  the  severely 
agitated  patient,  preventing  him  from  harming 
himself  or  those  around  him.  Usually,  his 
belligerence,  hostility  and  excitement  are  re- 
placed by  rational,  docile  behavior,  and  he 
becomes  receptive  to  guidance  and  counselling. 

‘Thorazine’  is  so  effective  in  agitation  because 
it  provides  an  intense  tranquilizing  effect,  for 
control  of  both  emotional  and  physical  hyper- 
activity; and  a transitory  soporific  effect,  for 
added  initial  control  of  physical  hyperactivity. 
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when  urinary 
tract 

infections 
present 
a therapeutic 
challenge . . . 

CHLOROMYCETIN 

(chloramphenicol,  Pai’ke-Davis) 

Often  recurrent. . . often  resistant  to  treatment,  urinary  tract  infections  are  among  the  most 
frequent  and  troublesome  types  of  infections  seen  in  clinical  practice. In  such  infections, 
successful  therapy  is  usually  dependent  on  identification  and  susceptibility  testing  of  invad- 
ing organisms,  administration  of  appropriate  antibacterial  agents,  and  correction  of  obstruc- 
tion or  other  underlying  pathology. 

Of  these  agents,  one  author  reports : “Chloramphenicol  still  has  the  widest  and  most  effective 
activity  range  against  infections  of  the  urinary  tract.  It  is  particularly  useful  against  the 
coliform  group,  certain  Proteus  species,  the  micrococci  and  the  enterococci.”^  CHLOROMYCETIN 
is  of  particular  value  in  the  management  of  urinary  tract  infections  caused  by  Escherichia 
coli  and  Aerobacter  aerogenes.^  In  addition  to  these  clinical  findings,  the  wide  antibacterial 
range  of  Chloromycetin  continues  to  be  confirmed  by  recent  in  vitro  studies.'*-® 

CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  available  in  various  forms,  including  Kapseals®  of  250  mg., 
in  bottles  of  16  and  100.  See  package  insert  for  details  of  administration  and  dosage. 

Wa)tiing:  Serious  and  even  fatal  blood  dyscrasias  (aplastic  anemia,  hypoplastic  anemia,  thrombocytopenia, 
granulocytopenia)  are  known  to  occur  after  the  administration  of  chloramphenicol.  Blood  dyscrasias  have 
occurred  after  both  short-term  and  prolonged  therapy  with  this  drug.  Bearing  in  mind  the  possibility  that 
such  reactions  may  occur,  chloramphenicol  should  be  used  only  for  serious  infections  caused  by  organisms 
which  are  susceptible  to  its  antibacterial  effects.  Chloramphenicol  should  not  be  used  when  other  less  poten- 
tially dangerous  agents  will  be  effe^ive,  or  in  the  treatment  of  trivial  infections,  such  as  colds,  influenza,  or 
viral  infections  of  the  throat,  or  a^a  prophylactic  agent.  Precautions : It  is  essential  that  adequate  blood 
rtudies  be  made  during  treatment  wkh  the  drug.  While  blood  studies  may  detect  early  peripheral  blood 
changes,  such  as  leukopenia  wr  granulocytopenia,  before  they  become  irreversible,  such  studies  cannot  be 
relied  upon  to  detect  bone  marrow  depression  prior  to  development  of  aplastic  anemia. 

References : (1)  Malone,  F.  J.,  Jr. ; Aft!.  Med.  125  :836.  1960.  (2)  Martin.  W.  J.  ; Nichols,  D.  R..  & Cook,  E.  N. : Proc.  Staff  Meet.  Mayo  CUn. 
.54:187,  1959.  (3)  Ullman,  A.;  Delaware  M.  J.  32:97,  1960.  (4)  Petersdorf,  R.  G. : Hook,  E.  W.; 

Curtin,  J.  A..  & Grossberg,  S.  E. : Bull.  Johns  Hopkins  Hosp.  108:48,  1961,  (5)  JoUiff,  C.  R. ; 

Engelhard,  W.  E. ; Ohlsen,  J.  R. ; Heidriek,  R J.,  & Cain,  J.  A.:  Antibiotics  & Chemother.  10: 

694,  1960.  (6)  Lind,  H.  E. : Am.  J.  Proctol.  11  ;392,  1960.  esssi 
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IN  FUNCTIONAL  6.1.  AND 
BILIARY  DISTURBANCES 
...TO  EACB  PATIENT 
ACCORDING  TO  THE  NEED 


DECHOLIN-BB 


Hydrocholeretic  • Antispasmodic  • Sedative ...  to  reduce 
TENSION  and  an.xiety-induced  dysfunction  of  G.I.  and  bili- 
ary tracts... and  also  relieve  both  smooth-muscle  spasm  and 
biliary/intestinal  stasis 


butabarbital  sodium 15  mg.  (14  gr.) 

(Warning-may  be  habit  forming) 

dehydrocholic  acid,  Ames 250  mg.  (3%  gr.) 

belladonna  extract 10  mg.  (14  gr.) 


DEGHOLIN 
with  Belladonna 

Hydrocholeretic  — Antispasmodic ...  to  relax  SPASM  of 
smooth  muscle  of  G.I.  tract  and  sphincter  of  Oddi... and 
also  counteract  biliary/intestinal  stasis 

dehydrocholic  acid,  Ames 250  mg.  (3%  gr.) 

belladonna  extract 10  mg.  (14  gr.) 

DECHOLIN 


Hydrocholeretic ...  to  combat  STASIS  in  bowel  and  biliary 
tract. . .by  activating  biliary  function  with  a greatly  increased 
flow  of  aqueous  “therapeutic”  bile 

dehydrocholic  acid,  Ames 250  mg.  (3%  gr.) 


Average  adult  dose:  1 or,  if  necessary,  2 tablefs  three  times  daily. 

Side  effects:  Decholin  by  itself,  or  as  an  ingredient,  may  cause  transitory  diarrhea.  Belladonna  in 
Dechoi  IN  with  Belladonna  and  Decholin-BB  may  cause  blurred  vision  and  dryness  of  mouth. 
Contraindications:  Biliary  tract  obstruction,  acute  hepatitis,  and  (for  Decholin  with  Belladonna  and 
Decholin-BB)  glaucoma. 

Precautions:  Periodically  check  patients  on  Decholin  with  Belladonna  and  Decholin-BB  for  increased 
intraocular  pressure.  Also  observe  patients  on  Decholin-BB  for  evidence  of  barbiturate  habituation  or 
addiction,  and  warn  drivers  against  any  risk  of  drowsiness. 

Available:  Decholin-BB,  in  bottles  of  100  tablets;  Decholin  with  Belladonna  and  Decholin,  in  bottles  of 
100  and  500.  hhi 
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LIB^.A^Y  07  THE  C0LLC32 
OF  PHY3ICIAHS 
2?'-n  ST.  ABOVE  CHESTNUT 
% W.B.  Me DANIEL 

JwWi"f(^V^‘o?fLicts  to  sil^’ply 
the  iron  infants'  and  children'  need 
at  the  ages  they  need  it 

TRl-VI-SOL 

VITAMIN  DROPS  WITH  IRON 

DECA-n-SOE 

GHEWABLE  VITAMINS  WITH  IRON 


These  tAso  new  formulations— one  for  infants,  one  for  older  children 
— are  distinctive  additions  to  the  present  line  of  \'i-Sol®  vitamins, 
thereby  jjroviding  the  choice  of  Ti  i-\'i-Sol  drojjs  with  and  without 
iron  and  Deca-\’i-Sol  chewable  vitamins  with  and  rvithout  iron. 
Both  new  proilucts  taste  good.  The  packaging  carefully  limits 
elemental  iron  to  a total  ol  500  mg.  jier  bottle.  Nevertheless,  the 
bottles  should  be  kept  out  of  the  reach  of  children. 

^ri-^’i-Sol  \itaniin  drops  wiili  iron.  Each  O.li  cc.  dailv  dose  supplies  10  mg. 
eleiiiemal  iron  phis  safe,  ration. il  amoinus  ol  \iiainins  C,  1)  and  Supplied 
in  hollies  of  30  cc. 

Deca-^'i-Sol  chewahle  ritainins  with  iron.  Eadi  chcwahlc  tablet  supplies  10  mg. 
elemental  iron  and  safe,  rational  amounts  of  C.  1)  anti  plus  se\en  significant 
B xitamins.  Supjrlied  in  bottles  of  .50  chewahle  tablets. 

Bibliogiapln  : tl)  J;uobs,  I.:  (.P  2I:\K\  (Jan.)  ]P(i0.  (*J)  bhulnian,  I.:  J..\.M..\.  /75:1I8-I2;t 
(Jan  li)  (11)  .Moore.  C.  in  Wolil,  .M.  (i..  and  Goodharl.  R.  S.:  Modern  Nuirilion 

in  Health  and  Disease,  ed.  2,  Pliiladeipliia,  Lea  Js:  Fcbiger,  IPiiO,  p.  213. 

10  mg.  of  prophylactic  iron... 
logically  combined  for  your 
convenience  with  two  of  the 
most  widely’  used  and  accepted 
pediatric  vitamin  products 
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Symbol  of  service  in  medicine 
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